Occupational Medicine Consultants, Ltd. Reception & Scheduling: 952-920-5663
6515 Barrie Road, Edina, MN 55435 Fax: 952-928-9006
www.occumedonline.com reception@occumedconsultants.com

RESPIRATOR CERTIFICATION QUESTIONNAIRE

Part A Section 1 (Mandatory completion by each employee required)

1. Today’s Date SS# or Employee ID# Company/Location
2. Last Name First Name
3. Age 4.5ex M[_]F[] 5. Height 6. Weight

7. Job Title or Description

8. Phone number you can be reached at by the medical professional who reviews this questionnaire:

Work Home 9.Besttimetocall AM[ | PM[_]

10. Has your employer told you how to contact the medical professional reviewing this questionnaire? Yes [ ] No [ ]

11. Check the type of respirator you will use (you can check more than one category):
a. [_JN, R, or P disposable respirator (filter-mask, non-cartridge type only)

b. [_]Other type (check all that apply): half mask [ ] fullmask [ ] scBa[] powered-air ] supplied-air ]

12. Have you worn a respirator before? Yes [ | No[ ] Types:

13. Facility Date of Test

14. Expected usage and duration (check appropriate level):
Escape only [ ] Emergency rescue only [ | <S5hrs/wk [ | <2hrs/day[ | <2-4hrs/day[ | <4hrs/day[ ]

15. Level of physical exertion: Light[ ] Moderate[ | Heavy[ | Intermittent[ | Sustained[ ]
16. Environment: Hot[ | Cold[ | Altitude>5000ft.[ ] Confined space[ | Wearing heavy equipment[ ]

17. Potential exposures: Dust[ | Asbestos| | Cotton[ | Silica| | Ammonium[ | Tungsten[ | Beryllium[ |
Aluminum [_| Coal[ ] Iron[ ] Organicchemicals[ ] Others

Results (Respirator certification requires proper training, fit testing, and absence of facial hair that interferes with seal.)
|:| Approved for NIOSH certified respirator usage without restriction
|:| Approved for NIOSH approved respirator usage with the following restrictions:
N, R, or P (dust mask) only [ | Pos. Pressure[ | SCBA|[ | Neg.Pressure [ ] Air Power[ |
[ ] Other restrictions:

[ ] Not qualified because

[ ] Qualification requires additional information or testing

[ ] The evaluation indicates that there may be a medical problem requiring consultation with the
employee’s physician

Next recommended respirator certification assessment? Date

Questionnaire only [ | PFT[ ] Other

(I have reviewed the results of this employee’s medical examination in compliance with OSHA 29 CFR 1910.134)

Physician Signature Date

Thomas C. Jetzer MD MPH [ ] Richard Hirt MD [ ] Other
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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 of respirator (please check “yes” or “no”).

1. Do you currently smoke tobacco, or have you smoked tobacco in the last month?........cocooiiiiiiiiiiieee Yes[ ] No []

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

L. SEIZUIES (FIES)..vuvuvirereeeeeeteeeseeeesetetesesseseseetesssesesese et eses et et s sasseteses s e s seesetes et s s sseee et et es s e s ee et et et et esssan e et et et essnsnsee et st et s nens et etesanananenes Yes[ ] No[]
D o= T YU Yoo [ Y =T 1Y =) ISP Yes[ ] Nol[]
3. Allergic reactions that interfere with Your Breathing ..........coooioiiiiiiiiii e Yes[ ] No[]
4. Claustrophobia (fear Of ClOSEA-IN PIACES) ..c..iiuiiiiriieiee ettt b et b e et b et et e sbe e e e besbeenean Yes[ ] No[]
5. TrOUDIE SMEIIING OUOFS. ...ttt ettt ettt ettt ettt e e st e b et e e es e e s e b e e es e es e sensen e es e b e st eneeseese st antesessenseneesessenean Yes[ ] No[]

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

1. Asbestosis ..... No []
2. Asthma.....cccceveneee. No []
3. Chronic bronchitis... No []
4. Emphysema ............ . No []
B PIIRUMIONIA. 1..eitvvtteeeeacecaete s st et et bbb esesae s et e bbb s sseebese bbb ses et et ebe bbb ase et et e b b es s anae s et et s s e s s ee b et e b s assnsesebebebesasaneet et et e s s s ananaetera No []
B. TUDEICUIOSIS 1...vvvvtieceeeetcte vttt ettt aete bbbt a et et e bbb s s et et e b b s ss s et et et b e s b asae s et eb st s s s eea et e bbb snses et esebessssnsst et ebeses s ananantesas No []
T THCOSIS w.vvveviieiectetesetet et esete st ettt a et et e bt s aeaete b s e s se s et et e b b e se s e et et e bbb as A At e b e bbb as A At e b bt e e A et et bbb s A et e bbb s an s et et et e b s s e et tnas No []
8. PNeUMOthorax (COIAPSEA TUNE) ...couiiiiiieiieiiei ettt h e h et bt s e b bt e bt et e eb e e at et e s bt e sb e b e e bt enb e besbeeseenbesaean No []
9. LUNE CANCET w.viveveteeaitieeteteteteeeeaeae st s et s asae s et et s s ssssae s et s b sssesea et e s b s sss st et e b e bbb es e et et e s s e s se s et et bbb sse et et e b s sssns st etebe s ssnssaetebesesesananaetasa No []
0. BrOKEN [0S vttt ettt ettt ettt ettt s st bbb s et et e s ae s e et e bbb e et et s b b as e et et bbb e et et et b an et et et s s anaees No []
11. Any chest injuries or SUrgeries.......cccvvveeveeneerveseennens No []
12. Any other lung problem that you've been told about No []
4. Do you currently have any of the following symptoms of pulmonary or lung illness?
1. SHOTENESS OF DAL ...ttt ettt bbbttt bbb s e bbb b a et b et bbb a et et e bbb s s s et et e bbb ss s et et s s s e Yes[ ] No[]
2. Shortness of breath when walking fast on level ground or walking up a slight hill orincline ..........coceoeviniiininiieeee, Yes[ ] No[]
3. Shortness of breath when walking with other people at an ordinary pace on level ground..........cccoceeveveneniieninenieneneeee Yes[] No[]
4. Have to stop for breath when walking at your own pace on level round ..........cc.ooieieiienenieienceee e Yes[ ] No[]
5. Shortness of breath when washing or dressing YOUISEIf .........c.oiuiiiiiiiiiieeee et No []
6. Shortness of breath that interferes With YOUT JOD .....cc.oiiiiiiiiie ettt No []
7. Coughing that produces phlegm (thiCK SPUTUM) .......oiuiiiiiii ettt sttt b et sbe et et sbe e enbesbeeneens No []
8. Coughing that wakes you early in the morning ................. No []
9. Coughing that occurs mostly when you are lying down ... No []
10. Coughing up blood in the last month .........ccccoeveiienene No []
11 WHEEZING ...evvvieet ettt ettt ettt a bbb b bt et et st b s s s et bt s s s et et e s as e s e et s e b b e s e e et et bbb s eet et et bbb an e et et et et s e et bbb s s anaees No []
12. Wheezing that interferes With YOUT JOD......co.iiii ettt be ettt e b st e it nesbesreens No []
13. Chest pain When You Breathe dEEPIY .....c...ii ittt sttt e e st e bt e b e sse e e sneebeenneennne s No []
14. Any other symptoms that you think may be related to [UNg ProblemMS ..........cooiiiiiiiiiii e Yes[ ] No[]
5. Have you ever had any of the following cardiovascular or heart problems?
1. HEAIE ATEACK c.vvovecveveeeeeecee ettt eae e e sae e e s sae s s se e s s ae s s s et esssaessaesesaesessss e s s s et s s e e s snsesen st esassessssesnaes s ane s s s esneetenseaesraesenans Yes[ ] No[]
2. Stroke............ Yes[] Nol[]
3. Angina........... Yes[] Nol]
4. Heart failure.. ..Yes[ ] Nol[]
5. Swelling in your legs or feet (not caused by walking) .. ..Yes[ ] Nol[]
6. Heart arrhythmia (heart Deating iIrTEGUIATIY) ........cuvcueeeceeeeeceeeeeee ettt s st enassens st s st en et enassesenen Yes[ ] No[]
7. HIN DlOOT PIrESSUIE..........eeveeeceieeeteeeee ettt s s s s et es et ee s e e s saesesas s e s s s et s s et ansseesssaesensssesassessssesnsssessnsssensesensstensssesanees Yes[ ] No[]
8. Any other heart problem that you've DEen t0Id @D0UL..........cevcueveeeeeeecee ettt ettt seses s seaesenaesenans Yes[ ] No[]

6. Have you ever had any of the following cardiovascular or heart symptoms?

1. Frequent Pain OF HHENTNESS 1N YOUF ChESE ......c.cviiiieiiieeteteieeeicec ettt ettt sttt sttt et st s ettt b s b as e et bbb s s s aeaesesanas Yes[] No[]
2. Pain or tightness in your chest during physical activity ........ Yes[] No[J
3. Pain or tightness in your chest that interferes with your job.........ccccecevininiicnene Yes[] No[J
4. In the past two years, have you noticed your heart skipping or missing a beat.... Yes[] No[J
5. Heartburn or indigestion that is NOt related t0 @atiNG.......uoiiiiieiiee e Yes[ ] No[]
6. Any other symptoms that you think may be related to heart or circulation problems .........ccccceviiriiiiiinieneeee e Yes[] No[]
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7. Do you currently take medication for any of the following problems?

1. Breathing OF IUNE PrOBIEMS .....c.iiiiiiicicvetet ettt b ettt s bbb bbbt eae s s bbb e s b ebebes et essasas s st s s esebesesens Yes[ ] No []
2. HEAIE TFOUDIE ...ttt ettt ettt ettt ettt ettt e s b ettt e s s s e e b e s e b e s et et et easasas st et e s e b e b e b et et aeanab st s e s et et et eteae s e e ananas Yes[ ] No []
3. BlOOM PrESSUNE .....vvvveieieieetetet et te st s ettt et e s e s e b e b esesessaeae s e s e s e s e s e s et et e seassess b s e s e s e s e b et et eaeasas st et eseb et et eteseseasas s b esesebebebesnsnsssnananas Yes[ ] No []
4. SEIZUIES (FIES)..veveuiriuiieiiitetetetetetetetes ettt et et et et et eteae st se b se s e b e s et e b et e aeasasss e b s e b e b e b e s et et eaeseas et b s esesebebeteseteseasas st bbb esebebetesnensnanananas Yes[ ] No []
8. Have you ever USed @ reSPirator DEFOIE?........coiuiiiiiiie ettt s e e st e e s be e e sbae e s bseesbaeeeabeeeessbeeessbeeesnsaaennee Yes[ ] No[]
If you've used a respirator, have you ever had any of the following problems:
I SN 1= e RO Yes[] No []
2. SKIN @IlEIZIES OF TASNES.....utiiiiiiiietit ettt ettt ettt e ettt e e ta e e e tb e e ebteeesbeeeabeeesbee e sbeeeasbeeesbeeasbeeeasbeeeanbaeeasseaessbeeesabaeesnsneennsen Yes[] No []
Y (=] 472 Yes[ ] No []
4. GeNeral WEAKNESS OF TATIGUE .. ..viiiiiiiiiiie ittt ettt et e et e et b e e s ab e e e sabeeesabeeeasseeeeabeeesabeeeasbaeesabeeesabaeeanbaeeenbeeesabaaeansaeeans Yes[ ] No []
5. Any other problem that interferes with your Use of @ reSPIrator .....ccccuiiiiiiiiiie e ae e e Yes[] No []

9. Would you like to talk to the health care professional who will review this questionnaire about your
ANSWETS £0 this QUESTIONNEIIE? ....vvieeeeeieieieeieeeteet ettt ettt ettt et ettt et e te e et ese et et ess et et ees et eseseeses s e et essstetensssesensetesens et eneanasenseeetenserenen Yes[ ] No []

Please comment on any “Yes” answers in questions 1-8 below:

If you have been selected to use a full-facepiece respirator or a self-contained breathing apparatus (SCBA), it is
necessary that you answer the following additional questions:

10. Have you ever lost vision in either eye (temporarily or PErmMan@ntly).......c.ccceeiieiiiiiiiieieeceeeee e sre e Yes[ ] No[]

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

L. WWEAE CONTACT IENSES. ..ttt ettt ettt ettt s bt s a e et e bt e s ht e sab e e bt e st s e eat e eab e et e e shseeateeate e bt e sbbeeabeeabeenaeesabeenbeenbnenasennee Yes[ ] No []
2 WEAE BlASSES ....eviveeeeeeteeee et ee ettt et et et s e eeeeee et et n e e e e ettt s s e et et e e et st a et et et et et et et et ettt e e et et ettt e et e s et et s nane et et es et et enanaetena Yes[ ] No []
I 0le] oY1 [T e OO Yes[] No[]
4. ANy Other €Ye OF VISION PrOBIEM .. ..iiiiiiiciee et e e st e e e e bt e e s ate e e e bt e e sabaeessbaeeeabseeeabaeesnsseeesseessteessseeaas Yes[ ] No[]
12. Have you ever had an injury to your ears, including a broken €ar drum ..........cccuiiiiiiiiiiiieiie e e Yes[ ] No []

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

L. DIffICUIY NEAING ...ttt ettt ettt sttt e e e et ettt e e et es et s s e e e et et et et s s ae s et et et st seneeees et st s s e eeesesssnananes Yes[ ] No []
2. WEAK @ NEAIINEG @IU.ciuiiiiiiiiiiiiie ettt ettt e et e e s te e e e be e e s baeeaatseeeabseesabaeeeasbeeessseeeasbeeeasbeeesbeeeanbeeesbeaessbeeesabeeeansaeennren Yes[ ] No[]
3. ANy Other NEAriNG OF @I PrODIEIM ...cc. iii ittt e sttt e et e et e e e e te e e ebeeesbaeeestaeesbbeesabaeesnssaessseesasseesnsseaasns Yes[ ] No[]
14. Have YOU @Ver RAA @ DACK INJUIY ..o..uiiiiiiiiiiieeciiee ettt e ettt e ettt e ettt e e ate e e ab e e e sabeeeasteeeesbeeesabeeeasteeeesbeeesabaeeansseeessseessaaeansseeans Yes[ ] No[]
15. Do you currently have any of the following musculoskeletal problems?
1. Weakness in any of your arms, hands, 1885, OF TEEL.......cccuiiiiiiiiiiie ettt s e s sta e e e bb e e eaaeeesaaeennes Yes[ ] No []
= 1ol o 1 OO Yes[ ] No []
3. Difficulty fully MOVING YOUF @rmMs @nd IEES ...ccccuiiiiiiiiiiiieeiite ettt ettt ettt e e sta e e e ab e e esabee e sbeeesabeeessbeeesstaeessseeesseeesnseaeanes Yes[ ] No []
4. Pain or stiffness when you lean forward or backward at the WaiSt ........c..eeiiiiiiiiiiiiie e Yes[ ] No []
5. Difficulty fully moving yoUr NEAd UP OF GOWN.....cccuuiiiiiiiiiiieciiie ettt ettt et e e st e e e etb e e e sabeeessbeeessbeeessbaeesstaeessseeesbeeessaaennns Yes[ ] No []
6. Difficulty fully moving your head SIdE T0 SIAE ......ccuuiiiiiieiiiiecee ettt e st e e st e e e s tb e e e s beeesstaeessbeeesbaeesnsaaennns Yes[ ] No []
7. DIifficulty DENAING Gt YOUT KNEES ....eiiiiiiieiiiie ettt s e e et e st e e e e te e e s sba e e eabaeeesbaeessbaeeeabaeeansaeeessseeenssaesnsseaanns Yes[ ] No []
8. Difficulty SQUAtEING 10 The GIrOUNG .. .oii it e e et e e e st e e e bt e e sbbeessbaeeeabaeesabbaeesbeeesseessbaeesseeens Yes[ ] No []
9. Difficulty climbing a flight of stairs or a ladder carrying more than 25 1bS .......ccciiiiiiiiiiiie e e Yes[ ] No []
10. Any other muscle or skeletal problem that interferes with USiNg @ respPirator........ccccoccvieiiiiiiiiieciice e Yes[ ] No []

Please comment on any “Yes” answers to questions 10-15:
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