Southern Illinois University School of Medicine 

Springfield Laser Safety Program

Form SIULaser2
LASER USER STATEMENT OF TRAINING AND EXPERIENCE

(To be completed by ALL SIU personnel who operate lasers)
Name (print): ______________________________________ Department: ______________________

Classification (CP/PI, Faculty, Technician, etc.): ___________________________________________

Department Chairman/Supervisor: __________________________________ Phone: _____________

Type of Laser(s) Used: _________________________________________________________________ 

Location of Laser:
Building: ______________ Room: ________________
If additional space is needed, use the back of this sheet.  Keep a copy and return original to:
Office of Radiological Control – Mail Code 9612

LASER SAFETY TRAINING

	SUBJECT
	WHERE TRAINED
	DATES AND DURATION OF TRAINING
	PRECEPTOR/
ON THE JOB (Circle Answer)
	FORMAL COURSE (Circle Answer)

	 
	
	
	
	

	Fundamentals of Laser Operations
	                  
	                  
	Yes                    
No
	Yes                  
No

	 
	
	
	
	

	Laser Classifications

	                  
	                  
	Yes                   
No
	Yes                 
No

	 
	
	
	
	

	Control Measures

	                  
	                  
	Yes                   
No
	Yes                  
No

	 
	
	
	
	

	Bio-effects of Laser Radiation Exposure
	                  
	                  
	Yes                    
No
	Yes                  
No

	 
	
	
	
	

	Non-Radiation Hazards Associated with Lasers
	                  
	                  
	Yes                    
No
	Yes                 
No

	 
	
	
	
	

	Investigator and User Responsibilities
	                  
	                  
	Yes                    
No
	Yes                  
No


LASER USE EXPERIENCE

	LASER TYPE:

ND: YAG, HENE, ETC.
	LASER CLASS
	MAX OUTPUT POWER
	DATES AND DURATION OF EXPERIENCE
	WHERE EXPERIENCE WAS GAINED

	 
	
	
	
	

	 
	 
	 
	 
	 

	 
	
	
	
	

	 
	 
	 
	 
	 

	 
	
	
	
	

	 
	 
	 
	 
	 

	 
	
	
	
	

	 
	 
	 
	 
	 


Note:
In addition to the information request above, please submit to the LSO any training documentation, including certification, specific to the safe operation and/or application of lasers in medical procedures.  

Signature: _____________________________________________ Date: ____________________

