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The following Forms and Permits can be found within the Site Safety Register, which is to be provided for each Winchmore Brickwork project and retained on site until completion of all works:

Site Safety Set-Up/Contact Details

H&S01

Internal Accident Report Form

H&S02

Record of Employment of Young Persons

H&S03

Safety Awareness Induction Training and Safety Rules

H&S04

Employee Training Records

H&S05

Sub-Contractors Training Records

H&S06

Employee Toolbox Talks

H&S07

Mundy Structural Steel Limited Employees Plant Operators Training Records

H&S08

Sub-Contracting Plant Operators Training Records

H&S09

Personal Protective Equipment Register

H&S10

Scaffold Safety Checklist for use at Inspections

H&S11

Mobile Tower Checklist

H&S12

Inspections of Scaffolding & Excavations

H&S13

Inspections/Examination of Lifting Equipment

H&S14

Plant Test Certificates

H&S15

Records of Inspections and Testing of Portable Electrical Appliances

H&S16

Fire Prevention Measures, Emergency Evacuations and Checks

H&S17

Risk Assessment/Method Statement Programme

H&S18

Risk Assessment

H&S19

Specific CoSHH Assessment

H&S20

HAVS Assessment

H&S 21

Manual Handling Assessment

H&S22

Noise Assessment

H&S23

Permit Record Log

H&S24

Permit to Work

H&S25

Permit to Dig

H&S26

Hot Work Permit

H&S27

Permit to Lift

H&S28

Permit to Use Electrical Equipment

H&S29

High Level Work Permit

H&S30

Project Safety Inspection Record

H&S31

Signing Off Record

H&S32

Fire Safety Plan

H&S33

Method Statement Format
    MS1


Copies of these Forms and Permits are held at Winchmore Brickwork Head Office and can be obtained on request.

Construction (Design & Management) Regulations 2007

INSPECTION REPORT

Report of results of every inspection made in pursuance of Regulations

1.
Name and address of person for whom inspection was carried out.

	


2.
Site address




               3.
 Date and time of inspection

	
	
	


4.
Location and description of workplace (including any plant, equipment or materials) inspected.

	


5.
Matters which give rise to any health and safety risks.

	


	 6.        Can work be carried out safely?


	      Y  /  N


	 7.
If not, name of person informed.


	


8.
Details of any other action taken as a result of matters identified in 5 above.

	


9.
Details of any further action considered necessary,

	


	10.
Name and position of person making this report.
	

	11.
Date report handed over.


	

	
	

	
	

	
	

	
	

	
	

	
	


	SUB CONTRACTORS SAFETY QUESTIONNAIRE                      Page 1 of 2

	COMPANY NAME
	

	COMPANY ADDRESS
	

	TELE No.
	
	FAX No.
	

	PROJECT NAME
	

	SITE ADDRESS
	

	ACTIVITY 
	

	CONTRACTORS PROJECT PERSONNEL 

	1
	Name of the Contract Manager/Supervisor responsible for the project
	

	2
	Name of the Site Manager responsible for the project (and contact number)
	         No:

	3
	Name of person/company undertaking safety inspections and safety audits
	

	4
	Name of person/company responsible for investigating accidents
	

	TRAINING

	What safety training has carried out for management and employees (including specific training in the safe use of equipment and safety procedures).  

	

	

	

	

	INCREASING EMPLOYEE SAFETY AWARENESS

	What methods do you adopt for increasing employee safety awareness and who is responsible for putting these in hand?

	

	

	

	

	

	COMPANY/STAFF SAFETY QUALIFICATIONS AND COMPANY ACCREDITATION SCHEMES

	Qualification/Scheme
	Job Title (if applicable)
	Name (if applicable)

	
	
	

	
	
	

	
	
	

	
	
	

	Copies of Certification are required and should be attached to this Questionnaire.                Tick this box if enclosed      (

	SAFE SYSTEMS OF WORKING AND ENFORCEMENT POLICY

	How do you ensure that all your site operatives and sub-contractors abide by site safety rules and procedures, and put into practice information taught at safety training sessions and contained within your Health and Safety Policy?  Please give details of all incentives/disciplinary procedures.

	

	

	

	

	AUDITING TECHNIQUE AND FREQUENCY

	How often does your Safety Officer visit site and audit procedures and in what format is this undertaken?

	

	

	

	

	PREVIOUS WORKS UNDERTAKEN

	Provide any details of works, similar in nature to this project, which you have carried out. Please attached further information if required.

	

	

	

	

	

	

	

	

	

	

	HSE ENFORCEMENT ACTION

	Please give below details of any enforcement action on your Company by the Health and Safety Executive, e.g., details of any prohibition or improvement notices which you may have received in the past 3 years 

	Date
	Detail of any Notice served
	Description/Comments

	
	
	

	
	
	

	
	
	

	
	
	

	HEALTH AND SAFETY POLICY

	Please enclose a copy of your Company’s Health and Safety Policy with the return of this Questionnaire.     Tick this box if enclosed    (

	COMPANY REGISTRATION

	What year was your Company first registered?
	


Health and Safety At Work etc., Act 1974
The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995

Report of an injury or dangerous occurrence

Filling in this form     This form must be filled in by an employer or other reasonable person.

	   Part A
	      Part C


About you                                                                      
About the injured person

1.
What is your full name?
If you are reporting a dangerous occurrence, go to Part E.







If more than one person was injured in the same incident,



please attach the details asked for in Part C and Part D for

2.
What is your job title?
each injured person.



1.
What is their full name?

3.
What is your telephone number?



2.
What is their home address and postcode?



About your organisation

4.
What is the name of your organisation?


5.
What is the address and postcode?



3.
What is their home phone number?



4.
How old are they?
6.
What type of work does the organisation do?



5.
Are they




      male?

      Part B


      female?

About the incident
6.
What is their job title?

1.   On what date did the incident happen ?




                    /             /  



7.
Was the injured person (tick only one box)

2.
At what time did the incident happen?




(Please use the 24-hour clock - e.g., 0600) 

one of your employees?


                                                       

       




on a training scheme?  Give details:






3.
Did the incident happen at the above address ?



Yes             Go to question 4



No              Where did the incident happen ?

on work experience?


elsewhere in your organisation - give the                               

employed by someone else?  Give details of the



name, address and postcode
                   employer:




at someone else’s premises - give the name,





address and postcode



in a public place - give details of where it



happened

self-employed and at work?






a member of the public?





Part D


If you do not know the postcode, what is the name of the

About the injury


local authority ?





1.
What was the injury?  (e.g., fracture, laceration)


4.
In which department, or where on the premises, did the


incident happen?
2.
What part of the body was injured?




F2508 (01/96)





Continued overleaf

3.
Was the injury (tick the one box that applies) 
Part G


  
a fatality?

Describing what happened


a major injury or condition?  (see accompanying

Give as much detail as you can.  For instance



notes)
.
the name of any substance involved



an injury to an employee or self-employed person
.
the name and type of any machine involved



which prevented them doing their normal work for
.
the events that led to the incident



more than 3 days?
.
the part played by any people.



an injury to a member of the public which meant




they had to be taken from the scene of the 
If it was a personal injury, give details of what the person was



accident to a hospital for treatment?
doing.  Describe any action that has since been taken to

4.
Did the injured person (tick all the boxes that apply)
prevent a similar incident.  Use a separate piece of paper if




you need to.



become unconscious?


need resuscitation?



remain in hospital for more than 24 hours?



none of the above.


Part E


About the kind of accident


Please tick the one box that best describes what


happened, then go to Part G.



Contact with moving machinery or



material being machined



Hit by a moving, flying or falling object



Hit by a moving vehicle



Hit something fixed or stationary




Injured while handling, lifting or carrying



Slipped, tripped or fell on the same level



Fell from a height



How high was the fall?

                                           



                        metres



Trapped by something collapsing




Drowned or asphyxiated



Exposed to, or in contact with, a harmful substance



Exposed to fire                                                                                       Part H



Exposed to an explosion                                                           Your Signature
  


         Contact with electricity or an electrical discharge 
      Signature


Injured by an animal



Physically assaulted by a person

                                                                                                                           Date


Another kind of accident (describe it in Part G)

                                                                                                                                                                                          

             /                   /


Part F




       Dangerous occurrences                                                                             Where to send the form

Enter the number of the dangerous occurrence you are                            Please send it to the Enforcing Authority for the place


reporting.  (The numbers are given in the Regulations and                        where it happened.  If you do not know the Enforcing


in the notes which accompany this form).                                                  Authority, send it to the nearest HSE office.



         For official use

         Client number                              Location number                        Event number



                                                                                                                                                                                                                                              INV    R EP        Y             N

	ACCIDENT BOOK RECORD SHEET - FORM BI 510           
	Record Sheet No:
	

	An Accident Book Record Sheet must be completed for each and every accident that occurs at the workplace. This accident record sheet has been produced in place of the yellow and black accident book Form BI 510.

	1.  About the person who had the accident
	2.  About you, the person filling in this form 
	3.  About the accident

	(  Give full name
	(  Please sign the form and date it
	(  When it happened

	· Give the home address

(  Give the occupation
	(  If you did not have the accident write your address and occupation
	(  Where it happened

	Name
	
	Signed
	
	Date
	
	Date
	
	Time
	

	Address
	
	Address
	
	In what room or place did the accident happen?

	Occupation
	
	Occupation
	
	

	4.  Injury or illness details - state what side of the body (left or right) etc.

	

	

	5. About the accident/illness - What work process was being carried out, what led to the accident/illness, how did the accident/illness occur, give the cause if you can.  

	

	

	

	

	

	

	6.  What happened to the person immediately after treatment - i.e., went home/to hospital/back to work etc.

	

	

	

	

	

	7.  Provide details of who at the Head Office a copy of this form has been sent to - a copy must be sent immediately.

	
	Tick box when copy has been sent
	

	Date reported to Head Office:
	
	Person reporting the Incident - Print name:
	

	8.  Head Office Management only - check compliance with The RIDDOR Regulations 1995.

	Tick if further investigation is required
	
	Tick if F2508 is required and if so, attach a copy to this form. 
	
	Tick if copies of details have been placed in the Company’s main accident file 
	

	IMPORTANT NOTE:

Please refer to the Accident Section of the Company Health and Safety Policy with regards to further requirements and contact the Safety Officer for further guidance when recording accidents/illnesses. 

Ensure you retain a copy of this report at your workplace as an appropriate Legal record.


	MANUAL HANDLING OPERATIONS ASSESSMENT FORM

	CLIENT NAME
	

	LOCATION (Site)
	

	ASSESSMENT BY

(Please Print)
	
	SIGNED
	

	POSITION
	
	DATE  
	
	REVIEW DATE
	

	LAST 

ASSESSMENT BY
	
	DATE OF LAST ASSESSMENT
	

	1.a THE TASK DESCRIPTION
	ERGONOMIC CHECK LIST  Does the task include:
	Yes
	No

	
	A) Holding the load at a distance from the trunk
	
	

	
	B) Twisting the trunk
	
	

	
	C) Poor posture i.e., stooping/bending
	
	

	
	D) Lifting/Lowering above shoulders/below knees
	
	

	
	E) Excessive lifting or lowering distances
	
	

	
	F) Carrying/Pushing/Pulling more than 10 metres
	
	

	
	G) Risk of sudden, unpredictable movement of the load
	
	

	
	H) Frequent or prolonged physical effort
	
	

	1.b REQUIRED CHANGES
	I) Insufficient rest or recovery
	
	

	
	J) Holding the load to the side of the body with 1 hand
	
	

	
	K) Handling while seated
	
	

	
	L) Standing with the feet too close together
	
	

	
	M) Having the weight of the body unevenly distributed
	
	

	
	N) Stretching/Over-reaching 
	
	

	
	O) Throwing or catching
	
	

	
	P) Hindrance by protective clothing or PPE
	
	

	
	Q) Team Handling
	
	

	2.a THE LOAD DESCRIPTION
	LOAD FACTOR CHECK LIST   Is it:
	Yes
	No

	
	A) Heavy (over 20 kg - state or estimate weight ..........)
	
	

	
	B) Bulky or unwieldy
	
	

	2.b REQUIRED CHANGES
	C) Difficult to grasp
	
	

	
	D) Sharp, hot/cold
	
	

	
	E) Unstable/likely to shift
	
	

	3.a THE WORKING ENVIRONMENT DESCRIPTION
	ENVIRONMENT CHECK LIST   Are there:
	Yes
	No

	
	A) Space constraints preventing good posture
	
	

	
	B) Uneven floors
	
	

	
	C) Steps or slopes
	
	

	
	D) Extremes of temperature, humidity or air movement
	
	

	3.b REQUIRED CHANGES
	E) Poor lighting conditions
	
	

	
	F) Extremes of noise
	
	

	
	G) Wet slippery floors
	
	

	
	H) Adverse weather conditions
	
	

	4.a INDIVIDUAL CAPABILITY REQUIREMENTS
	CAPABILITY CHECK LIST   Does the task:
	Yes
	No

	
	A) Require unusual strength, size or height
	
	

	
	B) Require special knowledge or training
	
	

	
	C) Require more than one person
	
	

	4.b REQUIRED CHANGES
	D) Need mechanical assistance
	
	

	
	E) Need specific personal protective equipment
	
	

	
	F) Create a hazard to those who are pregnant
	
	

	
	G) Create a hazard to those who have a health problem
	
	


	DISCIPLINARY PROCEDURES

	This form is to be completed by Directors, Managers and Supervisors when disciplinary measures are required to be taken against employees or Sub-Contractors for breach of Health & Safety Policy/Procedure or contract specific safety requirements (this also includes violence to staff).

	MINOR BREACHES:  DISCIPLINARY PROCEDURE

	Employees and Sub-Contractors employees are to be given two verbal warnings by their immediate Manager/Supervisor.  Further breaches of safety requirements Managers/Supervisors are to give the offender a written warning.  Further breaches are to be reported immediately to senior management.  Appropriate action will be taken which could result in dismissal of the offender.

	MAJOR BREACHES:  DISCIPLINARY PROCEDURE

	Employees and Sub-Contractors employees are to be given immediate verbal warning followed up by a written warning.  Immediate action is required to be taken by the Manager/Supervisors to ensure compliance by the offender.  Major breaches are to be reported immediately to Senior Management where appropriate action will be taken which could result in dismissal of the offender.

	GENERAL

	All warnings are to be recorded on this form and are required to be submitted to Head Office immediately.  

The Company Safety Officer must be informed of all warnings issued to the employees and Sub-Contractors employees during inspection/safety meetings etc.

Any employee or Sub-Contractor employee not fit to work should be removed from site immediately particularly with regards to being under the influence of alcohol or drugs.

	NAME OF OFFENDER
	

	ADDRESS OF OFFENDER
	

	TELEPHONE No.
	

	EMPLOYER
	

	EMPLOYERS ADDRESS
	

	TELEPHONE No.
	

	LOCATION WHERE OFFENCE TOOK PLACE
	

	DETAILS OF THE OFFENCE
	

	ACTION TAKEN
	

	SIGNATURE OF MANAGER/

SUPERVISOR REPORTING THIS OFFENCE
	

	SIGNATURE OF OFFENDER
	


	DSE WORKSTATION ASSESSMENT


	Location of workstation:                                                                                 Name:


	1.
	Space

Is there sufficient space with enough storage, to enable easy access to the workstation.

Does the space permit reasonable variation in the position of furniture and equipment.
	Y/N

	2.
	Lighting

Is there adequate lighting for all tasks.

Is lighting variable to suit ambient conditions.

Is the lighting co-ordinated to avoid reflection and glare from falling upon the screens and other equipment.

Have desk lamps (or other local task lighting) been supplied where necessary. 
	

	3.
	Reflection and Glare

Have suitable window blinds been fitted.

Are wall surfaces designed to minimise reflections from falling upon the workstation.

Have the fixtures and fittings been positioned to avoid reflection upon the work station

Where appropriate has a screen filter been supplied and fitted.
	

	4.
	Noise

Have noisy pieces of equipment (printers etc.)  been fitted with a sound hood or been moved away from the workstation.
	

	5.
	Temperature

Is the temperature at the workstation at least 16(C 

Is the temperature maintained at this level to ensure operator comfort.

have all sources of excess heat been eliminated or controlled. 
	

	7.
	Radiation

Is work equipment in a good state of repair, thus ensuring the minimisation of radiation, other than visible light.
	

	8.
	Display Screens

Does the display screen have easily adjustable controls for brightness & contrast.

Is it possible to easily tilt and swivel the screen

Does the screen stand upon an adjustable table or is it possible to achieve the correct height by other means

Is the image on the screen stable and free from flicker.
	

	9.
	Keyboard

Is the keyboard separate from the screen.

Is it possible to tilt the keyboard.

Is there suitable space in front of the keyboard to provide support for the hands and arms of the operator.
	

	10.
	Other Equipment

Has a document holder been provided where necessary and is it adjustable.
	


	11.
	Work Surface

Is the desk or work surface sufficiently large to allow flexible and comfortable arrangements of all work 

equipment.

Does the surface have a matt finish.

Is the height of the desk or worksurface suitable for use with display screen equipment.

Is there sufficient space below the work surface to enable the operator to achieve a comfortable  position.
	

	12.
	Chair

Is the chair stable and does it allow easy freedom of movement.

Is the chair adjustable in all directions.
	

	13.
	Other Furniture

Has a footrest been made available .

If the DSE or any other equipment is placed upon shelves, cupboards, filing cabinets, etc. are these secure and stable.
	

	14.
	Software  Design

Is the software suitable for the task.

It easy for the operator to understand to use the software.
	

	15.
	System Performance

Have unnecessary slow system response times been eliminated.

Is the format in which the information is displayed suitable for the operator
	

	16.
	Job Design
Has the job been designed to incorporate off screen activities within the working day.

Are there adequate opportunities for regular breaks from using the DSE.
	

	17.
	Worker Consultation

Has the worker, been consulted about the health & safety issues related to the use of DSE.
	

	18.
	Information for Workers

Has the worker been given all available information relating to the safe use of DSE.

Has the worker been made aware of the free entitlement of eye tests where appropriate.

Does the worker know the correct procedure to follow in the event of an H&S problem arising from DSE use.
	

	19.
	Operator Training

Has the operator been given suitable training in the possible risks involved in using DSE.

Has the operator been given adequate training in how to adjust the position of the furniture and equipment workstation.

Can the operator adequately use the controls of the screen.

Does the operator have the following skill:

        How to adopt a comfortable posture.

        How to recognise visual and postural strains and fatigue.
	


Assessed by:..........................................................       Date:..........................

	General Medical Questionnaire

	

	FULL NAME
	

	
	
	
	

	HEIGHT
	
	WEIGHT (Approx)
	

	DOCTORS NAME
	

	SURGERY ADDRESS:
	

	
	

	SURGERY TELEPHONE No:
	

	
	

	Questions
	If YES please give further details

	

	1. 
	Do you have a disability?
	Yes / No
	I would describe the nature of my disability as:



	2. 
	Are you suffering, or have you suffered from any condition which has required medical treatment in the last two years or is likely to require treatment in the next six months?
	Yes / No
	

	3. 
	Other than this, have you ever had any serious medical condition prior to this time?
	Yes / No
	

	4. 
	Are you currently using or taking any drugs or medicine?
	Yes / No
	

	5. 
	Do you agree for your medical details to be disclosed to a qualified First Aider or the Health & Safety Officer?
	Yes / No
	Only such details that are deemed relevant and in the interest of your safety and welfare would be disclosed.

	6. 
	Have you made, or are you intending to make, any claim, against a third party for a condition or injury?
	Yes / No
	

	7. 
	Do you drink alcohol?

If so, what is your average weekly consumption of alcohol?
	Yes / No
	Note: One unit is roughly equal to half a pint of beer, one standard measure of spirit or one glass of wine

                                   Number of Units

	8. 
	Do you smoke?

What is you average weekly consumption of tobacco?


	Yes / No
	                                   Number of Cigarettes                      

                                   Cigars / oz of Tobacco*

*(delete as appropriate)



	
	
	
	

	9. 
	How many days sickness have you taken in the last two years?
	Yes / No
	                                   Days 



	
	
	

	Have you used any of the following equipment in the past:
	
	If yes, please detail the approximate number of days using such equipment and approx exposure hours

	Months:  Fill in Month Name (eg: May, June, Oct etc):
	
	
	
	
	
	

	Number of Days (& subsequent hours use of tools):
	Day
	Hrs
	Day
	Hrs
	Day
	Hrs
	Day
	Hrs
	Day
	Hrs
	Day
	Hrs

	10. 
	Road and concrete breakers
	Yes / No
	
	
	
	
	
	
	
	
	
	
	
	

	11. 
	Concrete vibro thickeners
	Yes / No
	
	
	
	
	
	
	
	
	
	
	
	

	12. 
	Chisels (air or electric)
	Yes / No
	
	
	
	
	
	
	
	
	
	
	
	

	13. 
	Compressor guns
	Yes / No
	
	
	
	
	
	
	
	
	
	
	
	

	14. 
	Pneumatic and hand held percussive drills
	Yes / No
	
	
	
	
	
	
	
	
	
	
	
	

	15. 
	Cut-off or Abrasive wheels
	Yes / No
	
	
	
	
	
	
	
	
	
	
	
	

	16. 
	Chainsaws
	Yes / No
	
	
	
	
	
	
	
	
	
	
	
	

	17. 
	Woodworking machinery
	Yes / No
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	

	Have you suffered from any of the following:
	
	If Yes, please detail on separate sheet (including duration)

	18. 
	Loss of sense of touch
	Yes / No
	

	19. 
	Severe pain and numbness in the hands
	Yes / No
	

	20. 
	Loss of grip strength
	Yes / No
	

	21. 
	Frequent pins and needles
	Yes / No
	

	22. 
	Painful wrists
	Yes / No
	

	23. 
	Changes in colour of skin on fingers
	Yes / No
	

	
	
	
	

	24. 
	Have you received any Hand Arm Vibration awareness training in the past?
	Yes / No
	If Yes to any of these questions,  please detail

	25. 
	To your knowledge, have you suffered from Hand Arm Vibration Syndrome (Reynards Syndrome)?
	Yes / No
	

	
	
	
	

	26. 
	To your knowledge, have you suffered from Carpal Tunnel Syndrome?
	Yes / No
	

	
	
	
	

	
STATEMENT
I understand that I may be required to attend a medical with an

Occupational Health Doctor as appointed by the Company.

I believe the answers I have given in this questionnaire are as comprehensive 

as possible and are true to the best of my knowledge



	
	
	
	

	Signed by employee:
	
	Dated:
	

	Reviewed by:
	
	Dated:
	

	Comments:
	








