
GAS SAFETY CHECK LIST 
This check list is for use by exhibitors and authorised personnel. The check list should form part of the exhibitors 
safety	plan.	This	check	list	should	be	kept	at	hand	for	viewing	by	authorities	and	safety	officers.	

Event name :...................................................................................................................................................................................................................................................................................................................................................

Exhibitors name:  ......................................................................................................................................................................................................................................................................................................................................

Exhibiting as:  

Site Number:  .................................................................................. Mobile Catering Vehicle Compliance Number:  .....................................................................................

Exhibitors signature: ..............................................................................................................................................................   Date: .................................................................................................................................

YES NO ACTION IF ‘NO’
APPLIANCES
Only	certified	appliances	in	use	and	proof	of	certification	can	
be provided for each appliance [     ] [     ]

Service History be provided for each appliance [     ] [     ]
All gas appliances in good working order [     ] [     ]
Safety devices not tampered with [     ] [     ]
All appliance taps and knobs clearly marked and in good condition [     ] [     ]
All portable gas appliances are correctly secured and placed 
on	non-combustible	surfaces [     ] [     ]

All portable and installed gas appliances are located in a well vented location [     ] [     ]
All	portable	and	installed	gas	appliances	have	clearance	from	LP	Gas	
Cyclinders [     ] [     ]

Appliance	pressures	do	not	exceeding	3kPa [     ] [     ]
Appliance numbers match appropriate supply cylinders [     ] [     ]
The consumer piping in good condition [     ] [     ]
All hoses in use are in good condition and meet safety standards [     ] [     ]
REGULATORS
All regulators in good condition [     ] [     ]
Regulator hose is made of approved material [     ] [     ]
Regulator hose is in good condition [     ] [     ]
All regulators in use are protected from accidental damage [     ] [     ]
Regulator hose is less than 3m in length [     ] [     ]
CYLINDERS
All cylinders to be used are within 10 years of the last test date [     ] [     ]
All cylinders to be used in good condition [     ] [     ]
All cylinder connections been checked for leaks [     ] [     ]
All cylinders to be used stable and correctly secured [     ] [     ]
All	cylinders	to	be	used	located	away	from	flammable	
materials and ignition sources [     ] [     ]

All cylinders are not blocking of exit and travel paths [     ] [     ]
Cylinders quantity has not been exceeded for the structure type [     ] [     ]
Cylinders	size	has	not	been	exceeded	for	the	structure	type [     ] [     ]

EXHIBITOR SITES WILL BE SUBJECT TO INSPECTION/AUDIT BY SHEEPVENTION OHS 
MANAGEMENT AND MAY BE SUBJECT TO INSPECTION BY WORK SAFE VICTORIA AND 
ENERGY SAFE VICTORIA INSPECTORS AT ANY TIME PRIOR TO AND DURING THE EVENT.

NB: ONLY REQUIRED FOR THOSE SITES THAT WILL BE USING GAS APPLIANCES

Sheepvention Gas Safety Check List
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