Southern Illinois University School of Medicine 

Springfield Laser Safety Program

Form SIULaser1

Registration Information
All Class 3b and 4 lasers used at Southern Illinois University School of Medicine – Springfield are required to be registered with the Office of Radiological Control (ORC) [See Section 7.0 Registration Information].  Safe laser use and procedural compliance is the responsibility of the faculty who is assigned as the Clinical Physician/Principal Investigator (CP/PI).  To register your laser, please provide the following information on each laser and send it to:

SIUSOM Laser Safety Officer, ORC, Mail Code 9612

Please type or print in ink. Do not use pencil.
1. Applicant(s) - ____________________________________________________________________


For joint registration, underline the name of the person who will be the principal “Laser User” for communications, inspections, etc.  

Title: __________________________________________ Department: ____________________

Address: ________________________________________ Mail Code: ____________________

E-Mail: _________________________________________ Office Phone/Ext: _______________ 
2.
Location Information:

Building: _________________________________ Room #(s): ___________________________

Laser Manufacturer: _____________________________________________________________

Model Number: ____________________________ Serial Number: _______________________

3.
Description of Laser:


Laser Classification Marked on Laser (check one):
IIIb (3b) ____

IV (4) ____


Laser Type (Nd:YAG, HeNe, etc.): _________________________________________________


Laser Use (describe briefly): ______________________________________________________

4.
Optical Characteristics:


Type (check one): Continuous Wave (CW): ____   Pulsed : ____  Wavelength (nm): __________

(CW): 
Maximum Power: _______(W) 

(Pulsed):
Pulse duration:     _______(sec)

Average Power:    _______(W) 



Pulse frequency:   _______(Hz)

Maximum Power: _______(J)

5.
Individuals Participating in Operation of Laser: 

All participants must have documented training.  Examples include CP/PI, Nurse, Student, Technician.  Attach additional names as necessary.


Name:






Title:

___________________________________________
________________________________


___________________________________________
________________________________


___________________________________________
________________________________


___________________________________________
________________________________


___________________________________________
________________________________

Note:
Operators of laser equopment must complete Form SIULaser2, Laser User Statement of Training and Experience
6.
Designated Controlled Area: 

Attach descriptive floor plan/diagram of clinical or laboratory rooms(s) where laser is used and/or stored.  Indicate on diagram adjacent rooms and hallways.  
7.
Certfication 

I certify I have read and understand the Laser Safety Program requirements as stated in the Laser Safety Program, Section 5.0 (CP/PI).  I agree to meet the responsibilities and execute my authority per Section 5.0 of the Laser Safety Program.  I agree that all uses of lasers will be in accordance with the requirements set forth therein and in this application, and that the Office of Radiological Control will be notified before any changes are made in the use of the laser as herein described. 

Signature:

CP/PI:  __________________________________________________ Date: ________________

Department Chairman: ______________________________________ Date: ________________

ORC040704

