Waste Management Practice Assessment Sheet

Site/Location:

Date:

Assessor Name:

Department/Area:

Assessment Criteria

Criteria Yes No | Comments
Waste properly segregated? - I
Waste containers labeled correctly? r I
Containers in good condition? |- I
Storage area clean and organized? r ™
Spill kits available and accessible? r r
Regular waste removal scheduled? |- I

Findings & Recommendations



Assessor Signature:

Date:
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