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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)? ..........ccccoceeeeviiiiieniiiieeen, Yes[ ] Nol[]

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)? ..........ccoocciviiiiiiiiieeniiiieeeeiieeee Yes[ | Nol[ ]

If “yes,” what type(s)?




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 1ast MONTR? ..ooviiiiiieeee e Yes [ ]

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

Q. SCIZUTES (FIES).rrrriiiiiiieiiiiiee e e
Diabetes (SUZAr dISEASE).....eeeeruriieeeiiiiieeeriiieeeeeiiieeeeeiiaeeeeeeraeeeeeenees
Allergic reactions that interfere with your breathing............................
Claustrophobia (fear of closed-in places) ........cccceeevviiiieenicieieennnnennn.
Trouble smelling 0dors ........c.uvviieiiiiiiieiiieeeeee e

oao o

3. Have you ever had any of the following pulmonary or lung problems?

ASDESTOSIS ...ttt
STHCOSIS 1.ttt e
ASTRIMA ..o
Pneumothorax (collapsed lung) .........ccooeviiiiiieiiiiiiiiiiieeeeeee e,
Chronic BronChitis ..........covoueeeriiieiiiiieiieeee e
LUung CanCer........cooviiiiiiiiii
EMPRySema .....cccoouiiiiiiiiiiie e
BroKen 11DS ...cooiueiiiiiiii e
PREUMONIA . ...ceiiiiiiiiiii ettt
Any chest INJUIIES OF SUTZETIES ....eeeeervrireeeriiieeeeiiiieeeeniieeeeennaeeeeennees
TUDCICUIOSIS ..
Any other lung problem that you have been told about........................

mRETITER e s o

4. Do you currently have any of the following symptoms of
pulmonary or lung illness?
a. Shortness of breath ...........coooieiiiiiiiiiiii e
b. Shortness of breath when walking fast on level ground or
walking up a slight hill or incline .............ccccevieniiiiiiiiiieeeeee
c. Shortness of breath when walking with other people at an
ordinary pace on level ground............ccoeeiiiiiniiiiiiini e
Have to stop for breath when walking at your own pace on
1evel EroUNd..........vviiiiiiiiie e
Shortness of breath when washing or dressing yourself.......................
Shortness of breath that interferes with your job............cccccoeeiiiiennnn.
Coughing that produces phlegm (thick sputum) ...........ccccecevveeennnneen..
Coughing that wakes you early in the morning.............ccccecevveeennneen..
Coughing that occurs mostly when you are lying down......................
Coughing up blood in the last month.............ccccceiiiiiiiiiiiniiiieeeee.
WHREEZING ... eviiieeiiiiee ettt e e e e e et e e e e
Wheezing that interferes with your job..........cccooeeiiiiiniiiiiiiniiiieeee,
. Chest pain when you breath deeply.........cccccevvviiiiiiniiiiiiiieeeee,
Any other symptoms that you think may be related
t0 TUNG ProbIemMS ......eeiiiiiiiiieeiie e
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. Have you ever had any of the following cardiovascular or heart problems?

B, HEATT TEACK .ottt ettt e e e eaes Yes []
D SHIOKE e Yes [ ]
Co ANZINA..ciiiiiiiiiiiiiiee e ettt e e e e et e e e e e e e sttt eeeeeeesenibbbraeeeeaeens Yes [ ]
d. Heart failure.......oooviiiiiee e Yes [ ]
e. Swelling in your legs or feet (not caused by walking) .........c.cccceeueeene Yes [ ]
f. Heart arrhythmia (heart beating irregularly) ...........cccceeeviiiiieeiniiinnene Yes [ ]
2. High blood PresSSure.......oooviiiieiiiiiee et Yes [ ]
h. 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 ..........ccoceeeviiiiniiiiniieinineen, Yes [ ]
b. Pain or tightness in your chest during physical activity ....................... 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 @ DAL ...ttt Yes [ ]
e. Heartburn or indigestion that is not related to eating ..........c.cccceeueeenn. Yes [ ]
f.  Any other symptoms that you think may be related to heart or

circulation Problems ...........ccccveiiiiiiiiiieiiiiie e Yes []

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

a. Breathing or lung problems.............ccooviiiiiiiiiiiiiiniiiee e Yes [ ]
D, HeEArt trOUDIE ..o e Yes []
C. BloOd PreSSUIe.....ccoviiiiiiiiiiiiii et Yes []
d. SeIZUIES (fIES) . errreiriiieeiiiiiiieee e e 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)

Q. BYe IITItAtION . ....uiiiieiiiiie et et e e Yes []
b. Skin allergies or rashes ..........ccccoeeeiiiiiiiiiiiiieee e Yes []
[N 1< (<] ) U PSP PP UPRRURPPRPIN Yes []
d. General weakness Of fatigue ...........ceevvuiiiiiiiiiiiieeiiiee 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 qUestionnaire? .............cccveeeeriiiieeeriiiieeeeiieee e 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).

10. Have you ever lost vision in either eye temporarily or permanently?......... Yes [ ]
11. Do you currently have any of the following vision problems?
A, WeEar CONLACE IENSES ..uuuvrneiiiiiiiiiieeeee ettt e e e Yes []
B. WA GIASSES ...veevveieeeeeieceeeeeee ettt Yes [ ]
C. COlOr DINA...ueiiiiiiiieieeee e Yes [ ]
d. Any other eye Or VISION Problem .........ccceeeeeeiiiiiiieriiiiieeeeiiiee e Yes [ ]
12. Have you ever had an injury to your ears, including a broken ear drum? ..... Yes []

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

a. Difficulty hearing ..........ccocccuviiiiiiiiiii e Yes [ ]
b. Wear a hearing aid ...........coooviiiiiiiiiiiieeie e Yes []
c. Any other hearing or ear problem.............ccevvuiiiieriiiiieeiiiiiee e Yes [ ]
14. Have you ever had a back injury? ...........cccceeeeiiiiiiieniiiie e Yes [ ]
15. Do you currently have any of the following musculoskeletal problems?
a. Weakness in any of your arms, hands, legs, or feet.............cccoecveeeenne Yes [ ]
b, BacCK PaiN......oiiiiiiiiiiiiiiiie e Yes []
c. Difficulty fully moving your arms and legs...........cccceeeviiiiieennnineeenn. Yes [ ]
d. Pain or stiffness when you lean forward or backward at the waist ....... Yes [ ]
e. Difficulty fully moving your head up or down ..........ccccoecviiiniiieinnenns Yes [ ]
f. Difficulty fully moving your head side to side.........c.ccceevuveeriieeninenns Yes [ ]
g. Difficulty bending at your Knees ............cccceevuiviieniiiiiiiinniiieeeeiiieeene Yes [ ]
h. Difficulty squatting to the ground ...........ccccooiiiiiiiiiniiine, Yes [ ]
i. Climbing a flight of stairs or a ladder carrying more than 25 pounds... Yes [ ]
J- Any other muscle or skeletal problem that interferes with using

I ] 0121 (0] SO PSRRI Yes []

No|:|

No [ ]
No [ ]
No []
No []

No []
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No []
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