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Appendix C to Sec. 1910.134: OSHA Respirator Medical Evaluation Questionnaire (Mandatory)
To the employer: Answers to questions in Section 1, and to question in Section 2 of Part A, do not require a medical
examination.
To the employee: Can you read? CheCK ONE: ...t sttt e se et st st e s e s s e Yes No
Your employee 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 complete, print and bring form with you to your mask fit testing).

Department/Job title
A phone number where you can be reached by the health care professional who will review this questionnaire
(include the Area Code):
9. The best time to phone you at this number:
10. Has your employer told you how to contact the health care professional who will review this questignnaire

1. Today’s date:

2. Your name: Employee #
3. Your age (to the nearest year):

4. Sex (circle one): Male Female

5. Your height: ft. in.

6. Your weight Ibs.

7.

8.

(6] 0 T=To1 Qo 1 1<) OO Yes No
11. 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 piece type, powered air purifying, supplied air, self-
contalned breathing apparatus).
12. Have you worn a respirator (circle one).............. Yes N If “yes,” what type(s):

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 vyou currently smoke tobacco, or have you smoked tobacco in the last month?..................... Yes No
2. Have you ever had any of the following conditions?

Q. SBIZUIES ittt e et ehe sh e et R b e et eb she e et e nenen et ereerenees Yes No

D.  Diabetes (SUGAI iSEBASE) . ..iiuiiiireieeeete e sttt ettt aes e e teste st e eses s b e s eresaesbe st se e sessaesasernans Yes No

Allergic reactions that interfere with your breathing:........ccccovvieicice e Yes No

d. Claustrophobia (fear of closed-in PlaCES):.....ccivceiieriee e st atees Yes No

€. Trouble sMelliNg OUOrS:.......cociiie ittt st er s e e sreste st sne e sssessessssesseneeseessenes Y @) No

3. Have you ever had any of the following pulmonary or lung problems?
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B. ASDESTOSIS ...t b e et e e r b st ee s b er e e Yes No
. ASENIMIA e et et et e etk bttt ettt st a et ene et nea et eae s Yes No
C. ChroniC BroNCRItiS . ettt s e et s e Yes No
o TR X 0o a1V 2= 5 o = OO OO OO RO O ETUSTORPTPRIN Yes No
€. PRBUMIONIA .. ettt ettt et s e et s s e e et ese b se se st en s en et ene e e nan Yes No
fo TUBDBICUIOSIS ettt ettt sttt et et st eae seb et st b b sttt eeebebeae s Yes No
=Y | ol 0 3 3O Yes No
h. Pneumothorax (Collapsed IUNG) ... .ottt et st e r s es s s sre et st snaen Yes No
[T AU o V=3 G- o[l <] OO OO PO TO O UO PRSPPI Ye No
Jo BIOKEN RIDS: ettt ettt ettt st et et st et b e b bt e s e e e saeebeebestsansasarsaesbesbenseaneeate sre st s Ye No|
K. ANy Chest iNJUIIES OF SUMGEIIES: . .iiiiiteicece st eette ettt s te st st e e b ettt esesbe st see e e sesbebassersans ane Yes N
I.  Any other lung problem that you’ve been told about:..........cceeverenieiine i Yes No
Do you currently have any of the following symptoms of pulmonary or lung illness?
3. ShOrtNESS OF DIrEatN:. ...t st et s et b st e en s Yes No
b. Shortness of breath when walking fast on level ground or walking up a slight hill or incline:....Yes No
c. Shortness of breath when walking with other people at an ordinary pace on level ground.:......Ye No
d. Have to stop for breath when walking at your own pace on level ground:.........cccocoeeveveievennnns Yes No
e. Shortness of breath when washing or dressing yourself:..........coovvveieieciecincenene e Yes No
f.  Shortness of breath that interferes with Your joD:.....ccouovieie i Yes No
g. Coughing that produces phlegm (thick SPUtUM):.......cooeeiiirie e e Yes No
h. Coughing that wakes you early in the MOrnNiNg:......cccoveieie e Yes No
i. Coughing that occurs mostly when you are lying doOWN:.......c.ccveieieiccniese e e Yes No
j. Coughing up blood in the [ast MONTN: ... e e s Yes| No
SOV oY= ] =TSRRI Yes No
I.  Wheezing that interferes With Your JOD ... e Yes No
M. Chest pain When you breathe deeply ... et st r s e aae s Ye - No
n. Any other symptoms that you think may be related to lung problems:.........ccccecvvivinerecenvecenenen Yej_ No
Have you had any of the following cardiovascular or heart problems?
Q. HEAM @tEACK . et et et st e b b et st e s st en et eae s Yes No
. SETOKE et e et st st et st b et e b et etk s bbb st es e et e tnens Yes No
LT Y o V-1 - TSSO Yes No
. HEAM FAIUIE et et s e e s e e ebe s b e sr s er e e b e n e Yes No
e. Swelling in your legs or feet (not caused by Walking):........cccvveveeeeiece e Yes No
f.  Heart arrhythmia (heart beating irr@guUIArIY) ... e Yes No
L= T4 o o] [ oo I o T cE Y T OO OO RO Yes No
h. Any other heart problem that you’ve been told about:.........cccccueiviviiceece e Yes No
6. Have you ever had any of the following cardiovascular or heart symptoms?
a. Frequent pain or tightness in YOUr CheSti ... e st s s Yes No
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b. Pain or tightness in your chest during physical actiVity:........cceeeeveiiiseieceeee e Yes No
c. Pain or tightness in your chest that interferes with your job:.......c.covveiieievieceece e Yes No
d. Inthe past two years, have you noticed your heart skipping or missing a beat:.........cceuverveneee. Yes No
e. Heartburn or indigestion that is not related to €ating:......cccccuviviviciienie e Yes No
f.  Any other symptoms that you think may be related to heart or circulation problems............... Yes No
7. Do you currently take medication for any of the following problems?
a. Breathing or IUNG ProblemsS: ... e e et e st s Yes No
D, HEAM ErOUBIE ..ttt e et e b e s s e n i Yes No
LB =1 ToYo Yo I 0T <Y U OO OO PO PR SRS Yes No
O SBIZUIES ettt sttt st ettt sttt et b s et et et sea et e se s et ea seeea bt eae st b et eae sen s et ebenenns Yes No

8. If you've used a respirator, have you ever had any of the following problems? If you’ve never used a respirator,

skip to question 9.

- T Y g =) 4 o] o OO OO OO OO O POV OUPRRPRRRPRPPI Yes No
D, SKIN QllErgies OF FASNES:...cciiiceee ettt e sttt st st e es et seb et ereane et saenes Yes No
Co ANXIBEY ettt sttt ettt sttt ettt st she b e e sae et be st she e b eea e saeaesben b sheebaen st saeaesbenatesaeenraen Yes No
d. General Weakness OF fatiGUE: . ..cuiciiie vttt sttt st s s e e s b se e anas Yes No
e. Any other problems that interfere with your use of a respirator:........cccceevveeve e venrveneercneene, Yes No
9. Would you like to talk to the health care professional who will review this questionnaire about your answers to
18 0 o [V =T 4T o T o I Y I S U SUPUPSRRN Yes No

Questions 10 to 15 below must be answered by every employee who has been selected to use either a full-faced 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)?.......ccceeieiniinninnienienneenn Yes No
11. Do you currently have any of the following vision problems?

Q. WEAr CONLACE [ENSES ... ettt ettt e s es e s e e e s s e e s e e senaas Yes No

LT T = b Ty TS RS RUSTRROR Yes No

LR @o ] (o] il o] 1 o NSO TSSOSO PSSR PSR Yes No

d. Any other eye or ViSiON Problem. ...ttt e s e s e Yes No[ |
12. Have you ever had an injury to your ears, including a broken ear drum?........ccccccvviviieeeiiniceeeeeninenn. Yes No .
13. Do you currently have any of the following hearing problems?

Q. DIffiCUILY NEATING: oottt st e e bt se et e st st se e e e s teb et e e anean ene Yes No

b. Wearing @ hearing @it.... ...ttt e e e e s s b s eneaneene e s Yes No

C. Any other hearing or €ar ProbIEM ... ... e et st sre e s e es e e e s eeraenes Yes No
14. Have you ever had @ Dack iNJUIY . ... . ettt e e e e e e et er e e e e e e e eeessaaasasaeaaeaaeens Yes| No
15. Do you currently have any of the following musculoskeletal problems?

a. Weakness in any of your arms, hands, legs, or fEel......umiiiiiieieceee e Yes No

Lo ST 1ol o - 1 OO OO OO PO Yes No

c. Difficulty fully moving your arms and [€8S:.......ccuuviriireeiiie ettt sttt Yes No
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d. Pain and stiffness when you lean forward or backward at the waist:........ccccoeeeveeierereveceieinreree, Yes
e. Difficulty bending at the KNEES ...ttt sae s senr e Yes
f.  Difficulty sqUatting to the BroUNd ...ttt sbeebeste e e e s aersesbeaaean Yes
g. Climbing a flight of stairs or a ladder carrying more than 25 IbS.:.......ccveveiiivenienenrieeenenece e Yes
h. Any other muscle or skeletal problem that interferes with using a respirator:........ccccocevvvevecrennnns Yes
Permission for fit testing given by:
(Employee Signature)
Questionnaire reviewed by:
(Student/Employee Health)
Comments: Size: Overall fit factor: Fit test? . nvnniirinieeeee, Yes

THIS FORM IS NEEDED FOR MASK FIT TEST

- Please PRINT form and bring it with you to mask fit appointment at
Student Employee Health

- You can also save completed form on your computer/jump drive until when
ready to print form for mask fit appointment

No

No

No

No

No

No
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