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RISK ASSESSMENT FOR THE ESTABLISHMENT OF A HEALTH 
RECORD FOR CURRICULAR INTERNSHIPS 

INTERN’S DETAILS 

 
 

HOST INSTITUTION’S DETAILS 

 

INTERN’S DEPARTMENT DETAILS 

Department: _______________________________________________________________________ 

Degree programme of the intern: _______________________________________________________ 

University supervisor: ________________________________________________________________ 

Duration of the internship: from ________________ to 

_________________________________________________________ 

Additional notes (if any): 

__________________________________________________________________________________

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Full name: _______________________________ 

Place of birth: ____________________________ 

Street 

address:__________________________________

Municipality (Province): 

________________________________________ 

email:___________________________________ 

Date of birth: ____________________________

Mobile: ________________________________

Italian fiscal code (tax reference number): 

______________________________________ 

Student ID No: _________________________ 

 

Company name: _____________________________________________________________________ 

Place of work of the intern: _____________________________________________________________ 

Employer: __________________________________________________________________________ 

Head of the Health and Safety Services: __________________________________________________ 

Medical Officer (if any): ________________________________________________________________ 

Company supervisor: _________________________________________________________________ 

Telephone: ________________________ email: ___________________________________________ 
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☐ We hereby declare that the intern will not be exposed to any work-related risk pursuant to Italian 
Legislative Decree No 81/08 and subsequent amendments and additions. 

 
or that they may be exposed to the following risk factors: 

Workplace risk factors to which the intern may be exposed 

YES (tick 
the 

relevant 
elements) 

Use of video display units for more than 20 hours a week ☐ 

Ionising radiation * 
 

☐ 

Chemical hazards 
please specify: __________________________________________________________ 
 

☐ 

Carcinogens, mutagens, reprotoxics and diisocyanates* 
please specify: __________________________________________________________ 
 

☐ 

Biological hazards 
please specify: __________________________________________________________ 
 

☐ 

Frequent, intensive and prolonged manual handling of loads over 3 kg* 
 

☐ 

Other specific risk(s) 
please specify: __________________________________________________________ 
 

☐ 

 
* In accordance with the Memorandum of the University of Trieste’s Rector registered under file No 176520 

of 11 October 2024, students must not be exposed to the following risks: ionising radiation, carcinogens, 
mutagens, reprotoxics, diisocyanates, and manual handling of loads. 
Where exposure is indispensable for the purpose of carrying out the internship/research/thesis, and/or 
where the substance is irreplaceable, the student’s host institution supervisor must issue a declaration 
of irreplaceability. The measures provided for in Article 15 of Italian Legislative Decree No 81/08 
(General safeguards) must be implemented, the student must undergo specialised training, and specific 
health surveillance must be put in place. 

 
 
Date:  Delegate of the host institution 

or staff member in charge of Health Safety: 
☐Employer☐Head of H&S Services☐Manager 

(please specify the name) 
 
 

Signature: 
 
 

______________________ 


