
Fatigue Assessment
Insert Company Logo 

Instructions 
Use when: 
• Employee or contractor reports they are fatigued;
• Supervisor or peers observe signs of fatigue or have concerns that an individual is fatigued;
• Other situations where there may be a fatigue risk, for example:

o First night or day shift where there has been an extended commute;
o Commute plan has not been followed;
o After hours call outs.

Supervisor shall discuss with employee/ contractor and complete assessment together, by: 
• Complete the Fatigue Risk Assessment to indicate the relevant risk rating for the identified hazard/prompt by ticking the appropriate box;
• Use the Level of Risk Table to determine Suggested Actions, use in consultation with person being observed and your Supervisor.



 

Fatigue Assessment  
 

Insert Company Logo 

 

The column with the majority of ticks is determined as the overall risk category for the individual.  Refer to the Recommended Action table on the next page. 

FATIGUE RISK ASSESSMENT LOW RISK MEDIUM RISK HIGH RISK 
1. How long was your commute to work? (Including FIFO or BIBO) Less than 1 hour  1-2 Hours   More than 2 Hours  

2. How many hours sleep have you had in the last 24 hours? 7 or more  5 to <7  Less than 5  

3. How many hours sleep have you had in the last 48 hours? 14 or more  12 - <14  Less than 12  

4.   Do you feel that you have the ability to stay alert and work safely 
throughout your entire shift? 

Yes    No  

5.   Do you feel alert? 

1-2  3  4-5  

RATING 
1 
2 
3 
4 
5 
 

DESCRIPTION 
Feeling active, alert or wide awake 
Functioning at a good level, but not at peak, able to concentrate 
OK, but not fully alert 
A bit groggy, hard to concentrate 
Sleepy, groggy, would like to like down 

6.   How many alcoholic drinks did you have before your sleep? Male 0 - 4 
Female 0 - 2  Male 5 - 6 

Female 3 - 4  Male 7 or more 
Female 5 or more  

7.  Are you on any medication or other substances that could cause 
drowsiness or cause you to be unfit for work? 

No    Yes  

8. Do you have any stress, health problems or other personal problems 
that are significantly affecting your concentration and/or sleep? 

No    Yes  

9. In the last 3 months, have you had any incidents where you have 
reported fatigue? 

No    Yes  

10. Observation checklist (tick fatigue signs observed) 

No fatigue signs 
observed  

Less than 8 fatigue 
signs observed  

8 or more fatigue 
signs observed   

 “Droopy” eyelids  Irritable   Automatic behaviour 

 Bloodshot eyes  Argumentative  Loss of attention 

 Frequent blinking  Impatient  Difficulty with instruction 

 Long eye blinks  Poor decisions Request repeat instruction 

 Slow speech  Teary   Poor anticipation 

Total number of ticks for each column    


