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OSHA RESPIRATOR MEDICAL EVALUATION QUESTIONNAIRE

Instructions:

1. Complete the attached "OSHA RESPIRATOR MEDICAL EVALUATION QUESTIONNAIRE". Part A, Section 1 and 2 are
mandatory
Send all originals to St Mary's Occupational Health, via mail or fax.
A licensed health care provider will review the questionnaire and forward recommendations to use a respirator to your
employer. A physical exam may be required in response to this questionnaire.
St Mary's Occupational Health will contact you or your supervisor, when approval is received, to set up an appointment
for fit testing.
St Mary's Occupational Health can be reached at Streator or Ottawa locations for any questions.

o » ©b

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 (check one): [1 Yes 0 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. Date of Birth: / / 4. Sex (check one): Male [1 Female [J

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

7. Your job titie: Company Name:

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

9. The best time to phone you at this number: AM. P.M.

10. Has your employer told you how to contact the heaith care professional who will review
this qUESHONNAITE (ChECK ONE).......c.cc.e.eiceeiece ettt ettt et s e a e e e an e e et O Yes [ No

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

apparatus).
12. Have you worn a respirator (ChECK ONE):.........ccvuviiirieeenininreenti sttt sttt et e st et sansneas O Yes O No
If “yes,” what type(s):
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Part A. Section 2. (Mandatory) Questions 1 through 9 below must be answered by every employee who has been selected to
use any type or respirator (please check “yes” or “no”).

1. Do you currently smoke tobacco, or have you smoked tobacco in the last month.:.......................cc....... O Yes [ No
If yes how many years:

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

A. SEIZUMNES (fILS): ....ceeeieerictiiiiticieit et te it e ae e e e seeesesae st e besaeaan e aee e ere s e e aRe s sa e e e sesaneseesssesbensesatraseseeesnesssesnseneesnens OYes O No
D. DIabetes (SUGAT QISEASE):..........cceeuiiiieiirreeneeeeieieesesc e et eseess st et e e e ss e e e etesresaseseassssss s basneensesetssntenmesaneneeenen O Yes [ No
c. Allergic reactions that interfere with your breathing:..............cooiiiiiiinie e O Yes O No
d. Claustrophobia (fear of closed-in places):...........cccouvniiiiiniie et 0O Yes O No
€. Trouble SMEING OUOTS: ..........coceeiiecieieiierecer e e re et s e st et e s e saesre s e esasssesrbesasebsesnssatsntannteseseneeeseessessesane O Yes [0 No
3. Have you ever had any of the following pulmonary or lung problems?
A. ASDESIOSIS. ...cvecieriieeeeie ettt ettt et e e e e e eSS RS e e AR ke rAe e e e ek e ae e e areen b estaneentesnenensareensesenaen O Yes O No
D ASTIIMA ...ttt bt ee e et e b ese s s s s as e as e e e et ee e e eR e e st ke e e st s e e b e aent et et e nteeee e enneternesetennesaeanen O Yes OO No
C. CRIONIC DIONCRILIS:.......c.cceveteeieitiecit ettt ettt et s e s s se et e e et s bs b st a st sabssn st satemeseeennesesaanseenen O Yes O No
A, EMPRYSEMA. ...t e bbbt et e e e se e e e e s e b s e besnssterenbenne 0O Yes [ No
€. PREUIMONIA: ..ottt ettt et et e st s b e s bt e ae st e b e s e et e aseas e st et esste e emtennt eneemeeeeteeaenenneen 0 Yes OO No
£ TUDGICUIOSIS: ... et btk a b et et e e aeebe e e e sssenreassanabesssssseesanesensnnn O Yes O No
G- SHCOSIS: ...cuiemteeeiteeeeeetc e ree e st ee e st rae e ree e saese e aes e et ese se et nat e s e e s e sE e At s et eabaraeasebesanobaat e Rt enteane e seneseeseneeseseneesensnnte O Yes O No
h. Pneumothorax (ColapSed JUNG): ...ttt s e et ee e eme et e ene e eeseesessesan O Yes O No
I LUNG CANCEN .......ooeeieieeieteetieeee ettt et et e b et e s s e e s e e se e e e beese st essesseenee s eeaeenbecaseabse et s eneeanssnteanssanennssessenesassses 0 Yes O No
J- BIOKEN TIDS: ...ttt st et e e et et e ae e ae e e be e ae e st s e s eesanesseseteemneseesneannennen O Yes [0 No
K. ANy ChesStinJUIES OF SUTGEIIES. ..........ccooveuieieiiceeeiertee ettt ettt se et e sttt et sa bt eee e se e e see e e eeeneseen 0O Yes O No
1. Any other lung problem that you've been told @bOuL: ... et s e e e e se e e enen O Yes O No
4. Do you currently have any of the following symptoms of pulmonary or lung illness?
8. ShOMNESS OF BIrEAth:......c. ettt st e e bbb eas e st e s e en s et smesene e s s e sansnseenen O Yes O No
b. Shortness of breath when walking fast on level ground or walking up a slight hill or incline: ........................ O Yes O No
c. Shortness of breath when walking with other people at an ordinary pace on level ground............................ [JYes (0 No
d. Have to stop for breath when walking at your own pace on level ground:............c.c.ooooeeevvivieecceeeeeee e, 0 Yes [0 No
e. Shortness of breath when washing or dressing yourself:..............cccooi e eevee e e e e O Yes I No
f. Shortness of breath that interferes With YOUT JOD: ..o O Yes OO No
g. Coughing that produces phlegm (thick SPUBUM): ..ottt r e e e eeesreane O Yes OO No
h. Coughing that wakes you early in the MOINING: .........ccccoci ittt e e eae e e e O Yes O No
i. Coughing that occurs mostly when you are Iying dOWR: ... [0 Yes I No
j- Coughing up blood in the 1ast MONEH: ...t e e e e e sse s e snnen O Yes OO No
Ko WREEZING: ...ttt e b e e et e e e et e e e s s e st e et e st eaeesesaesees e eaabensastemsesemseee et eeeasesessessenssaeeneenen O Yes O No
I. Wheezing that interferes With YOUT JOD:.............cooo e et re e aeean 0 Yes [0 No
m. Chest pain when you breathe deeply:............ccoc ettt eean O Yes [0 No
n. Any other symptoms that you think may be related to lung problems:............c.ccooooiviiiiicieecie e O Yes (O No
5. Have you ever had any of the following cardiovascular of heart problems?
A HEAM AACK: ...ttt et et e r e et et et et e e eneene e e e e nenen [0 Yes O No
D SHTOKE: ...ttt et e et e A e ere et e SR beRE e R et e b et et e Rt enta b e et et et eene s et etenaretesarenesaeen O Yes OO No
€ ANGINA: ..ttt ettt et e e e e s e s e se st e e et e sh e e e RS e Rt e R R eSS eA S eE oAt R s e RerR et e e ee e aea e sEertentesen e enseseeaneneesenseneenns [dYes O No
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Ao HEAM FAIUNE: ... ettt st et e see s ae e e b e e e s et eae s e e nenseenesanns O Yes OO No
€. Swelling in your legs or feet (not caused by WalKing):........c..coceerrinniinmiiiii et O Yes (0 No
f. Heart arrhythmia (heart beating irr@gUIAIIY) ..ottt e O Yes O No
0. High DIOOA PreSSUNE:.........ocvieieeeiceeeeececte et ee e e ne st ettt et e s s e s ee e e st e ame st e aaeeaeenteene e measeneeeneeaneeeerrs O Yes OO No
h. Any other heart problem that you've been told @bout: ..ot O Yes OO No
6. Have you ever had any of the following cardiovascular or heart symptoms?
a. Frequent pain or tiIghtness iN YOUT ChESt: ........c.vvivveererere et e re s sres e s saesse s e e s rnese s s e e saesnens O Yes OO No
b. Pain or tightness in your chest during physical actiVity: ..........c.coooo it O Yes [1No
c. Pain or tightness in your chest that interferes with yoUr JOb: ..........cccooiiiiiiiirinrree e [ Yes O No
d. In the past two years, have you noticed your heart skipping or missing a beat:........c..ccccccovvnnvnrcvriencccnene. O Yes O No
e. Heartburn or indigestion that is not related to €ating:..........ccocvrorrcrcer e O Yes OO No
f. Any other symptoms that you think may be related to heart or circulation problems: .............ccccoceereerrrcecnne O Yes [0 No
7. Do you currently take medication for any of the following problems?
a. Breathing OF IUNG PrODIEMIS: ...........ccveiiirieeieie ettt et re st et s et e e eseeseebeebesee et asmesnssseseensnsesnnensns [dYes [ No
D HEAM HTOUDIE: .........ooeieeeeteeecr ettt e e aeste st et e e s st st e s b e e e s e e bt e sesesseatasbestenseseesaesessteseesaranentennans I Yes (0 No
C. BlOOM PIESSUIE: ...ttt e e teeaa e st se et ee s ee et sae e ea e s e s et aseantesseanensansessennntensansansansessans O YesONo
. SEIZUIES (fI1S): .eeeveerreiieceiece ettt et e e e s e e ee st e ae e s e e ee e see st e saeenseeaesasassesbetaansesseessesneensesesrsesanensesasenneen O Yes [0 No
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 quUestion 9):..............cccccevivcccrrnnnenennen e O Never Used a Respirator
A EYEIITIALON ...ttt et e s e as e e s e s e s a e s e s ae s e e ase e s teaseeneesteesesaaenbesreasbessesanesseesneesnananent [ Yes [1 No
D. SKiN QllEIGIES OF TASNES: ...ttt ceeeeee e s e et e s s e s r e e e e eseeser e s aseaseeeabsseeeenteeansaenmeenss e seeeenresnbes O Yes [0 No
€ ANXIBEY: ..c..eneetecr ettt ri et te e et cs e er et s e ebe e st e s e s e e e st e R e b e ras b Se At et eE e st e ereeE e e b e ae s et aReestabe et aeReeRaenereen s eabenssnenanaas [ Yes (1 No
d. General Weakness OF fAtQUE............c.cuiriiueiieriereere s e ettt et eat st se s e st eaeeresse s s et e sesbeesesaeseasnssaessaresnsen O Yes O No
e. Any other problem that interferes with your use of @ respirator: ...........c..coiceeirirninnn e 0 Yes O No

9. Would you like to talk to the health care professional who will review this questionnaire about your answers to
this QUESHIONNAITE?: ....... ..o et eeeee et e et e et e e e st e e teebe st e s asaaeaeesabeemnenss e seeensesnesnssensesaneesatessseannnee s O Yes 1 No

Questions 10 to 15 below must be answered by every employee who has been selected to use either a full-facepiece 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): ................ccccocooeiieeivencceeneeene. O Yes I No
11. Do you currently have any of the following vision problems?
. WEAr CONACE IBNSES: ..........coviieeeieeereeceeet ettt etes e st e ste e et es e re st ea s e s e e s eh et e e s s aeaseseeseeseeasesesasanessessensnnssnaennant O Yes O No
D. WA GIASSES: ..ottt ects ettt e et esse st e e s e b e s b e s s e s e e e e e s e vae e abeseeesaebessbeabesbemaseaensaesasesnesntenbesnrensannenn O Yes (O No
C. COlOT BlING: ...ttt e e e e ste b b e b e s e e s e e s e sa et e s e e e be b e s esseaneseataesentenessseansnnesessesannanensennans 0O Yes I No
€. Any other eye OF VISION ProODIEIM: .............c.oeiimieeeeeceere ettt et st eeeae st e et s et esesan e s saesansasseasane e 0O Yes O No
12. Have you ever had an injury to your ears, including a broken eardrum?:...........c...ccoovvvieeicinienenniencenens O Yes [1 No
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13. Do you currently have any of the following hearing problems?

a. DIffICUtY REATING: ..ottt st e e e et saa e e s e sbersensennnareseenes O Yes O No
b. Wear @ hearing @id.............ccccouririeeeicesieccne st r ettt st sr e s e b e be s e e et ansesreatan O Yes 1 No
c. Any other hearing or ear ProblEM; ............ccreriererini et s e e sse s b s eaa s [0 Yes OO No
14. Have you ever Rad a Back iNJUTY Pi.........cooooriirccccr ittt ettt esa et a e s b s ne bbb e ne s 0O Yes I No
15. Do you currently have any of the following musculoskeletal problems?
a. Weakness in any of your arms, hands, 1egs, OF feet: ...ttt [0 Yes L1 No
D.BACK PAIN:...... ..ottt e e te e et et estesteseesesse e sat s e s s e b et s e et e kst et et eabebeaeententseeeseabeneses e ee e e et nenensennen O Yes [0 No
c. Difficulty fully moving your arms and [@gS:........cccueeirrerenireieeee et strrteete et sas s st st e e e eeseeaennan [ Yes [0 No
d. Pain or stiffness when you lean forward or backward atthe Waist: ................ccccvviiiiciiiniccenee e esee e [ Yes OO0 No
e. Difficulty fully moving your head Up oF dOWN: ...t et ae s [ Yes O No
f. Difficulty fully moving your head side t0 SIde: ..........c.oooiiiiii et e eeeeees [0 Yes [ No
g. Difficulty bending at your KNEES:............cccoeieriiimiiiiinin sttt se e sa s sas et b snas O Yes I No
h. Difficulty squatting to the groUNd: ...............c.oo ittt ettt e s e e e e s e s e saanaean [0 Yes OO No
i. Climbing a flight of stairs or a ladder carrying more than 25 Ibs:............c.ccocioiieiieiceiieee e ns O Yes [0 No
i- Any other muscle or skeletal problem that interferes with using a respirator............cccocvevveeeiiniereceseeeeeene O Yes O No

Part B Any of the following questions, and other questions not listed, may be added to the questionnaire at the discretion of the
health care professional who will review the questionnaire.

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

than normal aMOUNES Of OXYGENP:..........c.ooiuiieieee ettt e et et rerae et e et e besrtesaessessae s e eemeseteseeeemean O Yes O No
If “yes,” do you have feelings of dizziness, shortness of breath, pounding in your chest, or other symptoms when you're
WOrking UNder these CONAIIONS: ...........cccc.ceeeiiinireiereei e st e re et s e b et e e besae b esme st semenneseesesseessenen [0 Yes [0 No

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 chemicails.......................... O Yes O No

If “yes,” name the chemicals if you know them

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

B, ASDESIOS ... et et ettt e R e e b e ebe e e be s eh bt e ben e s s et et e e e enteseraeeeenen 0O Yes O No
b. Silica (e.9., iIN SANADIASHNG): .........ccoi ittt et e eb e s s a st e e e reeneeeeean O Yes [ No
c. Tungsten/cobalt (e.g., grinding or welding this material):...........cc.ccooevrviiviiiirciecic e O Yes [ No
G BEIYIHIUIM ...ttt r et e e e e e et e en e s e e sa e s se e e et e aesasesae s beabeaabassesabanssnreenentsansesssaseessnessessesns [J Yes (O No
€. AIUMINUIM ..ottt et se st s st e s s s seseessaesseseasebassesasereesenensesessebss s assenseseenenese e esseesesesneeeseseensns O Yes [0 No
f. Coal (for example, MINING):........cooiiiiiiieer et st e s baesaeesaeesabesbasessatessseesmessmeeseeesssessannensnes J Yes [ No
o TR 1o 1 TR RRRURR ORI [ Yes [ No
B TN ettt et sttt e e en s er et e e sseReaR et eaaaaseAeaReeneseebetes s e et ene e e s s e e st enteat e et e e eeteteeaeeseeteneesseeaen O Yes O No
I. DUSTY @NVITONIMIENLS. ...ttt s et b s a s st s b s essae e sareestensesssnaessbessssssasasanssmseennsenenn O Yes O No
j. ANy Other hazZardOUS EXPOSUIES: ............coiiriieiererie et s s st es e et et e s e s e e eassseseteesnesbesabsnsensesnsssseesen O Yes O No

If “yes,” describe these exposures:
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. List any second jobs or side businesses you have:

. List your previous occupations:

6. List your current and previous hobbies:

7. Have you been in the MilItary S@rVICeS? ............cccooierrrirr ettt et ettt e senan OYes OO No
If “yes,” were you exposed to biological or chemical agents (either in training or combat): ...........ccecvveviervevereennne O Yes O No

8. Have you ever worked on @ HAZMAT t@AM? ...........cc.coouieeeeniereeenenen et essessss et st sssraststesesesesesssnsn O Yes 1 No

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
MEAICALIONS) P:.......iieicceeec et re e b st sas et s ae s s e et e s e ae s aese e s b eane e sassaesecabensomeentensanesatseenenseestnenaesen O Yes O No
If “yes,” name the medications if you know them:

10. Will you be using any of the following items with your respirator(s)?
B HEPA FIETS ...ttt s et s s e bbb st e st s st s s s st et sera st et snnnesenees O Yes (O No
b. Canisters (for example, 9as MASKS): ........c.cccoveueueeierrerrererere et sres st ess s s sas st ssansseensanes 0O Yes [J No
Lo O 14 1o [ 1= T3 USROS J Yes 1 No
11. How often are you expected to use the respirator(s) (check “yes” or “no” for all answers that apply to you)?:
8. ESCAPE ONIY (MO TESCUE). .......oceeuieeieeetceeceecceerereriree e seresaerers st s e ae s s s e et essss st s entesenesnnaeesesrasenssenansseseneseen O Yes O No
D. LeSS than 5 ROUIS PO WEEK: ...............c.cooeeieeeeeeeeee et ee ettt s sttt st ee et eeseesetseeas s eseseseenessasasassnaan O Yes [J No
C. LSS than 2 NOUIS PO dAY: ...ttt sttt s st se s s et sn s st b e b s n st senssressanas O Yes OO No
Q. 210 4 NOUIS POI QAY .ottt ree et e s e e s e be st e b e eaeenes b e be s essentesteseseeenaasanseateesenessnnenensenenans O Yes [0 No
€. OVEI 4 HOUIS POI QAY: ...ttt et ts e st e s s s be st se s e st n s s s s s s se e et st ba sttt sbebeneararebeseassnasnaen 0O Yes O No
12. During the period you are using the respirator(s), is your work effort:
a. Light (less than 200 KCAI PEI ROU): .........cc.cvueeueerrenerinrererenserssesissessresssssessssesesssssssseessassssesssssnsasssesesssssssssens J Yes [J 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.

Examples of moderate work effort are sitfing 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

b. Moderate (200 t0 350 KCAlI PEF NOUI): ..........cveereuieeirrrtrrccreeereresrssee e see s sassn b ssse b sas st eensssnasens O Yes O No
If “yes,” how long does this period last during the average shift: hrs. mins.

surface.
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C. Heavy (above 350 KCal PEI NOU):.......cccciuiiiieereeeiee ettt esee st s s s s s e se e e she s e st e e e nnens OYes O No
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 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 YOUF FESPITALOT?: ............ciiiiieeietiee et e et et s s e sae e e e ee e et e st sensnt st s eneseeanenenees [J Yes [0 No
If “yes,” describe this protective clothing and/or equipment:

14. Will you be working under hot conditions (temperature exceeding 77 deg. F)?:............coocvvveeecerennnne. O Yes I No
15. Will you be working under humid conditionS: ..ottt et e e e e 0O Yes O 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):

CHEMICAL/PRODUCT NAME MAXIMUM EXPOSURE LEVEL DURATION

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):
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