
Occupational Health Assurance Program New Employee Enrollment form
To be filled out by the supervisor
Email the completed form to mbcoluni@vt.edu or send a hard copy to Maribeth Coluni at mail code 0423.

	Date:

	     

	Supervisors Name:
	Email:

	     
	     

	Department:
	Phone Number:

	     
	     

	

	New Employee’s Name:
	New Employee’s Hokie ID Number:

	     
	     

	Job title:

	     

	If the new employee is filling an existing position, who was in the position before?

	     

	If the new employee is filling an existing position, have the job duties changed?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If ‘yes’, please describe:      

	New Employee’s Primary Tasks:

	     

	Names of others in the work group who do the same or similar job:

	     

	Briefly describe any tools or equipment the employee will be expected to use:

	     

	What personal protective equipment do you expect the employee to use? (Check all that apply)

 FORMCHECKBOX 
 Respirator   FORMCHECKBOX 
 Hearing Protection   FORMCHECKBOX 
 Chemical Resistant Gloves/Clothing  FORMCHECKBOX 
 Eye/Face Protection

	If you are submitting this form hard copy, please sign here:__________________________

	EHSS Use Only

	Services Needed:
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