Microscope – Cleaning, Maintenance

[bookmark: _GoBack]Microscope Maintenance

Microscope Name/Location: _________________________________________
Month:___________	Year: ______________	

	Daily Maintenance* 
	Initial
	Monthly Maintenance
	Initial
	Annual Maintenance**
	Initial
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*   or as required
**  If performed during this period.

Reviewed by Supervisor/Designate:____________________________________

Date:______________ 	Comments:_________________________________
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