








	Employee Name: 
	Evaluation Date: 
	Report Date: 
	Eval Requested by: 
	Dept: 
	Facility: 
	Evaluator: 
	wristforearmelbow: Off
	neckshoulder: Off
	lower back: Off
	eyestrainheadaches: Off
	mid-back: Off
	upper back: Off
	TASKS PERFORMED: 
	1 Data Entry: 2 Phone Use: 3 Writing: 
	0 – 2 hrs 0 – 2 hrs 0 – 2 hrs: 
	0 – 2 hrs: Off
	0 – 2 hrs_2: Off
	0 – 2 hrs_3: Off
	2 – 4 hrs 2 – 4 hrs 2 – 4 hrs: 
	2 – 4 hrs: Off
	2 – 4 hrs_2: Off
	2 – 4 hrs_3: Off
	 4hrs  4hrs  4hrs: 
	4hrs: Off
	4hrs_2: Off
	4hrs_3: Off
	SITTING POSTURECHAIR: 
	1 Does the chair provide lumbar support: 
	Y: 
	undefined: Off
	N: 
	undefined_2: Off
	lumbar adjusted: Off
	alternate chair recommended: Off
	2 Is the backrest easily adjustable: 
	Y_2: 
	undefined_3: Off
	N_2: 
	undefined_4: Off
	recommend back support: Off
	alternate chair recommended_2: Off
	3 Are feet flat on the floor or is footrest being used: 
	Y_3: 
	undefined_5: Off
	N_3: 
	undefined_6: Off
	chair height adjusted footrest recommended: 
	undefined_7: Off
	undefined_8: Off
	4 Are the armrests adjustable: 
	Y_4: Off
	N_4: Off
	recommend armrestsalternate chair: Off
	Y_5: Off


