RESPIRATOR MEDICAL EVALUATION QUESTIONNAIRE (MANDATORY)

EMPLOYEE: Your employer must allow you to answer this questionnaire during normal
working hours, or at a time and place that is convenient to you. To maintain your
confidentiality, your employer or supervisor must not look at or review your answers. Your
employer must tell you how to send or deliver this questionnaire to the health care
professional who will review it.

Part A. Section 1. (Mandatory) Every employee selected to use any type of respirator
must provide the following information (please print).

Date:

Name:

Job title:

Age: Sex: M[] F[] Height: Weight:
Phone number:  ( )

A phone number where the health care professional
can reach you (include the Area Code): ( )

The best time to phone you at this number:

Has your employer told you how to contact the health care professional
who will review this questionnaire (check one)? .........ccccoveeviveeeiieeiiieneieenn, Yes[ ] No[]

Check the type of respirator you will use (you can check more than one category):
a. [] N, R, or P disposable respirator (filter-mask, non-cartridge type only).

b. [] Other type (for example, half or full-face type, powered-air purifying, supplied-
air, self-contained breathing apparatus).

Have you worn a respirator (check one)? ........ccccceevviieeiiieeiiieeieeeieeeeeee Yes[ ] No[]

If “yes,” what type(s)?
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Part A. Section 2. (Mandatory) Every employee selected to use any type of respirator

must answer questions 1 through 9 below (please check “yes” or “no”).

1. Do you currently smoke tobacco, or have you smoked tobacco

1N the 1aSTINONTNT? oo e et e e e e e eeeeeaans Yes[ ] Nol[]
2. Have you ever had any of the following conditions?
Q. SCIZUIES (FILS) 1ervvrieeiiieeiie ettt e Yes[ ] Nol[ ]
b. Diabetes (SUZAr dISCASE)....cccuvierrurieeiiieeriieeeiieeeieeeeieeeereeeereeesreeeneaeeens Yes[ ] Nol[]
c. Allergic reactions that interfere with your breathing..............c..c.......... Yes[ ] Nol[]
d. Claustrophobia (fear of closed-in places) .......ccccceeveevcieenciieeciieeeieeene, Yes[ ] Nol[]
€. Trouble smelling 0dOrS ........ceevviieiiieeiie e e Yes[ ] Nol[ ]
3. Have you ever had any of the following pulmonary or lung problems?
e ALSDESTOSIS et e e e e e e —————aaaaeanaan Yes[ ] Nol[ ]
D SHLICOSIS ettt e a e e e ———— Yes[ ] Nol[ ]
Co ASTIIMIA e e Yes[ ] Nol[ ]
d. Pneumothorax (collapsed TUNE) .....cccoovveeeiiieciiiieieeeeeeee e, Yes[ ] Nol[]
€. CIIONIC DIONCHITIS . et eeeeei e e e e e e e eeeeeeeeeeeneans Yes[ ] Nol[ ]
f. LUNE CANCET...cciiiieeiieeeiee ettt ettt et e et e e e e e e naeeenens Yes[ ] Nol[ ]
€. EMPhySema......ccccoooiiiiiiiiece e Yes[ ] Nol[]
B BIOKEI TIDS e e e e Yes[ ] Nol[ ]
Lo PICUIMONIA. .o e e e e e e e e eeaeeans Yes[ ] Nol[ ]
J. Any chest INJUIies OF SUTZETIES.....cccuveerrreeriieerrieeiieeeireeereeeereeesreeenes Yes[ ] Nol[]
K. TUDEICULOSIS oot e et e e e e e e e e e Yes[ ] Nol[ ]
1. Any other lung problem that you have been told about......................... Yes[ ] Nol[]
4. Do you currently have any of the following symptoms of
pulmonary or lung illness?
. ShOrtness OF DIEAt ....coeiiiieieeeeee e e Yes[ ] Nol[ ]
b. Shortness of breath when walking fast on level ground or
walking up a slight hill or iINCHNE .......cccviiviiieiiiiee e Yes[ ] Nol[]
c. Shortness of breath when walking with other people at an
ordinary pace on level ground............cceeeviieeiiieeiieeeie e Yes[ ] Nol[]
d. Have to stop for breath when walking at your own pace on
leVel GrOUNd.........eieeiiieeiie e e e Yes[ ] Nol[ ]
e. Shortness of breath when washing or dressing yourself....................... Yes[ ] Nol[]
f. Shortness of breath that interferes with your job........c..cccccvvvvverrnennne. Yes[ ] Nol[ ]
g. Coughing that produces phlegm (thick sputum).........c..cccceeverirrnennnne. Yes[ ] Nol[]
h. Coughing that wakes you early in the morning ............ccccccceeevveeennnennn. Yes[ ] Nol[]
1. Coughing that occurs mostly when you are lying down........................ Yes[ ] Nol[]
j.  Coughing up blood in the last month.............cccceeeiiiiiiiiniiieiee, Yes[ ] Nol[]
K. WHREEZING ..ottt e e e areeen Yes[ ] Nol[ ]
1.  Wheezing that interferes with your job.........cccceeveiiiniieniiiicie e, Yes[ ] Nol[]
m. Chest pain when you breath deeply ......ccccoeevvvevciiiiiiiiiiieeeeeee e Yes[ ] Nol[]
n. Any other symptoms that you think may be related
t0 TUNG PIODICINS oo e e Yes[ ] Nol[ ]
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Have you ever had any of the following cardiovascular or heart problems?

R e oo o

HEAIT QtEACK ... e a e Yes[ ]
SO e e e e e ——eaaaaaeanaan Yes[ ]
W 12413 H USRS Yes[ ]
HEATT TAIIUTE ..ot ea e Yes[ ]
Swelling in your legs or feet (not caused by walking)..........c.c.cccueenneee. Yes [ ]
Heart arrhythmia (heart beating irregularly)........ccccevvvviviieencieenieenne, Yes [ ]
High blood PresSure .......vieiviieeiieciie et Yes [ ]
Any other heart problems that you have been told about ...................... Yes [ ]
Have you ever had any of the following cardiovascular or heart symptoms?
a. Frequent pain or tightness in your chest ..........cccoeeveeveiiencieecciie e, Yes [ ]
b. Pain or tightness in your chest during physical activity .............c.cc....... Yes [ ]
c. Pain or tightness in your chest that interferes with your job.................. Yes [ ]
d. In the past 2 years, have you noticed your heart skipping or
MISSING @ DEAL.....uvieeiiieeiiie ettt eree e e e eebee e saeeesseeens Yes[ ]
e. Heartburn or indigestion that is not related to eating.............cccceueeeee. Yes [ ]
f. Any other symptoms that you think may be related to heart or
circulation ProblemS.........cccviiieiieeiiieeiie et Yes[ ]

Do you currently take medication for any of the following problems?

a. Breathing or lung problems .........cccceeviieeiiiiiciiecee e Yes [ ]
D HEATT tTOUDLE e e e e e e e e Yes[ ]
C. BlOOd PIrESSUIE ....cccvviiiiiieiie ettt e Yes[ ]
d. SEIZUIES (FILS) 1oouvreeeiiiieeiie ettt e Yes [ ]

If you have used a respirator, have you ever had any of the following
problems? (If you have never used a respirator continue to question 9)

A, EYC ITItATION tioiviieiiie ettt e e Yes[ ]
b. Skin allergies or rashes ..........cceccveeeiiieeiiiecieece e Yes[ ]
Lo N 1)< (<1 PSR Yes[ ]
d. General weakness of fatigUue .........cceeeviieeiiiieciiece e Yes[ ]
e. Any other problem that interferes with your use of a respirator............ Yes [ ]

. Would you like to discuss your answers with the health care professional
who will review this qUEStIONNAITE? .........ccevveereriieriieeeiie et Yes[ ]

10. Have you ever lost vision in either eye temporarily or permanently? ......... Yes [ ]
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Questions 10 to 15 must be answered if you will use either a full-face respirator or a
self-contained breathing apparatus (SCBA).

No []
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11. Do you currently have any of the following vision problems?

Q. WAL CONTACE LENISES . .. eeeeeeee e e e e et eeeeeeeeeenean Yes[ ] Nol[ ]
D, WEAr GlaSSES...eiiiuiiieiiieciiie et Yes[ ] Nol[ ]
C. COlOr DIINA .. e e e e e e e Yes[ ] Nol[ ]
d. Any other eye or vision problem ...........ccccceevviiiriiieniieeeie e, Yes[ ] Nol[]
12. Have you ever had an injury to your ears, including a broken ear drum? .....Yes [ ] No[ ]
13. Do you currently have any of the following hearing problems?
a. Difficulty hearing.........cccoevveeiiiieiie e Yes[ ] Nol[ ]
b. Wear ahearing aid .........cccooovieeiiiieiiiece e Yes[ ] Nol[ ]
c. Any other hearing or ear problem...........cccceeveiieriieeniieeeie e, Yes[ ] Nol[]
14. Have you ever had a back iINjury?........cccccvveeiieeiiieeeiie e Yes[ ] Nol[]
15. Do you currently have any of the following musculoskeletal problems?
a. Weakness in any of your arms, hands, legs, or feet..........c.cccccvvrrnnennne. Yes[ ] Nol[]
D, BaCK PAIN .oeeiiiieiiieceeceee et Yes[ ] Nol[ ]
c. Difficulty fully moving your arms and le@s.........ccceeeevvierciieeeciieenieenne, Yes[ ] Nol[]
d. Pain or stiffness when you lean forward or backward at the waist........ Yes[ ] Nol[ ]
e. Difficulty fully moving your head up or down.........ccccveeeviieciieennennee, Yes[ ] Nol[]
f. Difficulty fully moving your head side to side..........ccceevvvieeiirinnennnee, Yes[ ] No[]
g. Difficulty bending at your Knees..........cccceevveeeeiieniiiiniiieeie e, Yes[ ] Nol[]
h. Difficulty squatting to the ground............cccccverviiiiniiiiniiieeie e Yes[ ] Nol[]
i. Climbing a flight of stairs or a ladder carrying more than 25 pounds...Yes [ ] No [ ]
j.  Any other muscle or skeletal problem that interferes with using

T (S 011 21 () PR Yes[ ] Nol[ ]

Part B. Section 1. The health care professional who will review this questionnaire may
add these questions and any other questions not listed at their discretion.

1. In your present job are you working at high altitudes (over 5,000 feet)
or in a place that has lower than normal amounts of oxygen?..................... Yes[ ] Nol[]
If “yes,” do you have feelings of dizziness, shortness of breath,
pounding in your chest, or other symptoms when you are working
under theSe CONAITIONT ....covveeeeeee e e e e e e e e eeeeaeenaans Yes[ ] Nol[ ]

2. Atwork or at home, have you ever been exposed to hazardous solvents,
hazardous airborne chemicals (e.g., gases, fumes, or dust), or have you
come into skin contact with hazardous chemicalS? ........cccoovvvveeveeeeeeeeennnn, Yes[ ] Nol[ ]

If “yes,” name the chemicals if you know them:
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3. Have you ever worked with any of the materials, or under any of the conditions listed

below:
e ASDESTOS ettt ———aaaaaeanaaa

DUSty €NVIFONMENTS ......vveeiiieeeiiieeeieeeereeeeieeeeieeeeaeeeereeesveeeseseeensseeennns
BerylliUm .....oooiiiiiiie et
Any other hazardous EXPOSUIES .........ceevuvieeiiieeriiieeriie e eeieeeevee e
ATUMINUM c.o ettt

TriDgE o Ao o
=
=

If “yes,” describe these exposures:

Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]

4. List any second jobs or side businesses you have:

5. List your previous occupations:

6. List your current and previous hobbies:

7. Were you ever in the military SErvICes?.......ccccveerveeerveeeiieeriieeeieeeevee e
If “yes” were you exposed to biological or chemical agents
(either in training or COMDAL)? ........c.eeeviieeiiieeiieeie e

8. Have you ever worked on a HAZMAT team?........cccoevvevveevcieeencieeeeiee e,

9. Other than medications for breathing and lung problems, heart trouble,
blood pressure, and seizures mentioned earlier in this questionnaire, are
you taking any other medications for any reason (including over-the-
counter MEAICATIONS)? .....eccvieeriieeriieerreeeiiee e e e eieeeeteeeereeesreeeeareeennseeenens

If “yes,” name the medications if you know them:

Yes[ ] Nol[ ]
Yes[ ] Nol[ ]
Yes[ ] Nol[ ]

Yes[ ] Nol[ ]
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Part B. Section 2. Supplemental information for the health care professional filled out

by the employer.
10. Will the employee use any of the following items with your respirator(s)?
A HEPA TIEETS oo e e e e e e e eeaeaans Yes[ ] Nol[ ]
b.  Canisters (i.€., 2aS MASKS) ...coevviiiiiiiiiieciieee e Yes[ ] Nol[]
Lo O g5 0 1e (<L P RR Yes[ ] Nol[ ]
11. How often will the employee use the respirator(s)? (Mark “yes” or “no”
for all answers that apply.)
a.  Escape only (N0 T€SCUEC)......cevvieeriieeiiieeieeeiteeeieeeeree e evee e e aee e Yes[ ] Nol[]
b. Lessthan 2 hrs. per day .......ccccoveeeeiiieciiicieeee e Yes[ ] Nol[ ]
C.  Emergency rescue only........cccoceeeiieeiiieiiiieeiee e Yes[ ] Nol[]
d. 2t0 4 hrs. PET daY ..eeeeeieeeiieeeee et Yes[ ] Nol[ ]
€. Lessthan 5 hrs. per Week ......cocovviveiiiieiiieeiiecee e Yes[ ] Nol[ ]
£, OVEr 4 hrs. PET daY .ooccevieeeiieeiie ettt e e Yes[ ] Nol[ ]
12. When the employee uses the respirator(s), is their work effort:

a.  Light (less than 200 kcal per hour):........cccoeeevieeiiienciieeieeee e, Yes[ ] Nol[]
If “yes,” how long does this period last during the average shift?
hrs. mins.

Examples of light work effort are sitting while writing, typing, drafting, or performing light assembly work;
or standing while controlling machines.

b.  Moderate (200 to 350 kcal per hour):.......cccceeevveevciiiiniieeeie e Yes[ ] Nol[]
If “yes,” how long does this period last during the average shift?
hrs. mins.

Examples of moderate work effort are sitting while nailing or filing: driving a truck, drilling, nailing
performing assembly work, or transferring a moderate load (about 35 pounds) at trunk level; walking on a
level surface about 2 mph or down a 5 degree grade about 3 mph; or pushing a wheelbarrow with a heavy
load (about 100 pounds) on a level surface.

c. Heavy (above 350 kcal per hour): ........coocvveeeiienciiieieeee e, Yes[ ] Nol[]
If “yes,” how long does this period last during the average shift?
hrs. mins.

Examples of heavy work are lifting a heavy load (about 50 pounds) from the floor to your waist or
shoulder, working on a loading dock; shoveling, standing while bricklaying or chipping castings; walking
up an 8 degree grade about 2 mph, climbing stairs with a heavy load (about 50 pounds).
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13. Will the employee wear protective clothing and/or equipment (other than
the respirator) when using their respirator? ...........ccvveevveeecieeecie e Yes[ ] No[]

If “yes,” describe this protective clothing and/or equipment:

14. Will they be working in hot conditions (temperature more than 77 degrees F)? ... Yes [ ] No [ ]

15. Will they be working in humid conditions?............cccccveeeviveerciieeniieeniee e Yes[ ] Nol[]

16. Describe the work they will be doing while using their respirator(s):

17. Describe any special or hazardous conditions they might encounter when using a
respirator(s) (for example, confined spaces, life threatening gases):

18. Provide the following information, if you know it, for each toxic substance that they will be
exposed to when using their respirator(s):

Name of the first toxic substance:

Estimated maximum exposure level per shift:

Duration of exposure per shift:

Name of the second toxic substance:

Estimated maximum exposure level per shift:

Duration of exposure per shift:

Name of the third toxic substance:

Estimated maximum exposure level per shift:

Duration of exposure per shift:

Name of any other toxic substances that they will be exposed to while using a respirator:

19. Describe any special responsibilities they will have while using their respirator(s) that may
affect the safety and well-being of others (i.e., rescue, security):
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