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Respirator Questionnaire
Appendix Cto 1910.134:0SHA
Respirator Medical Evaluation Questionnaire

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 (circle one): Yes  No

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 health care professional who will review
it.

Part A. Section 1. (Mandatory) The following information must be provided by
every employee who has been selected to use any type of respirator (please
print).

1. Today's date:

2. Your name:

3. Your Date of Birth (DOB):

4. Your age (to nearest year):

9. Your Employer:

6. Sex (circle one): Male Female

7. Your height: ft. in.

8. Your weight: Ibs.

9. Your job title:




10. A phone number where you can be reached by the health care professional who reviews thisquestionnaire
(include the Area Code):

11. The best time to phone you at this number:

12. Has your employer told you how to contact the health care professional who will review
thisquestionnaire (CIrcle ONE): .........cceviierceeeee e Yes No

13. Check the type of respirator you will use (you can check more than one category):

- o \ ‘/<"‘"’> ..
_X_ NRorPdisposable __ Half Faced ___ Full Faced _ Atmasphere Supplying
e , (SCBA or Airlin¢) ESCAPE ONLY
14. Have you worn a respirator (Circle 0ne):........ccoveveevnnnniceisninncnes Yes No

If "yes," what type(s):

L >
i9):]
__ 2}

.. NRorPdisposable _ Half Faced Full Faced ____ Atmosphere Supplying
(SCBA or Airline) ESCAPE ONLY




Part A. Section 2. (Mandatory) Questions 1 through 9 below must be
answered by every employee who has been selected to use any type of
respirator (please circle "yes" or "no").

1. Do you currently smoke tobacco, or have you smoked tobacco in the last month: ...................... Yes No
If yes, how much do you smoke daily (packs per day).
How many years have you smoked (years).
PLHCP:

2. Have you ever had any of the following conditions?
. SEIZUIES (fItS): ..ovevvieeicieeeieieiricee et e s innneeeee .. YES NO

If YES:
. Was the most recent seizure with-in the past two years?
Yes No
i Are you currently taking any prescription medication for seizures?
Yes No
il Are you currently under a doctor’s care for seizures?
Yes No
b. Diabetes (sugar disease). .............. PO OUUPPPPPRRPUUPPPPPPPPPPPIIT {1 No
Do you have Dlabetes currently’?
Yes No
If YES:
. How often do you check your sugar levels?
Daily _ Weekly _ Lessfrequently
i Have you ever had any episodes of hypoglycemia (low blood sugar) in the past six months?
Yes No
ii. Do you take insulin?
Yes No
iv. Do you take oral medications (pills) for diabetes?
Yes No
V. Do you and your doctor think that your blood sugar is under control?
Yes No
c. Allergic reactions that interfere with your breathing: ..........c...............cccoeeeiiiiiiinennnn. Y€s N
d. Claustrophobia (fear of closed-in places): ........ccccevviiviviiiriiiiiiieeeeeeeeee e, Yes  No

e. Trouble smelling odors (except when you had a cold): ........cccccevevvvivvvviiiiiiiecieeeee. YES No
PLHCP:

3. Have you ever had any of the following pulmonary or lung problems?
Q. ASDESTOSIS: ....ecv ettt sttt e et e e s et e e s et e e st eerareeseateeesereessiees YES No
D, ASTIMA: ..o et e s e e a e e s et e s e e esareeeenies YES No
C. ChroniC BrONCRIIS: ........vveei ettt e e Yes No
A, EMPRYSEMA: ...t e e nnnnnnennnneeeeeeeees YES NO
€. PNBUMONIA: ....eeveeeeeeeeee et e e e s st e e s et e eesansessaneesssseeeeess YES No
£ TUDBICUIOSIS: ...ttt e een s eensaiieseesnanneneeeenee.. YES NO

g. Silicosis: . ettt e e e e e e e e e e sn .. YES NO
h. Pneumothorax (coIIapsed Iung) .............................................................................. Yes No
i. Lung cancer: .. SO OUPUUPPPPPPPPPPPPPPPPPPRRUURPRT € -1 SN | (o)
j. Broken ribs: .. PP T TP PRRTRPRPPPPPPPPPPPPPPPPPPPPPTP 4 1< SN | (o)
k. Any chest i |njur|es orsurgerles ............................................................................... Yes No

. Any other lung problem that you've been told about: ..................cccccvvviiiiiiiciiiciceee. YES NO
PLHCP:




4. Do you currently have any of the following symptoms of puImonary or lung iliness?

a. Shortness of breath: . TR €= S (o)
b. Shortness of breath when walkrng fast on IeveI ground
orwalking up a slight hill orincline: ..o Yes No
c. Shortness of breath when walking with other people
atan ordinary pace on level ground: ..............eevviiiiiiiiiiii Yes No
d. Have to stop for breath when walking at your own pace on level ground: ........................ Yes No
e. Shortness of breath when washing or dressing yourself: ...........ccoovvviiiiiiiiiiiiincn Yes No
f. Shortness of breath that interferes with your job: ... Yes No
g. Coughing that produces phlegm (thick SPUUM): .......c.coiiiii e Yes No
h. Coughing that wakes you early in the morning: ..........cccceeeveeciiiiiiiieeeeeeee e Yes No
i. Coughing that occurs mostly when you are lying down: .........c.cccccccoeviiiiiiiiieiiinininiece. YES  NO
j. Coughing up blood inthe 1ast MONth: ..., Yes No
Ko WHREEZING: ..ottt Yes No
. Wheezing that interferes with your job: ... YES . NO
m. Chest pain when you breathe deeply: ..o Yes No
n. Any other symptoms that you think may be related to lung problems: ................c.ccoenee Yes No
PLHCP:
5. Have you ever had any of the following cardiovascular or heart problems?
A, HEAM AHACK: ... Yes No
D SHTOKE: ...ttt e e e e e Yes No
C AANGINGL .t Yes No
d. Heart failure: .. . Yes No
. Have you ever been dragnosed Wrth Congestrve Heart Farlure (CHF)
Yes No
e. Swelling in your legs or feet (not caused by walking): ........c.ccccoeeeeeiiiiiiiiiiiiieiic Yes No
f. Heart arrhythmia (heart beating irregularly): ...........coovveeieveeeiee i, Yes No
Q. High DIOOA PrESSUIE: ... Yes No
h. Any other heart problem that you've been told about: ...........ccccvvvviiiiiiiiie, Yes No
PLHCP:
6. Have you ever had any of the following cardiovascular or heart symptoms?
a. Frequent pain or tightness in your chest: .. . Yes No
b. Pain or tightness in your chest during physrcal actrvrty .............................................. Yes No
c. Pain or tightness in your chest that interferes with your job: ... Yes No
d. In the past two years, have you noticed your heart skipping or missing a beat..... . Yes No
e. Heartburn or indigestion that is not related to eating: .. .Yes No
f. Any other symptoms that you think may be related to heart or crrculatron problems ......... Yes  No

PLHCP:




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

a. Breathing or [ung probIEmMS: ..o YES NO
D. HEAr troubIe: ..o YES NO
C. BlOOG PIESSUIE: ...ttt ettt e e e e e e e e e e e eeneneanns Yes No
0. SCIZUMES (FItS): 1.vvriiieeice ettt e e e e e e e e e e e e a s Yes No
PLHCP:
8. If you've used a respirator, have you ever had any of the following problems?
If you've never used a respirator, check the following space [ ] and go to question 9.
Q. EYRIHAtioN: .o YES NO
b. SKiN @llergies OF FASNES: ..o Yes No
c. Anxiety that occurs only when you use the respirator: ............ccccoeveeiviiviiiiiiiiiiiieee. YES No
d. Unusual weakness or fatigue: .. : e Y88 NO
e. Any other problem that mterferes W|th youruse ofa resp|rator ..................................... Yes No
PLHCP:
9. Would you like to talk to the health care professional who will review this questionnaire about your
ansWers 10 this QUESHIONNAIE: .............cciiiiicecee e Yes No

PLHCP:




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). For employees who have been selected to use
other types of respirators, answering these questions is voluntary.

10. Have you ever lost vision in either eye (temporarily or permanently): ..........ccccccvveeeviiivnne. Yes - NO
PLHCP:

11. Do you currently have any of the following vision problems?

a. Wear CONtact [BNSES: .......covveecieirieeees st nveeveereeneeeeeeeeeeeeeeeeeeee YES NO
D. WEAT GIaSSES: ...ttt e s e e e s einneesee YES NO
c. Color blind: . PSSO PPPPPUURPSUPPPPRPRPPPPUPPPRPTT 4 - SR | [0
d. Any othereye or vision problem ................................................................................. Yes No
PLHCP:
12. Have you ever had an injury to your ears, including a broken ear drum: ...................ccccceeeeee. YES — NO
PLHCP:

13. Do you currently have any of the following hearing problems?

a. Difficulty NAING: .........ccveuerieieeiseeeeeceeeee e YES NO
b. Wear ahearing @it ..........c.ououeeiiiiseeeees e Yes No
C. Any other hearing or €ar ProDIBM: ..o Yes No
PLHCP:
14. Have you ever had a back injury: . cevrrrennine. YES No
. Do you feel your back pa|n WI|| mterfere W|th you weanng a resplrator’?
Yes No
PLHCP:

15. Do you currently have any of the following musculoskeletal problems?

a. Weakness in any of your arms, hands, legs, orfeet: ........cccecoeeeeeeiiiiiiiiiciiie. Y€S No
D. BACK PAIN: ...t e e e e e e e et ererenees Yes No
c. Difficulty fully moving your arms and legs: .. ceveerneneinnee.. YES  NO
d. Pain or stiffness when you lean forward or backward at the walst vevvrrrrriinnnen YES No
e. Difficulty fully moving your head up or down: . e Y88 NO
f. Difficulty fully moving your head side to side: .............................................................. Yes No
g. Difficulty bending at your KNEES: ..........ceuerieerreririieee e e e e e e eieeee. YES No
h. Difficulty squatting to the ground: ... Yes No
i. Difficulty climbing a flight of stairs or a ladder carrying more than 25 Ibs: ........................ Yes No
j- Any other muscle or skeletal problem that interferes with using a resp|rator ceeeenn YES No

If you answered Yes to ANY of the above questions listed above explain how long ago or any medlcat|on taking for it.

Does any condition you answered Yes to above prevent you from wearing a SCBA................... Yes No
PLHCP:




Part B The following questions are mandatory for persons on HAZMAT teams
or on Confined Space Rescue teams. The questions are optional for all others.
You may be asked to complete them by the healthcare provider as deemed
necessary.

1. In your present job, are you working at high altitudes (over 5,000 feet) orin a place that has lower than

normal amounts of oxygen: . . .. Yes No
If "yes," do you have feelrngs of drzzrness shortness of breath poundlng in your chest or other symptoms when
you're working under these conditions: ................c...c.... YeS.ooiiirieieiiins No
PLHCP:

2.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 chemicals: ....... Yes No
If "yes," name the chemicals if you know them:

PLHCP:

3. Have you ever worked with any of the materials, or under any of the conditions, listed below:

. ASDESIOS: ... s Yes No
b. Silica (€.g., IN SANADIASTING): .....c.cvevieieeiriiee s Yes No
c. Tungsten/cobalt (e.g., grinding or welding this material): ...............ccoooiiiiiiiiiicccnee, Yes No
A BEIYIIUM: <. e e e e e e TES NO
L 2184111V PSSR Yes No
f. Coal (for example, MINING): ...cocviiiirceceee et Yes No
G ITOM. e e e e e e e ettt Yes No
h. Tin: . PP PPPPPPPPPPUPUPRRPPRRRRRRRRRRRRPPPRIP { -1 SN | [0
I Dustyenvrronments PP UPUR SR URRPPPUPPPPRURURPRRRURTRRPRRRRTR { -1 SN |\ [0
j- Any other hazardous exposures: TSP P PP PPPUUPRRPPUPPPPPPPTRRRPPPRPTRPROTE € - SR |\ (o

If "yes," describe these exposures:

PLHCP:

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

9. List your previous occupations:

6. List your current and previous hobbies:

7. Have you been in the military services? .. .. Yes No
If "yes," were you exposed to biological or chemrcal agents (erther in trarnrng or combat) Yes No
PLHCP:




8. Have you ever worked on @ HAZMAT t€aM7? .......c.cceeeeeeeieiiee e e e e eeeseciiiiivevvvaeaeieeee. YES No
PLHCP:

9.0ther 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): ............... U O TR RPPUPUPPUPPPPPPPPPPRPTRRRRRSPT 4 - 1< SN (o)
If "yes," name the medications if you know them
PLHCP:

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

A HEPA FIEIS: ..ottt e e e e e e e e seneneneens Yes No

b. Canisters (for example, gas MaSsKS): ......coieurririeeiiiiiiiii s Yes No

(o0 Ty (4o [0TSRSO RRROOOPPPOPPUPPPPPPPPPPPPPPPPPPIRR € -1~ SN \\[¢)
PLHCP:

11. How often are you expected to use the respirator(s)?
circle "yes" or "no" for all answers that apply to you

a. ESCAPE ONIY (N0 TESCUE): ..eeeececvctctetete et e e e e e e e e e e e e Yes No

b. EMergency reSCUE ONIY: .........cccooviiviiicieeiiiiiiiie e eeeeeeeessessnssnseeenenes YES NO

C. Less than 5 hours PErWEEK: ........cevevrviriiee s oot T €S No

d. Less than 2 hours PEI daY: .......c.ceuriieiririieirniie et Yes No

€. 210 4 NOUIS PEI GAY: ...ttt e e e e Yes No

f. OVEI 4 NOUIS PEITAY: ....vveriieie ettt e e e e e e e e e e e e e e e e e e e e e e e e Yes No
PLHCP:

12. During the period you are using the respirator(s), is your work effort:
a. Light (less than 200 Kcal perhour): ..o Yes No
If "yes," how long does this period last during the average shift: hrs. mins.
Examples of a light work effort are sitting while writing, typing, drafting, or performing light assembly
work; or standing while operating a drill press (1-3 Ibs.) or controlling machines.

b. Moderate (200 to 350 Kcal PErNOUK): ......c.cvoviiiiiecce e, Yes No
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 or bus in urban traffic;
standing while drilling, nailing, performing assembly work, or transferring a moderate load (about 35 Ibs.)
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 Ibs.) on a level surface.

c. Heavy (above 350 kcal per hour): ............... cirrrrrrreenennnn YES  NO
If "yes," how long does this penod Iast durmg the average sh|ft hrs. mins.
Examples of heavy work are liting a heavy load (about 50 Ibs.) 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 Ibs.).




13. Will you be wearing protective clothing and or equipment (other than the respirator) when you're using
YOUT TESPIFALON. ...ttt ittt ettt e e sttt et e e e e s nsbbnnneeeeasnnnnnneeeeeeneiees Y € No
If "yes," describe this protective clothing and or equipment:

14. Will you be working under hot conditions (temperature exceeding 77 deg. F): .....cccc...cceooo. Yes - No
15. Will you be working under humid conditions: ...........c.ccoveeinniineee i YES No

16. Describe the work you'll be doing while you're using your respirator(s):

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

18. Provide the following information, if you know it, for each toxic substance that you'll be exposed to
when you're using your 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:

The name of any other toxic substances that you'll be exposed to while using your respirator:

19.Describe any special responsibilities you'll have while using your respirator(s) that may affect the safety
and well-being of others (for example, rescue, security):

Employee signature: Date:

PLHCP signature: Date:

080814 - (jmw)



