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HSE WEST (MW)

Request for Eye Screening  -Provision of Eye Tests and Corrective Appliances -  
Safety, Health and Welfare at Work, (General Applications) Regulations 2007

	PART A: TO BE COMPLTED BY MANAGER

	Name of employee 
	

	Employee  No.
	

	Home Address
	

	Phone No / Ext No.
	

	Job Title
	

	Workstation location and number (if applicable)
	

	Location / Department / Ward 
	

	I confirm that the above name employee is a ‘’user’’ of Display Screen Equipment
A ‘’user’’ is an  employee who habitually uses a VDU as a significant part of normal work, which means using a VDU for one continuous hour or more as part of everyday work.
Signature of Manager :     ______________________________________                                            Date:_________________

Name of Manager          :  ______________________________________                                             Title :_________________
Please ensure that all workstations are risk assessed and evaluated for possible health and safety risks.

	PART B: TO BE COMPLTED BY THE OCCUPATIONAL HEALTH  DEPARTMENT

	Affix Label 
Referral Date:                                                 Appointment Date: 

	I confirm that the above name employee has been provided with a vision screening test. 
(i) A further eye or eyesight test is required                Yes               NO
(ii) A user has requested an test by an optometrist     Yes                NO
(iii) VDU workstation assessment is required               Yes               NO            (to be arranged by line manager)
Signature of OH Personal : ______________________________________                                            Date:_________________

Name of OH Personal  :     ______________________________________                                             Title :_________________
Notes: ___________________________________________________________________________________________________


