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OVERNIGHT/ WEEKEND EXPERIMENTS

	Name of Experimenter: 

	Date of Experiment: 

	School: 

	Room: 

	Room Tel. No: 

	Experimental Details



	Services in Use: 

	Gas 

	Water 

	Electricity 

	Vacuum 

	Other 
	Detail: 

	Action to be taken in an emergency 
	Detail: 

	Emergency Contact Numbers 
	Name: 

…………………………………… 

…………………………………… 

…………………………………… 

…………………………………… 

…………………………………… 
	Contact No.: 

…………………………………… 

…………………………………… 

…………………………………… 

…………………………………… 

…………………………………… 

	Supervisor: 
	Name: 
	Contact: 

	Main Risks: 

	Pathogens 

	Toxic / Harmful 

	Radiation 

	Pressure System 

	Explosive 

	Other: 
	Detail: 

	Risk Assessment Attached 
	Yes ( 

No ( Why not?………………………………………..……………………………………. 

………………………………………………………………………………………………………
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