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Appendix C
-+ Respirator Medical Evaluation Questionnaire
3" the ml::i'l T' ol his & (please check "yes" or “no™). Yes No
on must owed o answer this questionnarre during ‘ . :
normal working hours, or at a time and place that is convenient 1. Do you currently smoke tobacco, or have
to you. To maintain your confidentiality, your employer or you sioked tobacco n the last mont.h? B o
supervisor must not look at or review your answers, Your 2. Haveyou everhad any of the following
supervisor must 1211 you how to deliver or send this ) :"“dé“."“’? s (fits) O 0
questiomaire to the Health South Clinj ician who will eLzure .
oview it ¢ physicien who b. D1abctcs (sugar discase) 0o o
I ¢ mammns that interforce with
Part A. The following information must be provided your ‘ g 0
by every employee who has been selected to use any d. Clﬂﬂsﬁﬂphob!f! (fearof closed-inplacesy O 0O
type of respirator (please print). ¢. Trouble smelling odors o 4
Section 1. Personal information 3. Have you ever had any of the following
0 orh blems?
1, Today's date: Asbostosis T o o
2. Yourname: Bv Asthma S N
Lot Fimt Middic Tnitial b, Chronic bronchitis o o
3, Social Security Number: i  Emphysema 0 d
4. Birthdate; j  Pncumonia .0 g
; k  Tuberculosis a g
5. Jobtitle: L Sikicosis o I
6. Supervisor m.  Pneumothoras (collapsed lung) B B
Department: n.  Lung cancer
7 ent 0. Brokenribs 0 O4d
8. Campus; p. Any chest injuries or surgeries O O
9. Work phone mumbec q. Any other Iung problem that you bave
(checkoney [JMale [JFemale been told about 0O O

15.

Have you ever uscd a respirator?
( one) [1Yes Mo

If "yes,” what type(s):

Section ). Medicatl information (Mandatory)

Ouestions 1 throngh 9 below must be answered by every
employee who has been selected to use any type of respirator

£ Shortiness of breath that interferes with
your job
g. Coughing that produces phlegm
(thick sputum)
h. Coughing that wakes you early in the
moming
Coughing that occurs mostly when
you arc lymg down
Coughing up blood
Wheezing
Wheezing that interferes with your job
Chest pain when you breathe desply
Any other symptoms that you think
may be r¢lated to lung problems

-

=] E Lol

Dooopoo ocgocooo o o

O OoOoo0o 00O oo

11. Your height: ft in 4 Do you currcnﬂy ha.vc any of t|1c followmg ‘
12. Your weight: 1bs. O
13. Has your anployer told yon how to contact the health care b, Shoriness of bremhwhenwallung fast
fessional who will review this questionnaire? on level ground or walking up a slight

{’mheckone): OYes [CINo hill or incline O
14. Check the type of respirator you will use (you can check ¢ Shorhmofbrmﬂtwliwnwuﬂmgmth

more than one mﬂ.}.x f&:{ﬁﬁ; at an ordmary pace on

0 it *ge type only) d. Have to stop for breath when walking

O full-face at your own pace on level ground

[J powe sir purifying respirator (PAPR) ¢, Shortness of breath when washing or

[0 =t)f contained breathing apparatus (SCBA) dressing yoursslf
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3. Have you ever had any of the following
cardiovasculnr or heart problems?

Heart attack

Stroke

Anging

Heart failyre

Swelling in your legs or feet

(not caused by walking)

Heart archythmia (heart beating

irregularly)

g£. High blood pressure

h. Any other heart problem that you've
been told about

6. Have you ever had any of the following

cardiovascular or heart si\:mptoms?

a.  Frequent pain or tightness in your chest

b. Pain or tightness in your chest durn g
pbysicalufch;ivity

¢ Pain or tightness in your chest that

. interferes with vour job

d. In the past two years, have yon noticed
your heart skipping or miss-%g abeat

¢ Hearthumn or indigestion that iz not
related t; eating

. Any other symptoms that you think m:

. berelated t?ﬁurtorcirm]{oﬁon problr:gs
7. Do you currently take medication for any

of the following problems?

a  Bpeathing or lung problems

b. Hewttrouble

¢. Bleod pressure

d.
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Seizures (fits)

Are you taking any other medications

10. Have you cver lost vision in either eye
(tetaporarily of permanently)?
11. Do you:
8. Wear contact lenses?
b. Wear glasscs?
c. Have color blindness?
d. Have any other eye or vision problem?

12. Have you ever had an injury to your ears,
inchuding a brokent cardrom?

13. Do you currently have any of the following
hearing problems?
a, Difficulty heaging
b.  Wearahearing aid
¢. Any other hearing or esr problem
14. Have you ever had a back injury?

15. Do you currently have any of the following
mnsculogkélctal problems?
a  Weakness in any of your arms, hands,
legs, or feet
b. Back pain

<.  Difficulty fully moving vour sarms
and legs

d. Pain or stiffiess when you lean forward
of backward at the waist
e. Difficulty fully moving your head up
or down
Difficulty fully moving your head side
to side
Difficulty bending at your knees
Difficulty squattng to the grotnd
i  Difficulty climbing a flight of stairs or
a Iadder earrying more than 25 1hs
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for any reason (including overthe-countar
medicationsy?

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

O ! O0o00d
00as
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8. I{ you have neverused s respirator, check the
follswing box and go to question 9.: []
If you have used a respirator, have you ever had

any of the followt blems?
a. Eyecum _w‘:;ng Fe 0O O
b. Skin allergies or rashes O O
c. Anxiety g O
d. Genera] weakmess or fatigne g 0O
€. Any other problem that mterferes with

your use of 2 regpirator O O

9. Would you like to talk to the health care
professional who will review this questionnaire
about your answers to this questionnaire? £

O

J- Any othermuscle or skeletal problem
that interferes with using a respirator

O[3 o000 O 0 d 04

0

Questions 10 to 15 bolow must be answered by cyery
employee who has been selected to use elther & full-
faceplece respirator or 2 self-contained breathing
apparatus (SCBA).

For employees who hiave been selocted to use other types of
Tespirators, answering these questions js voluntary.

Part B. Respirator nsc information

1. How often aud for how long do you use your respirator?
(i.e. # of hours per day/week/month)

2. What type of activities do youperform while wenring your

Tespirator?

3. List any additional personal protective equipment. (¢.g.,
tyvek, gloves, ete.) worn during respirator use:

4. What are the temperature and humidity extremes (highest
& lowest) that may be enconntered on your job?

Have you ever worked on a HAZMAT team or with
hazardous materials? (Checkone): [1Yes [INo

Signature Date

TOTAL P.0OZ



