RESPIRATOR PHYSICAL

ﬂ EXAMINATION FINDINGS
i CLINIC SITE
ALLI NA Address
Hospitals & Clinics Occupational Health Program
Phone Fax
EMPLOYEE NAME SS #

COMPANY

TO BE COMPLETED BY PHYSICIAN

| HAVE EXAMINED THE INDIVIDUAL ABOVE AND FIND: (check one)

[ 1 1. Employee approved for respirator use.
[ 1 2. Employee approved for respirator use with the following restriction(s):

[ ] 3. Medical recommendation reserved pending additional medical information or treatment.
[ 1 4. No respirator use is permitted for this individual at this time.

[ ] 5. Follow-up is recommended for further evaluation. Explain

THE EMPLOYEE HAS BEEN INFORMED BY ME (the undersigned physician) [ ]YES
OF THE RESULTS OF THE MEDICAL EXAMINATION AND PROVIDED WITH A COPY |:| NO
OF THESE FINDINGS. [ 1 N/A
MEDICAL QUESTIONNAIRE ONLY:
AFTER REVIEWING THIS QUESTIONNAIRE, | FEEL THIS INDIVIDUAL NEEDS TO |:| YES
BE SEEN OR A MEDICAL EVALUATION AND/OR FOLLOW-UP. HOWEVER, PROPER [ 1 NO
FIT TESTING IS NEEDED, BEFORE BEING ALLOWED TO WEAR A RESPIRATOR. [ ] N/A
X / /
PHYSICIAN SIGNATURE DATE

PHYSICIAN NAME (please type or print)

ADDRESS

PHONE
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INITIAL RESPIRATOR MEDICAL
ﬂ EVALUATION QUESTIONNAIRE

i CLINIC SITE
ALLI NA Address

Hospitals & Clinics Occupational Health Program

Phone Fax

Employer shall provide supplemental information for the health care provider, before recommendation of an employee’s
ability to wear a respirator. Copy of the Employer’s Respiratory Protection Program must be provided to the health care
provider.

EMPLOYEE SOCIAL
NAME SECURITY
NUMBER
TO BE COMPLETED BY EMPLOYER: All information must be completed for Respiratory Approval
COMPANY
PROJECT JoB SUPERVISOR
PHONE

1. Respirator Type: (Check all that apply) 2. Expected physical work effort:
[ ] Dust/mist mask  [] Canister/cartridge [ ] SCBA []Light [ Moderate []Heavy

[] Other Weight

4. Length of time respirator is worn during day:

3. Days/Week: (including use for rescue & escape) []Lessthan1hour []1-5hrs. []5-12hrs.

[JLessthan1 []1-4 [] Almost every day

5. List additional protective clothing & equipment work

6. Temperature & humidity extremes which may be encountered

7. Any supplemental information

8. What substances are you currently or potentially exposed to requiring a respirator?

X / /

SUPERVISOR SIGNATURE DATE

CONTINUE 1=
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FITNESS & HISTORY

EMPLOYER:

Answers to questions in Section 1 — and to Question 9 in Section 2 of Part A — do not require a medical examination.

EMPLOYEE: Canyouread? (O No QO Yes

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 this Questionnaire to the health care professional who will review it.

PART A - SECTION 1 (Mandatory)

Questionnaire (include Area Code):

NAME DATE
AGE HEIGHT WEIGHT
[1Male []Female
Phone number where you can be reached by Best Ti
the health care professional, who reviews this . es Ilme
Phone: ( ) To Call:

JOB TITLE

1. Has your employer told you how to contact the health care professional, who reviews this Questionnaire?

O No QO Yes

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

Disposable Respirator: [ ] Non-Oil Resistant [ ] Resistant to Oil [] Oil Proof
(Dust/filter-mask, non-cartridge type only)

[] Other Type: (i.e. half- or full-face piece type, powered-air purifying, supplied-air,
self-contained breathing apparatus).

3. Have you worn arespirator? (O No (O Yes - If “Yes,” what type(s)

18. Provide the following information - if you know it — for each toxic substance to which you will
be exposed, when you are using your respirator(s):

O Toxic substance

Estimated maximum exposure level per shift

Duration of exposure per shift

® Toxic substance

Estimated maximum exposure level per shift

Duration of exposure per shift

® Toxic substance

Estimated maximum exposure level per shift

Duration of exposure per shift

® The name of any other toxic substances to which you will be exposed, while using your respirator

19. Describe any special responsibilities you will have, while using your respirator(s), which may affect the
safety and well-being of others (i.e. rescue, security):

PART A - SECTION 2 (Mandatory)

1. Do you currently smoke tobacco, or have you smoked tobacco in the last month? ................................... @)

2. Have you ever had any of the following conditions?
A, SEIZUIES (fILS)? ..veuveuiireierieteiete et et et ettt e et et et ete s e et s et eseebe e eaesseseese s eseeseeseseesenseseesenseseasessese s eseerenneneanens @)
D. Diabetes (SUGAr AISEASE)7 ....oiueiiieiiiiiiiee ettt ettt e ettt e e st e e e aaae e e e e e aab e e e e e eaass e e e e e aneee e e e e asaeee e e nneeees @)
c. Allergic reactions that interfere with your breathing?..........ccuuviiiiiie e ™
d. Claustrophobia (fear of CloSEd-IN PIACES)? .....uuviiiiiieeiiiiieccee e e e e e e e e e r e reeeaaeeeaean ™
€. Trouble SMEIING OGOIS? .....eeeeiiiii ettt e et e e et e e e e s e e e e ne e e sbe e e e neeesnseesaneeeeanneesanreesaneeenns @)

3. Have you ever had any of the following pulmonary or lung problems?
B, ASDESTOSIS? ...uvvuiieteiitete ettt ettt ettt ettt ettt te et te e b e ae s b e Rt s b e ntes et e et e b e et ese st ese e b ene s ssenens @)
. ASTNIMA? ...ttt ettt h et b et et e e e e A e R e e e e eRe e eE e Rt e e A e Rt £ e A e Rt eE e R e Rt et eE e Rt et b e Rt et et ene s eseneeeenas @)
C. CRIONIC DIONCRIIS? ...viuetiiiieteiieietee ettt ettt ettt ae e e s et sese e s e e e et e se s e s eneseeseneseeseneesesaneesenens @)
. EMPNYSEMA? ..ttt ettt ettt ettt et et eae et e e esesa e e et e seeseebenseseeaesseseesenseseasensesesseseesensensesensennas @)
€. PNBUMONIA? ... vttt ettt ettt et e bbb e b e se e e e st e b e b esese s ee s s e s e b e s e snse e st s s et esesn s e s e e e ™
£ TUDBICUIOSIS? ...ttt ettt s e s et e et e s esesesese s asas s et eseseseasss s s s esesesesessas s s esesesas ™
Lo TS [TeT 1T OSSPSR @)
T = =TT 4 oo - OSSPSR @)
R U Vo =Ty Yo=Y o OSSPSR ™
j- Coughing up blood in the 1ast MONT? ........eiiii e @)
K. ANy CheSt iNJUIIES OF SUIGEIIES? .. ..uueeeieiieiieeie e e e e e e e ettt e e e e e e e e e es e s eeeeeeeeeeeasaassssareeeeeeaaeeeeeaaannnnnrnnnnes ™
[.  Any other lung problem that you have been told about? ... ™

Respirator Medical Evaluation Questionnaire
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FOR MEDICAL OFFICE USE ONLY:
EMPLOYEE NAME COMPANY
HT. WT. BLOOD PULSE POST EXERCISE
PRESSURE min. | PULSE min.
SMOKING:
[ No / Never [ Yes / Currently ] Quit # Years # Packs/day
WITHIN NOAMAL LIMITS: DNo  DlYes  LINA WITHIN NORMAL LIITS: DNo  DlYes  LINA
PHYSICAL EXAM N | Ab PHYSICAL EXAM N | Ab
1. Eyes 8. Beard/mustache
2. Nose 9. Neck
3. Oropharynx 10. Lung
4. Teeth 11. Heart
5. Quter ear 12. Extremities
6. Ear canal 13. Other:
7. TM’s
Comments
X /]
PHYSICIAN SIGNATURE DATE
PAGE 7
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11.

12.

13.

14.
15.
16.

17.

How often are you expected to use the respirator(s)? (Check all that apply)

Q. ESCAPE ONIY (NO FESCUE)? ...ttt ettt e e e e e e e ettt et e e e e e e e e e s e sseaeeeeeeaeaeeee e nnnnnteneeeeaaaaaens @)
o T =l g 1T 0 1T oy YA (oY T o 1Y) Y S ™
C. Less than 5 hours per WEEK? ... e e e e @)
(o N TS { g =T 2 o o U o 1= e b= S ™
€. 210 4 NOUIS PEI TAY7? ....uiuiiuiuiieteeeeetetete ettt tese et e s e et et ese e eeese e eseseeesese e e seseaeesese e esese e eseneaeesaneasanan @)
LT @ 1= Yo U TE = oY= o L= AV O ™

During the period you are using the respirator(s), is your work effort:

a. LIGHT (less than 200 KCal PEIr NOUI)?....cccc it e ettt e e e e e e e e s e e e e e e e e e e s nnnreeeeeeeeeaeean ™

e [f “Yes,” how long does this period last during the average?
SHIFT HOURS MINUTES

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 t0 350 KCal PEI NOUI)? ....eeeeeeeeieeeee e ettt e e e e e e e e e e e e e e e e e e e e nennnseeeeeeeaeeeean ™

¢ |f “Yes,” how long does this period last during the average?
SHIFT HOURS MINUTES

Examples of a 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 2mph or down a 5° grade about 3mph;

or pushing a wheelbarrow with a heavy load (about 100 Ibs.) on a level surface.

C. HEAVY (about 350 KCaI PEI NOUN?Z.....euiieeeeeieteeeteeeeeeeeeeseseesesestessssssessssesassessessssssesssssesssssssesssnsssssnns ™

e [f “Yes,” how long does this period last during the average?
SHIFT HOURS MINUTES

Examples of a heavy work effort 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° grade about 2mph; climbing stairs with a heavy load (about 50 Ibs.).

Will you be wearing protective clothing and/or equipment (other than the respirator),

when you are USing YOUr reSPIrator? .............cooiieiiiiiiiiiiiiceiee e e e e e e e e e e e e e s s ee e e e e e e e e e e e e e s annnnnnneees O

e [f “Yes,” describe this protective clothing and/or equipment:

Will you be working under hot conditions (temperature exceeding 77°F)?...........coooiiiiiiii e @)
Will you be working under humid conditions?...............ccoocuiiiiiiiiiiice e ™
Describe the work you will be doing, while you are using a respirator:

Describe any special or hazardous conditions you might encounter, when you are using your

respirator(s) (i.e. confined spaces, life-threatening gases):

Respirator Medical Evaluation Questionnaire
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4. Do you currently have any of the following symptoms of pulmonary or lung iliness?

Q. SHOMNESS Of DIEATNT ...ttt e et s e et e e et ee et e e eeebeneeeeseneeeebenessesaneeeenens @)
b. Shortness of breath, when walking fast on level ground or walking up a slight hill or incline?.............. ™
c. Shortness of breath, when walking with other people at an ordinary pace on level ground?................ @)
d. Have to stop for breath, when walking at your own pace on level ground?............ccooeciiieieeeeeeeeeeeeee ™
e. Shortness of breath, when washing or dressing YOUrSelf?.......ocueiiiiiiiiiei e @)
f.  Shortness of breath that interferes with your jOD? .......cooo oo ™
g. Coughing that produces phlegm (thiCK SPUTUM)? ..o @)
h. Coughing that wakes you early in the MOrNiNg? ... e e e e e esnnees ™
i. Coughing that occurs mostly when you are Iying dOWN? .........ooiiiiiiiiiieieee e @)
j- Coughing up blood in the 1ast MONTN? ... e e e e e e e e e e nannnes ™
O ToY Y Yo ST @)
[.  Wheezing that interferes With YOUr JOD? ....ceeie i i e e e e e e e e e e e s nnnnnes ™
m. Chest pain when you breathe deeply? ...... . oo @)
n. Any other symptoms that you think may be related to lung problems? .........cooocciiiieeeeee s ™
5. Have you ever had any of the following cardiovascular or heart problems?
A, HEAM GHHACK? .....vcveveececee ettt e b ettt b bttt et b s n sttt aesene s s s et besenin ™
(O TS} (7o) =Y ST @)
Co' ANGINA? oeieiiiie ettt ettt ettt ettt e b e b e s e s e st et et et e b oA e s e e ettt e b e A e A e A e e st A b et e b e s e et et s bt eaeaeae s st st ebesenin ™
Lo T o 1=V 0 - 1[0 OSSR @)
e. Swelling in your legs or feet (not caused by WalKing)?.........cooiiiiiiiiiiiiiiiee e ™
f. Heart arrhythmia (heart beating irreguIarty)?.........ooo i @)
Lo T o 1o a1 o) (oY e I T (= =X U L= 72T ™
h. Any other heart problem that you have been told about?..........coo i, @)
6. Have you ever had any of the following cardiovascular or heart symptoms?
a. Frequent pain or tightness iN YOUr CREST? ......uiiiiiiiieee e e e e e e e e e an @)
b. Pain or tightness in your chest during physical activity? ..........ccuviiiiiiiicie e @)
c. Pain or tightness in your chest that interferes with your job? ........cooviiiiciiie e @)
d. Inthe past 2 years, have you noticed your heart skipping or missing a beat? ........cccoecvceveiiicieee e @)
e. Heartburn or indigestion that is not related 10 €atiNg?........uveiiiiiiiie e @)
f. Any other symptoms that you think may be related to heart or circulation problems?............ccccoeeenn. @)

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

a. Breathing or [UNG ProDIEMS?...... .. et e e e e e e s ane e e e e s e anee e e e s eannneeeeeann @)
D, HEAM trOUDIE?.......vveieiiieietctetete ettt b s s e es et s b b e s e e s s s st sene e s s e nane ™
LoT = foToTo I T ( XS U OO @)
Lo TS T= AU 1L= SR (165) T ™

8. If you have used a respirator, have you ever had any of the following problems?
(11 HAVE NEVER USED A RESPIRATOR (PROCEED TO QUESTION 9)

A, BV ITIEALION?. . .cvvieetceiete ettt ettt ettt se et e s e e s ese e e b eae s e s ese et et ese et ebensesebeneesese s esese s esenens @)
o TS N =1 1=T o 1= T Tl = ] = PR @)
G ANXIEEY? ottt ettt ettt ettt ettt et st et te bt a et et e se et eae s b eae et b eae s s e et ebeat et ebeaseseae et ese s esese s ereneas @)
d. General Weakness OF faliQUE?........uiii ittt e s e e e s et e e e e s s aabee e e e s ernreeeeenaan @)
e. Any other problem that interferes with your use of @ respirator?........ccccceeiieviiie i @)

9. Would you like to talk to a health care professional, who will review this Questionnaire about
your answers to this QUESHONNAIIE?................c.ooiii e e ™

Respirator Medical Evaluation Questionnaire
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PART A - SECTION 2 (Questions 10-15) 3. Have you ever worked with any of the materials — or under any of the conditions - listed below?

T X 1T o XS OSSR ® O
10. Have you ever lost vision in either eye (temporarily of pemaNently)? ..............cccuwrrssssivvisirssssssvvniiesnn © O b. Silica (6.9. IN SANADIASTING)? ....c.eoveveririereririeieeseeee s eee s ete e e e sese e st sesesseseseesesessesesessesensssesensesesensases ®» ®
11. Do you currently have any of the following vision problems? c. Tungsten/cobalt (e.g. grinding or welding this material)? ... ® O
8. WEAr CONTACT IBNSES? ......vevveviiiieiieieietetesesee st sttt se e et e et st esese e s e st esesesese e s e s ssesesesene e s snnsnnee ® ® o TR = 1Y 0T O ®» ®
. WEAK GIASSES? ...ereeeeeeueueereresereetetet et e st seseeteteseses e e e sese e s e s eseseae e e seeeee et e s e s eae e e e e ee s esenene e e e e eeeaesenenis ®» ® LS N[04 1100 OSSOSO ® ©®
Lo @)oY o1 112 Yo 0TSO ® ® LI @ oY=V (A= 111 T ) ST ®» ®
d. Any Other ye OF VISION PrODIEIM? ......ccuiiueieeeeeceeeeeeeeee e et et et e e s e e e e e eee et e tesesseeesesssseestestesaeseearessesseanes ®» ® o TR () 1 OSSOSO ®» O
- _ Pe THN? oo eeeeeee e e e e e e e e e e s e eee e eeeee e ® O
12. Have you ever had an injury to your ears, including a broken ear drum?..................c.ooooiiiiiiiiiiiiiiininnne, ® O i )
. DUSTY ENVIFONMENTS? ...ttt ettt ettt te sttt e e e ese e eeese e esese e e seseaeebeseasebeneaseseneaseseneaseneneaseseeanan ®» O
13. Do you currently have any of the following hearing problems? j- ANy Other NAzZardOUS EXPOSUIES?.......c.uieeieeeeeeeeeeteeeeteeeeteeeeteeeeiseesesseeesesesessseeesesseesasseesasseeeasreeeeseeas ®» ®
T D1 1iToTU 1§ A g =Y U3V SRS ® O « If “Yes,” describe these exposures:
D. WEAr @ NEAINNG @IA7....c.cucuiiieiieeietetcteaeeet ettt ettt ettt e s sttt eseseae e st et esebesesese s s ssssesesesesenis ®» ®
C. Any other hearing Or ar ProDIBM? .........cccucueeueiieieeieieeteeteeete st e e ese et e e sesae e e e saessesesseseesessesessensesenas ® O
14. Have you eVer Had @ DACK IMJUIY? ..........oo.e oot e et et e et et e e e et e eeeeeeeeeeseeneeeeereeeeeeeeeeesneeereneeeeens ®» ®
15. Do you currently have any of the following musculoskeletal problems? 4. List any second jobs or side businesses you have:
a. Weakness in any of your arms, hands, 1€gs, OF fEE17 ... O Q
(o TN = =Yoo= 1 TSRS ® O
c. Difficulty fully MOViNG YOUr @rmMs aNd 1€0S7? ......ccveveveeeeeereeeereeeeeeeeeeeeseeeeeseseeesseseesesesseessessesssessssssessasesas ®» ®
d. Pain or stiffness, when you lean forward or backward at the Waist? ...........ccceeeeereierireieriseieneeeeeeas ® O
e. Difficulty fully moving your NEad UP OF QOWN?.......c.eureriiirieeeeeeeeeeeesesesesesssssssesesessesesssessssesssesesesesens ® O 5. List your previous occupations:
f.  Difficulty fully moving your head Side 10 SIAE? ........ccceeveieueiieiiiecieeete et ® O
g. Difficulty bending @t YOUI KNEES?..........ccueuiiiiieeerereseieieee ettt et es s esne ®» ®
h. Difficulty squatting to the GroUNA? ...........cecveuiiieieiiiee ettt se e b e aeenns ® O
i. Climbing a flight of stairs or a ladder carrying more than 25 IbS.? ........cooiiiiiiieiiiiee e ®» ®
j- Any other muscle or skeletal problem that interferes with using a respirator? .........ccccoooveiiiiiieeennne ® O . .
6. List your current and previous hobbies:
Comments

7. Have you been in the Military SEIVICES?............ooo ottt e e e e e as O
¢ If “Yes,” were you exposed to biological or chemical agents (either in training or in combat)?............ @)

8. Have you ever worked on @ HazMat Team? ...............ccooiiiuiiiiiiici e ® O
PART B

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

OO

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

”
lower than normal amMOUNES OF OXYGENT..............cuiiiiiuiiiirieieeiee ettt ee e ee e e s e s se et e se e b eneeeeseneseesans ®» O reason (iCluding over-the-Coutter MEdiCatONS)? ... ® O
e If “Yes,” do you have feelings of dizziness, shortness of breath, pounding in your chest, or e If “Yes,” name the medications, if you know them:

other symptoms when you are working under these conditions? ..........ccoeererreiereeneseeesese s ®» O

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
CREIMICAIST ...ttt ettt e et et e s e s e e A e Re At ee e b e ne s e R e e e s e s e e et ene e ebeneae et eneaeenanis ® O

e If “Yes,” name the chemicals, if you know them:

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

B, HEPA FIlEIS? ....vvvieiiiie ettt ettt ettt a s s e s e s s s st e s s e s e s e e s s st e b b esese e s en s enee ®» ®
D.  CaniSters (7.6, GAS MASKS)? .....cuiiiiieuirieteireeiee et ete et te e ete e eee s e e s tese e sese st e seseaeeae e asebeneaseseneaseneneasereeanas ®» O
oS OV (1o [0 1= OO OO OO T TR ®» ®
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