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Los Angeles County 
Shared & Hoteling Workstation Ergonomic Evaluation Form 

 
Part I: Employee Information 
Date of Evaluation: Employee’s Name: Employee Number: 

Department: Work Address: Employee’s Job Title: 

Employee’s Telephone Number Supervisor’s Name: Supervisor’s Telephone Number: 

Reason for evaluation: 
☐New Employee     ☐Re-evaluation 
☐Discomfort           ☐Other 
☐Recommend by Personal Doctor 
☐Recommend by Workers’ 

Compensation Doctor 

Employee’s Work Schedule 
☐ 4/10    ☐ 9/80   ☐ 5/40    
Other: ______________ 
 
Number of days in the office: _____ 

Regular breaks taken: ☐ Yes   ☐ No 
 
Overtime worked: ☐ Yes   ☐ No 
Hours/week:________ 

Percentage of time per day 
performing the following tasks: 
 
Keyboard:____%   Phone:______% 
Mouse:______%    Reading:_____% 
Writing:______% 

Glasses:  ☐ Yes   ☐ No   
 
☐ Single lens   ☐ Bifocal                
☐ Progressive  ☐ Trifocal ☐ Contacts 
 
 

Employee’s Height:____feet ____inches 
 
Weight Range:  ☐ Under 250lbs. 
 ☐ 250-300lbs.  ☐ Over 300lbs. 
 

Job tasks: 
 

 
Part II: Discomfort Assessment 
 
History of discomfort from: _______________ to ______________ 
                                                  Date                         Date 
 
Indicate the location discomfort (lower back, right wrist, etc): 
________________________________________________________________________________________________ 

________________________________________________________________________________________________ 
 
Discomfort level:  ☐ Low   ☐ Moderate   ☐ High                          Duration:  ☐ Occasional    ☐ Frequent    ☐ Constant 

 
Part III. Workstation Layout 
Select the configuration most similar:  

  
 

 
 
 
Desk type: ☐ Free Standing   ☐ Modular   ☐ Public Counter   ☐ Multi-User   ☐ Sit and Stand  
Floor type: ☐ Carpet  ☐ Hard floor  
Desk height: _____ inches                                                  Number of monitors: ☐ 1   ☐ 2   ☐ 3  ☐ +  ____ 
Monitor height from the workstation: ______ inches             Monitor size(s): ____, _____, ____ inches 
Devices: ☐ Laptop   ☐ Tablet   ☐ Mobile Phone  ☐ Other: __________________   

 
Part IV: Equipment Inventory and Recommendations 

Equipment Checklist Currently 
Has 

Evaluation Adjustments Recommendations 

Ergonomic chair with adjustable 
features 
Chair make/model: _________/_________ 
Seat pan width:   _______ inches 
Seat pan depth:   _______ inches 
Seat pan height:  _______ inches 
Armrest height:   _______ inches 

☐Yes   ☐No     
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Equipment Checklist Currently 
Has 

Evaluation Adjustments Recommendations 

Sit and Stand Adjustable Tabletop  
☐ Manual   ☐ Electric 
 
Sitting desk height: ___________ inches 
Standing desk height: _________ inches 
 

☐Yes  ☐No     

Sit and Stand Desk 
☐ Manual   ☐ Electric 
 
Sitting desk height: ___________ inches 
Standing desk height: _________ inches 

☐Yes  ☐No     

Monitor Arms 
 
☐ Single       ☐ Dual     ☐ Other: 

☐Yes  ☐No     

Keyboard Tray 
 
Keyboard tray height:________inches 

☐Yes  ☐No     

External Keyboard Used 
 
☐ Traditional   ☐ Alternative (curve)  ☐ Split 
☐Other: 

☐Yes  ☐No     

External Mouse Used 
 
☐ Left Hand       ☐ Right Hand 
 
☐ Traditional      ☐ Track Ball      ☐ Vertical              
☐ Roller             ☐ Other: ______________ 
Palm Size (if necessary):__________ inches 

☐Yes  ☒No     

Telephone Headset 
 
☐ Wireless   ☐ Corded 
☐ Works with multiple devices   
☐ Use laptop microphone only       

☐Yes  ☐No     

Wrist Rest 
 
☐ Keyboard palm support 
☐ Mouse pad   
☐ Mouse pad with palm support 

☐Yes  ☐No     

Shared Accessories Available  
 
☐ Footrest              ☐ Document Holder   
☐ Electric Stapler    ☐ Electric hole punch   
☐ Docking station    ☐ Other:____________ 

☐Yes  ☐No     

Other equipment:  
 
 

☐Yes  ☐No     

Additional Recommendations: (ie: ventilation, lighting, workflow, training: set up instructions posted at desk or user 
trained on workstation set up, micro breaks, etc.) 
 
 

 
 
 
 
Employee’s Name (Print)                                  Employee’s Signature                Date 
 
 
 
Evaluator’s Name   Signature    Company   Date 
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Part V: Photos 
Multiple pictures may be taken to ensure all angles of the workstation and employee’s position are captured. 

Before 
Ergonomic 

Adjustments 

 

After 
Ergonomic 

Adjustments 

 

 
Part VI: Follow- up 
 
Completed by:_____________________________________________Date:________________________  
 
Was all recommended equipment received: □Yes □No 
Were all other recommendations completed: □Yes □No 
Pictures taken during follow-up:   □Yes □No 
 
Comments:_____________________________________________________________________________ 
 
______________________________________________________________________________________ 
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Part VII: Information for the Employee (Please ask the employee to fill out the top section.) 
 
Employee’s Name: Employee Number: Date: 

Department: Work Address:  

 
 

 


