INSPECTION FORM:

Full Body Harness

°  OHSA1926.502(d)(21)
@SHA Personal fall arrest systems SHALL be inspected prior to each

use for wear, damage, and other deterioration, and defective
components SHALL be removed from service.

6.1Inspection

6.1 Equipment SHALL be inspected by the user before each
use and, additionally, by a competent person other than the
user at intervals of no more than one year.

ANSI

Frequency of inspection in the following categories:

General Industry: Construction:

Your Organization: Manufacturer:

Manufacturer of equipment:

Name of Manufacturer:

Serial #: Model #:

Date of Manufacture: J___/_

Inspection:

Date:__/_ /_

Name of competent person:

Name of user (authorized person):
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