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WorkSafe Health Surveillance
Notification: LEAD
	

	
	Occupational Safety and Health Act 1984; Regulation 5.24

Confidential 
	


	Please complete all sections neatly.  A copy of laboratory report must be attached ((((((((
Return to :
Occupational Physician, WorkSafe 
Tel:  9327 8777


PO Box 294   WEST PERTH  WA  6872 
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	1.
EMPLOYER
(Principal) 

	Company/Organisation name:
	                   

	Site address:
	                   

	Site Tel:
	                   
	Site Fax:
	         
	Contact Name:
	     

	2. 
LABOUR HIRE (if worker is employed through Agency) 

	Company/Organisation name:
	     

	Address:
	     

	Tel:
	     
	Fax:
	     
	Contact Name:   
	     

	3.
EMPLOYEE / WORKER
(() all relevant boxes 

	Last name:
	     
	Given names
	     

	Date of birth
	     
	 FORMCHECKBOX 
Male 
	 FORMCHECKBOX 
Female

	Address:
	     

	Current Job: 
	     
	Tel (h):      
	Mob:
	     

	4.   EMPLOYMENT IN LEAD-RISK WORK
(() all relevant boxes 

	 FORMCHECKBOX 

New to lead work                                                                 FORMCHECKBOX 
 Not directly working with lead 

	 FORMCHECKBOX 

Worked with lead since       (mm/yyyy)                    With current employer since          (mm/yyyy)                    

	 FORMCHECKBOX 

Previous lead work employer & workplace   

	5.
WORK ENVIRONMENT ASSESSMENT           (() all relevant boxes                                 

	Date of assessment: 

	Lead Industry  (() all relevant boxes
	 FORMCHECKBOX 
 
Smoker 
	 FORMCHECKBOX 

Ex-smoker 
	 FORMCHECKBOX 

Non-smoker

	 FORMCHECKBOX 

Fire Assay   

 FORMCHECKBOX 

Foundry 

 FORMCHECKBOX 

Lead battery - maintenance

 FORMCHECKBOX 

Lead burning
 FORMCHECKBOX 

Lead flux - manufacture
 FORMCHECKBOX 

Leadlight work

 FORMCHECKBOX 

Lead paint – manufacture
 FORMCHECKBOX 

Lead paint - painting 

 FORMCHECKBOX 

Lead paint - stripping/cleaning 

 FORMCHECKBOX 

Lead sinker - manufacture
 FORMCHECKBOX 

Metal Recycling 

 FORMCHECKBOX 

Monumental work  

 FORMCHECKBOX 

Radiator Repair

 FORMCHECKBOX 

Shooting gallery   

 FORMCHECKBOX 

Other (specify) :  
	Controls:

	
	Wear gloves
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No   

	
	Respirator use
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No   

	
	Local exhaust ventilation 
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No   

	
	Overalls/ work clothing 
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No   

	
	Laundering by employer 
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No   

	
	Wash basins & showers (with hot & cold water)  
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No   

	
	No smoking or eating in workshop 
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No   

	
	No dry sweeping  
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No


 FORMCHECKBOX 
 No   

	
	Personal hygiene:
	
	

	
	Clean shaven


	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No


	
	Shower & change into clean cloths at end of shift

	
 FORMCHECKBOX 
 Yes

	
 FORMCHECKBOX 
 No



	6.
RISK ASSESSMENT (to be completed by Appointed Medical Practitioner)  

       (() all relevant boxes                                 

	1.  FORMCHECKBOX 

New to lead work 

	2.  FORMCHECKBOX 

New employee but not new to lead work   

	3.  FORMCHECKBOX 

Current employee continuing in lead work               

	4.  FORMCHECKBOX 

Female of reproductive capacity 

	5. Satisfactory personal hygiene
 FORMCHECKBOX 

Yes 
 FORMCHECKBOX 

No      

	6. Satisfactory risk assessment. 
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No   


	7.
BIOLOGICAL MONITORING RESULTS

Include at least the previous two test results (if available) 

	
	Date
	Blood Lead Level ((g/dL)
	Recommended Action and/or Comment

	1.
	     /     /     
	     
	Insert baseline or last known result in (1) and date

	2.
	     /     /     
	     
	     

	3.
	     /     /     
	     
	     

	4.
	     /     /     
	     
	     

	5.
	     /     /     
	     
	     

	8. RECOMMENDATIONS (by Appointed Medical Practitioner)               (() all relevant boxes                        

	1.  FORMCHECKBOX 
 
Suitable for lead work

 

	2.
 FORMCHECKBOX 

Counselled Employee.

	3. 
 FORMCHECKBOX 

Informed Employer to review and implement controls in workplace.

	4.
 FORMCHECKBOX 

Repeat blood lead test in        
month(s).

	5.
 FORMCHECKBOX 

Removal from lead work.

	6.
 FORMCHECKBOX 

Medical examination by Medical Practitioner        FORMTEXT 

     

on
/     /     

	7. 
 FORMCHECKBOX 

Fit to resume lead work from      /     /     

	Additional Comments

                


	Appointed Medical Practitioner (responsible for supervising health surveillance)

	Name:      
	Signature: 
Date:      /     /     

	Tel:      
	Fax:      
	Contact Person:      

	Medical Practice 
     
Address
     



For information or assistance, contact:
Occupational Physician or Occupational Health Nurse, WorkSafe : 93278777.
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