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____________________________________________________________________________________
Experimental Medicine Division                  
VISITOR’S REGISTRATION FORM 
Please complete the following and return this form to the Personnel Team, as far in advance as the visitor arriving as possible, especially as visas may be required.
Section 1: To be completed by the Group Head/PI

	Department Information

	Details of Visit:


	Will the visitor be working collaboratively with you and/or your research group or independently just using our facilities?
	

	Space allocation

(where will this person work?)
	

	Name of Line Manager/ Contact while here
	

	Start Date of Visit:
	

	End Date of Visit:
	

	Additional Details:




Section 2: To be completed by the Visitor
	Personal Details

	Full Name
	

	Nationality
	

	Do you require a permit/visa?
	

	Home Address
	

	Home Telephone Number:
Mobile:

Work:
	

	Address while here
	

	Telephone Number while here
Home:

Mobile:

Work (while here):
	

	Email:
	

	Emergency Contacts


	Name:
Relationship to you:

Telephone Number(s):

Address:


	Name:
Relationship to you:

Telephone Number(s):

Address:

	Name of your current employer

(you are on leave or secondment from which organisation?):
	

	Who will be supplying your funding while you are visiting the Department?


	

	Additional details relating to your visit:




Section 3: Authorisation
Appropriate approval must be obtained for visitors to the Department.

	Status
	Name (please print)
	Signature
	Date



	Visitor


	………………………………
	……………………..
	………….

	Group Leader/PI
	………………………………


	……………………..
	………….

	Laboratory Manager


	Karen Clifford
	……………………..
	………….

	Business Manager for Experimental Medicine
	Jo Hovard
	………………………


	…………..




	Head of Experimental Medicine


	Prof Fiona Powrie

(Prof Vincenzo Cerundolo)


	………………………
	…………..
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__________________________________________________________________________________
Experimental Medicine Division                  
RISK ASSESSMENT/COSHH ASSESSMENT FORM - VISITORS
	PROCEDURE:


	GROUP:

	LOCATION:


	PREPARED BY:

	SUPERVISOR:

	ASSESSMENT DATE:

	REVIEW DATE:


BRIEF OUTLINE OF PROCEDURE/ACTIVITY AND LOCATION


ADVERSE EFFECTS

	HAZARDOUS

AGENT/EQUIPMENT/PROCEDURE/LOCATION


	ASSOCIATED HAZARDS
	LIKELIHOOD OF HARM OCCURING

	
	
	

	
	
	

	
	
	


ELIMINATION / SUBSTITUTION OF HAZARD

Can this hazard be eliminated or substituted with one less hazardous? 



NO /YES


EXISTING CONTROL MEASURES
PERSONS POTENTIALLY AT RISK


ACTION IN THE EVENT OF SPILLAGE, ACCIDENT OR EMERGENCY


DISPOSAL OF HAZARDOUS MATERIAL


FURTHER ACTIONS REQUIRED/MONITORING EFFECTIVENESS OF CONTROL

	Name of Assessor:
	Signature:



	Name of Supervisor:
	Signature:



	Approved by:
	Signature:



	
	
































If NO, provide reasoning. 
































Personnel Officer (e-mail personnel@ndm.ox.ac.uk, tel. +44 (0)1865 221325) 

Experimental Medicine Division, Nuffield Department of Clinical Medicine, Room 5800, Level 5,

John Radcliffe Hospital, Headington, Oxford, OX3 9DU

Fax: +44 (0) 1865 222901

http://www.expmedndm.ox.ac.uk/home 


