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and Documentation


Name       
Date       
Work Location        
Safe/Unsafe condition or practice observed (be specific, names not required)

     
Corrective measures you personally completed to make safe (be specific)

     
Items you may want to consider:  Personal Protective Equipment, Housekeeping, Slipping and Tripping Hazards, Work Procedures, Tools and Equipment, Electrical Hazards, Pinch Points, Health Hazards, Confined Spaces, Burns
Please give original to Safety Director
Do you wish to have an approved confirmation returned?
Yes
 FORMCHECKBOX 



No
 FORMCHECKBOX 

Signature       
Date       
Follow-Up Information
Reportee contacted upon receipt
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

Contacted by whom:       
Date contacted:       
Observation forwarded to:       
Date observation forwarded on:       
Corrective action complete:
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

Description of corrective action:       






























