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For Employee Health Use Only
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To The Employer:
Answers to questions in Section 1, and to question 9 in Section 2 of Part A, do not require a medical examination.

To The Employee:
Can you read? []Yes[JNo

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, and your employer must tell you how to deliver or send this questionnaire to the healthcare
professional who will review it.

PART A, Section | (Mandatory)

The following information must be provided by every employee who has been selected to use any type of
respirator.

1.) Today’s Date:

2.) Your Name:

3.) Your age (to nearest year): 4.) Sex:[_JMale[] Female

5.) Your height: ft. in. 6.) Your weight: Ibs.

7.) Your job title:

8.) Phone number you can be reached by healthcare professional who reviews this questionnaire
(including area code):

9.) Best time to phone you at this number:

10.) Has your employer told you how to contact the healthcare professional who will review this
questionnaire? []Yes[“INo

11.) Check the type of respirator you will use (you can check more than one category):
CON,R or P disposable respirator (filter-mask, non-cartridge type only)
O Other type (example: half-or full-face piece type, powered air purifying, supplied-air, self-contained
breathing apparatus)

12.) Have you worn a respirator? [_JYes[_]No If yes, what types(s):




Part A, Section Il (Mandatory)

Questions 1 through 9 below must be answered by every employee who has been selected to use any type of
respirator. Please check Yes or No.

2.) Have you ever had any of the following conditions?

A.) SCIZUIES (£ILS). ..ottt ettt [JYesINo
D.) Diabetes (SUZAT dISEASE). .. ... ervuun ettt ettt et et e [CIYes[INo
C.) Allergic reactions that interfere with your breathing................cooviuiiiiiiiiineiine e Cyes[INo
d.) Claustrophobia (fear of CloSEd=-in Places)...........c.ueiuniiriiiiiiii e Cyes[INo
€.) Trouble SMEIlING OAOTS. ... . uuuee ettt e e e, Cyes[INo
3.)Have you ever had any of the following pulmonary or lung problems?

) ASDESTOSIS. ... iuie i [CJves [INo
D) ASthma... .. ..o COves [CINo
C.) Chronic DrONCRITIS. .. .. euie ettt e e [CIves [No
O.) EMPRYSEMA. ...ttt [CIves CINo
€.) PeumoOnia. ... ..o CIves [No
F.) TUDCTCULOSIS. ... eeeee e e e Clves [INo
0:) SHIICOSIS . - e ettt et e e e e e [CIves [INo
h.) Pneumothorax (collapsed TUNE)...........ooiiieiiiiii e [CJyes [INo
1) LUNG CANCET. ...ttt Cdves [INo
J-) BIOKEI TIDS. .ot [CJves [INo
K.) Any chest INJUIIES OF SUIZETIES. .. ...ueuintitetten ettt et ettt ettt et e, Cdves [INo
I.) Any other lung problem that you’ve been told about..............c.ccoovviiiiiiiiiiinin Cdves CINo
4.)Do you currently have any of the following symptoms of pulmonary or lung illness?

a.) Shortness of Breath....... ..o CIves [INo

b.) Shortness of breath when walking fast on level ground or walking up a slight hill or incline.. [TJves [JNo
c.) Shortness of breath when walking with other people at an ordinary pace on level ground...... [Jves [JNo

d.) Have to stop for breath when walking at your own pace on level ground......................... Cdyes CINo
e.) Shortness of breath when washing or dressing yourself..............cccooeviiiiiiiiiiininenn.. Cdyes CINo
f.) Shortness of breath that interferes with your job...................... CIves CINo
g.) Coughing that produces phlegm (thick Sputum)...............coooiiiiiiiiiiiiiiiiiee [Jves [INo
h.) Coughing that wakes you early in the mOrning...............cccoviiiiiiiiniiiiniiiniec, Cdves [INo
i.) Coughing that occurs mostly when you are lying down..............ocooviiiiiinniiiinnen.. Cves [CINo
J.) Coughing up blood in the last month............ooiiiiiiiiiii [Cdyes [INo
K.) WREEZINE. .o e Cyes[INo
I.) Wheezing that interferes with your job........ ..o [Cdyes [CINo
m.) Chest pain when you breathe deeply..............oooiiiiiiiiiii [CIyes[INo
n.) Any other symptoms you think may be related to lung problems.....................ccoeeenie. [Cdyes [INo

5.)Have you ever had any of the following cardiovascular or heart problems?

a)Heart attack........ ... [Jves [INo
D.) STTOKE. ..ot [Jves [INo
C.) ANINA. ...ttt [Jves [INo
d.)Heart failure. ... . ... [Jves [CNo
e.) Swelling in your legs or feet (not caused by walking)...............cooviiiiiiiiiiiiiniin.. CIves CINo
f.) Heart arrhythmia (heart beating irregularly)............c.ooooiiiiiiii [Tves[INo
0.) High blood pressure. ...........oooiiiii Cdves CINo
h.) Any other heart problem that you’ve been told about..................cooiiiiiiiiiiiiiiii s COves CINo




Part A, Section Il (Continued)

6.) Have you ever had any of the following cardiovascular or heart symptoms?

a.) Frequent pain or tightness in your chest.................ccooiiiii [Tves CINo
b.) Pain or tightness in your chest during physical aCtiVity...............c.oevuiiiiiiiniiieieeieiie e, CIves CINo
C.) Pain or tightness in your chest that interferes with your job................ccoviiiiiiiiiiiiiii e CIves CINo
d.) In the past two years, have you noticed your heart skipping or missing a beat.............................. [ves [INo
e.) Heartburn or indigestion that is not related t0 €ating...............covuiiuiiniriniiieiieiiiieeieeeiiann, Cdves CINo
f.) Any other symptoms that you think may be related to heart or circulation problems....................... Clves CINo

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

a.) Breathing or [ung problems. ............ooiuiiiiiii [CIves CINo
D.) HEart trouble. ........ouii s Cves CNo
C.) BLIOOA PIESSUIE. ...t [CIves [INo
A.) SIZUIES (FILS)..... e [CJyes [INo

8.) If you used a respirator, have you ever had any of the following problems? If you have never used a
respirator, check here["Jand go to question 9.

Q) Eye IITIAtION. .. ..oe et [Jves CINo
b.) Skin allergies or rashes...............ooooiiiiiiiiiii [CJves [INo
C.) Anxiety ...................................................................................................... EIYes EINO
d.) General weakness or fatiGUe. .......... ot CJves CINo
e.) Any other problem that interferes with your use of a respirator.................cocoeveveiinennnnn. [CJves [INo
9.)Would you like to talk to the healthcare professional who will review this questionnaire

regarding YOUI BNSWETS..........ciiiiiiiiiiiiiiie bbb [CIves [INo

Questions 10 to 15 below must be answered by every employee who has been selected to use either a full-
face piece respirator or a self-contained breathing apparatus (SCBA).

10.) Have you ever lost vision in either eye (temporarily or permanently)?.......................... Clves CIvo
11.) Do you currently have any of the following vision problems?

2.) WAL CONLACT LONSES. ...t etetnteee et ettt ettt e e et e e e e [Cdves [INo
D.) W AT GIaSSES. ... euttiiie ittt et et e e [CIves [INo
C.) ColOr BINA. ... et [CJves CINo
d.) Any other eye or ViSion ProblemS. ...........iuiuiniii e [CJves [No
12.) Have you ever had an injury to your ears, including a broken ear drum?............ccoceevvvennenne. Cves CINo
13.) Do you currently have any of the following hearing problems?

) DIfficulty NEAring. ... .. oot Cdyes CINo
b.)Wear ahearing aid...............oooii i Cdves CNo
C.) Any other hearing or ar Problem............oooiiiiitiit e [CJves [INo
14.) Have you ever had a back iNjury?............cccoeiiiiiini [Tves [INo
15.) Do you currently have any of the following musculoskeletal problems?

a.) Weakness in any of your arms, hands, legs, or feet............ccoooiiiiiiiiiiiin [CIves [CINo
D) BaCK PaIN. ...t [Ives [CINo
c.) Difficulty fully moving your arms and 1€gS............ooviitiiiiriiii i, CIves CINo
d.)Pain or stiffness when you lean forward or backward at the waist................................. CIves [Cno
e.) Difficulty fully moving your head up or dOWn.............oiiiiiiiiiiiiiii e Cves Clno
f.) Difficulty full moving your head side to side...........coovviiiiiiiiiiiii e Cves CNo
g.) Difficulty bending at your KNees..........c.ovuiiiiiiiiii i e Clves [CINo
h.) Difficulty squatting to the ground.............c.cooiiiiiiii i CIves [CNo
i.) Climbing a flight of stairs or a ladder carrying more than 25 1bs...............ccoeviiiiinn. CIves CINo
j.) Any other muscle or skeletal problem that interferes with using a respirator..................... COves CINo
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Part B

1.) At work 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 materials?.... [Jves [JNo

If yes, name the chemicals if you know them:

2.)Have you ever worked with any of the materials, or under any of the conditions listed below?

) ADSESTOS. .. ettt ettt [CJves [INo
b.) Silica (€.g., IN SANABIASTING). ... ..ot [Cdves [INo
c.) Tungsten/cobalt (e.g., grinding or welding this material)....................cooiiiiiiiiinnn. [CJves [INo
O.) BEryIIUIML .ot e e e e e e e Cves CINo
8.) AIUMUNUINL. ... e e Cves CINo
£.) Coal (€.8., MININE). ... ..ttt Cves CINo
0. TEOM. [CIves [INo
D) T e Cdves [INo
I.) DUSEY €IVIFONIMENES. ... ..o\ttt et et et e e et e e e e e e [Cdves [CINo
j.) Any other hazardous exposures (if yes, describe the exposures).............ccoovvviiiininnnnn.. [Jves [CINo

3.)List any second jobs or side businesses you have:

4.)List your previous occupations:

5.) List your current and previous hobbies:

6.) Have you been in the military SErViCeS?...........cccoviiiiiiiiiiiic e [Clves [INo
If yes, were you exposed to biological or chemical agents (either in training or combat)?...... [CIves [INo
7.)Have you ever worked on @ HAZMAT teaM?........cccoivciiinincccnccccsscrsiss e [Jves [INo

8.) 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 MediCatiONS?........ccoieiveieiee e [ves CINo

If yes, name the medications if you know them:




Part B (Continued)

9.)Will you be using any of the following items with your respirator(s)?

A)HEPA fIIters. ... [CIves [INo
b.) Canisters (for example, gas MasKS)...........euiuiniuii e CIves CINo
(o3 O 43 T Lo PP ves CINo
10.)How often are you expected to use the respirator(s) (check all that apply)?

a.) EScape only (110 TESCUE) . . .. uuuuenini ittt e [CIves CINo
D.) EMEIZEenCy reSCUC ONLY. .. ...ttt ettt ettt et et e et et e e e e e enaees CIves CINo
C.) Less than 5 hours per WeeK..........o.ouuiiiiiiiiii CIves CINo
d.)Less than 2 hours per day.............ooooiiiiiiiii e [CIves [INo
€.) 210 4 hours Per day..........ooiuiiiniii i e Cves CINo
£.) OVer 4 hours Per day........c.oouiuiiiuiin i CIves CINo

11.) During the period you are using the respirator(s), is your work effort (check one):
CdLight [Moderate [Heavy

12.)When you are using your respirator, will you be wearing protective clothing and/or
equipment (other than the reSPIrator)..........coeieeiiii e [CJves [CINo

If yes, describe the protective clothing and/or equipment:

13.)Will you be working under hot conditions (temperature exceeding 77 degrees)?................... CJves CINo

14.)Will you be working under humid conditions?...........cccoceviiiiiiniiiiieic s [Jves CINo

15.)Describe the work you will be doing while using your respirator(s):

16.) Describe any special or hazardous conditions you might encounter when you are using your respirator(s)
(for example, confined spaces, life-threatening gases):

Signature: Date:

Date of birth: NetID

Employer’s Information

Type of respirator:

Weight of respirator:

Expected physical work effort when respirator is in use:

Additional protective equipment to be worn:

Please note any extreme of temperature or humidity:
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