
        Occupational Health and Wellness 
Ergonomic Chair Fitting Request 
*Please return by fax to 519-780-1796

Or upload to OHW Secure Drive 

Employment Information 
Full Name: 

Position Title and Role Summary: 

Department: 

Bargaining Group: 

Office Location: 

Telephone # 

Supervisor Name: 

Supervisor Email: 

Supervisor Extension: 

Ergonomic Chair Fitting Request. Please indicate reason for assessment below and height of 
keyboard from floor (cm) 

________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________ 

Signatures 
Requested By: 

Printed Signature Date 

Supervisor 

Printed Signature Date 

https://uoguelphca-my.sharepoint.com/personal/ohw_uoguelph_ca/_layouts/15/onedrive.aspx?p=26&s=aHR0cHM6Ly91b2d1ZWxwaGNhLW15LnNoYXJlcG9pbnQuY29tLzpmOi9nL3BlcnNvbmFsL29od191b2d1ZWxwaF9jYS9FbHc4aEp0SmlYdFBxSk1TaWdOd0RYWUI4d3pVdlNRd016T3I0ZDg5ODM1dUZn&originalPat
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