SURVEY:

Pain &
Discomfort

This survey is on the pain and discomfort
workers experience at work or as a result
of work.

The purpose of this survey is to gain
better insight into injuries associated with
particular lines of work and what can be
done to address those issues.

Once completed, please return this survey
to your Union Steward or Union Rep, who

Health & Safety Department

633 Health & Safety Department.
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) . ) _ 2200 Argentia Road
This survey is also available online at Mississauga, ON L5N 2K7

www.ufcw175.com/DiscomfortSurvey
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Tel: 905-821-8329

Fill it out and submit it online or print it out Toll-Free: 1-800-565-8329

and hand it to your Union Stewad or mail Fax: 905-821-7144 :

it back to the Locals 175 & 633 head Going to work every
office. E-mail: membership@ufcw175.com day shouldn't hurt!

But many workers
don't report injuries,
This survey is for pain or discomfort!

INFORMATION PURPOSES ONLY.

. e .. . Enclosed is a confidential
It is NOT an official injury claim.

survey about your
experience at work.
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For information on filing a
workplace injury claim with the
Workplace Safety & Insurance Board (WSIB), visit
our Web Site and click on the WSIB link
or speak to your Union Steward.

www.ufew i 75.com

CEP 571-0

Shawn Haggerty Teresa Magee Betty Pardy
President Secretary-Treasurer Recorder




Worker Discomfort Survey

Today’s Date:

Job Title: Department: Shift:

Hours worked per week (approx): How long at thisjob?: __ years __ months

Other jobs you've had in the last year (lasting for more than two weeks):

Workplace/Facility Type: Job Title: Department: How long at this job? _ Months __ Weeks
Workplace/Facility Type: Job Title: Department: How long at this job? _ Months __ Weeks

p
1. Have you had pain/discomfort during the last year that you feel is
job-related?

2. When did you first notice the pain/discomfort? month year
(Describe the discomfort and when you experience(d) it)

3. What do you think caused the pain/discomfort?

4. What do you think might help reduce your level of pain/ discomfort?

5. Do you consider your pain/discomfort to be a problem?

6. Have you received medical treatment (doctor, chiropractor, physiotherapist,
massage therapist or other health care practitioner) for your pain/discomfort?

7. Have you taken time off work as a result of your pain/discomfort (vacation,
sick days, lost time claim, medical aid?)

Rate the level of discomfort you've experienced over the last MONTH on the scales
below. Only rate the area where you experience this discomfort: 0 is no discomfort and
10 is the worst discomfort experienced.

Neck

No Discomfort Worst Discomfort

Upper Back

No Discomfort Worst Discomfort
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Right Shoulder
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Left Elbow/Forearm
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Right Elbow/Forearm
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Lower Back
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Left Wrist/Hand Right Wrist/Hand
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Left Hip/Thigh/Buttock
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Right Hip/Thigh/Buttock

1 2 3 4 5 6 7 8 9 10

OOO00000000 OOO00000000
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