Appendix:F

OCCUPATIONAL EXPOSURE HISTORY
AND OSHA RESPIRATOR MEDICAL EVALUATION QUESTIONNAIRE

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.

(Please check yes or no)

CAN YOU FRAM. ... .cuiiiteeteete et et ettt et et et et e et et e et e e teeteeteeteebeeaeeteeaeeseessessessessess et enteeteeteetestesteeteeteeseaneereereanis [l yes [ 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.

1. Today's date:

2. Your name:

3. Your age (to nearest year):

4. Sex (check one): [l male [ female
5. Your height: ft. in.

6. Your weight: Ibs.

7. Your job title:

8.

A phone number where you can be reached by the health care professional who reviews 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

QUESHIONNAITE (CHECK ONE) .. vviveeeeceie it et ete e eee et e steete st et e et e ete e etesbeesteestesaeebesreesbeeseesraesreeneesreesresneeeres 0 yes [ no
11. Circle the type of respirator you will use (you can circle 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-contained breathing apparatus)

12. Have you worn a respirator (CNECK ONE)...........couiiuiiuiiuiieeeieiee ettt ettt ettt teeve e eaneneas O yes O no

If “yes”, what type(s):




Part A, Section 2

(Mandatory) Questions 1 through 9 below must be answered by every employee who has been elected 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? ................cccooiiinnns 0 yes 0 no

2. Have you ever had any of the following conditions?
LTS T= VAU (=t (115 TP T R O yes O no
D.  DiabEteS (SUGAr BISEASE): ...ccveiveeireereieeeeteeieesteesteeeesteeete st e steestesteesteestesreebesrssstesseesrassreeneesresaresneesres 0 yes [ no
c. Allergic reactions that interfere with your breathing: ...........ccccoiiiiii e, [l yes [ no
d. Claustrophobia (fear of CloSEd-iN PIACES): ......c.ccueiviiviericieceeeeeee e O yes O no
LT N (o ¥ o) =R 0 =) | T To e o [o] £ 0 yes [ no

3. Have you ever had any of the following pulmonary or lung problems?
LT X! Y11 (0 11 1T O yes O no
o TR XY o o= Y [0 yes [ no
LT 1 31 o a1l T (o) ot a1 =3 USSP [l yes [ no
. EMPNYSEIMA ..oiiiiiiiee ittt ettt et e et e e te et e et e e teeaeeseese e st e st e st et et et et e eteeteeteeteereenas O yes O no
LI V=0T o To 1T AR [0 yes [ no
T o= ot U101 1 RSP SPR [l yes [ no
Lo TS T K1 L= O yes O no
h.  Pneumothorax (CONAPSEA IUNG) .. .ciiieie i eeteeceeeteeeteeee st ete et et eeetesreesbeeseessessreestesaeesteareesreeseeaneeas [0 yes [ no
TR 1 To [ o7 1 T ) TSRS [ yes 0 no
FTR =30 1 T K= P O yes O no
K. ANY ChESE INJUNES OF SUIMGEIIES: ...iieiiieiieiee e e e e e e e e e et e e e e e e e et e s st e e e e e e eeeesassnnnsnnteeeneeaeeeeeesnnannns [0 yes [ no
I.  Any other lung problem that you've been told about:.............cooiiiiiiiiiii e [ yes 0 no

4. Do you currently have any of the following symptoms of pulmonary or lung illness?
LTS T 11 oIl oL 014 =T L0 [0 yes [ no
b. Shortness of breath when walking fast on level ground or walking up a slight hill or incline: ............. [ yes 0 no
c. Shortness of breath when walking with other people at an ordinary pace on level ground................ O yes O no
d. Have to stop for breath when walking at your own pace on level ground:...........cccccccveeeiiiiiienreennins [0 yes [ no
e. Shortness of breath when washing or dressing YOurself: ..., [l yes [ no
f.  Shortness of breath that interferes With YOUT JOD: ........c.cciviiiiiiie et O yes O no
g. Coughing that produces phlegm (thick SPUUM): ... 0 yes [ no
h. Coughing that wakes you early in the MOIMING:.........ooouiiii e [l yes [ no
i.  Coughing that occurs mostly when you are Iying dOWN: ...........uuuuiiiiiiiiiiie e O yes O no
j. Coughing up blood iN the [aSt MONEN: .....c..ceiieeiiiie ettt s re e sre e ere e ers 0 yes [ no
L Y o 1=y 213 Vo SRS [ yes 0 no
I.  Wheezing that interferes With YOUT JOD:.........ciiiiiiice et st sre et s sebe e sessrae e O yes O no
m. Chest pain When You Dreath AEEPIY: ......c.ccvierieee ettt te et steeraesreebesreesreseeers 0 yes [ no
n. Any other symptoms that you think may be related to lung problems:............ccccoiiiiiiiiiii e [ yes 0 no



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

LT ooV =i r= Yo L 0 yes [ no
o TR {0 (= USSR [ yes [ no
LT Y o Vo 11T AR O yes O no
Lo I =TV =Y 1[0 T 0 yes [ no
e. Swelling in your legs or feet (not caused by Walking): .........cccoiimiiiiiiiiie e [l yes [ no
f.  Heart arrhythmia (heart beating irregularly):
Lo T [T o o] (oo e I ] (= =10 (= 0 yes [ no
h. Any other heart problem that you've been told about ... [l yes [ no
6. Have you ever had any of the following cardiovascular or heart symptoms?
a. Frequent pain or tightneSsS iN YOUI CheSt: ... e e e 0 yes [ no
b. Pain or tightness in your chest during physical aCtiVIty:............cooiiiiiiiiiiii e [l yes [ no
c. Pain ortightness in your chest that interferes with your job: ..., O yes O no
d. Inthe past two years have you noticed your heart skipping or missing a beat: ..........ccccccccvvveeeennnnn. 0 yes [ no
e. Heartburn or indigestion that is not related t0 €atiNG: ..........cooiiiiiiiieiii e [l yes [ no
f.  Any other symptoms that you think may be related to heart or circulation problems:....................... O yes O no
7. Do you currently take medication for any of the following problems?
a. Breathing or IUNG ProBIEMS: ......c.iiiiiii ettt te et et e te s e steeaesneesaeeneens [l yes [ no
[T o T T A1 (01U o] = O yes O no
LT = [o Yo Lo I o T4 =Y U = A [0 yes [ no
(o IS = U (11 USROS [ yes 0 no
8. If you've used a respirator, have you ever had one of the following problems? ..........cccccooiiiiiiiiiiennnnnn. O yes O no
(If no, proceed to Question 9.)
T Y 1 117 140 o USROS [ yes 0 no
[ TS Y L= (o 1ot e =Y 1= O yes O no
LT N (T YRR [0 yes [ no
d.  General WEAKNESS OF fAlIUE: .......iviiiieieeiieie ettt ste e e ee e te st e te e testeesreesaesseeteaneesseesaeaneens [l yes [ no
e. Any other problem that interferes with your use of a respirator: ............cccovviiieiiiiiei e O yes O no
9. Would you like to talk to the health care professional who will review this questionnaire about
your answers t0 thiS QUESTIONNAINE?.........oiiiiiiie e e e s e e e aeee [l yes [ no

Question 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) ..........cccccceeiiiiiiieinniiiee e [l yes [ no
11. Do you currently have any of the following vision problems?
T VoY oo g1 Lol =10 I1=Y- A 0 yes [ no
o T oY o =TTy ST USRPRRSUSN [ yes [ no
(T o] o Tl o) [T o AR OO RO SORR [ yes U no
d.  Any Other 8Ye OF VISION PrODIBM: ........coeiieceic ettt sttt et e st et e et e s et esae e steetesreesreenee e 0 yes [ no
12. Have you ever had an injury to your ears, including a broken ear drum?...........cccccoviiiiiiiiiiee e, L] yes 0 no
13. Do you currently have any of the following hearing problems?
T B 11 ToT U1 VA 1 == [T R 0 yes [ no
b. Wearing @ NEAINNG QI0: ......ccvouiiieiiiieie ettt se ettt st et e s te et e s e e steesbesseesbeessesseesbeenaesreeneeenee e [ yes [ no

C. ANy other NEArNG PrOBIBIM: .........ci ittt ettt ettt ettt et e et e etesteeteereereanas [ yes U no



14. Have you ever NAad @ DACK INJUIY: ..oi.eiii ittt ettt te e st et e e sste e stsebaesteestesresebesessteesenereeas O yes O no

15. Do you currently have any of the following musculoskeletal problems?
a. Weakness in any of your arms, hands, 189S OF fEEL: ........cuuiiiiiiiiiie e [l yes [ no
B, BACK PAIN: ...ttt ettt ettt ettt ettt et et et et et et e et e be et e teebeeaeete et ent et et et et e eteeteeteereareeae e [ yes U no
c. Difficulty fully moving yOur arms and I€0S: .....eeuiiieeeiiii e e s e s e e e e e e e s a e e e 0 yes [ no
d. Pain or stiffness when you lean forward or backward at the Waist:............cccoceeiiiii e [ yes [ no
e. Difficulty fully moving your head Up OF QOWN:............ceiuiiuiiieeieiie ettt ettt aeneas O yes O no
f.  Difficulty fully moving your head Side t0 SIAE: .....uuueiiiiieeii e e e e 0 yes [ no
g. Difficulty DENAING YOUT KNEES......oiui ittt sttt sre et esteetesreeneeenee e [l yes [ no
h. Difficulty SQUALLING t0 the GrOUNT: ........c.eeiiiiiciecieeeeete ettt ettt e ere e ere v O yes O no
i. Difficulty climbing a flight of stairs or a ladder carrying more than 25 1bs. ...........cccccviiiiiiiieee e, 0 yes [ no
j- Any other muscle or skeletal problem that interferes with using a respirator ............ccccoeeeiiiiieeeens [ yes 0 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.
16. In your present job, are you working at high altitudes (over 5,000 feet) or in a place that has lower than

If “yes”, do you have feelings of dizziness, shortness of breath, pounding in your chest, or other symptoms
when you're working under these CONTILIONS: .............ooveieieeieicecee ettt eene [ yes U no
17. Have you ever worked with any of the materials, or under any of the conditions, listed below:

T N 1Ty (o LTSRS [l yes [ no
b. Silica (8.9. iN SANADIASHING): .....c.eiiiieieieieeieeeeete ettt ettt ettt e et et et e et e e testeeaeebeetesaeereareas [ yes U no
c. Tungsten/cobalt (e.g. grinding or welding this material): .........cccccccoeiiiiiiiiiiiiiee e 0 yes O no
Lo IR ==Y o 10T PSR OSPRSP SRR [l yes 0 no
€. AIUMINUM Lottt ettt et e et e et e et e et e e teeteeteeteeteeseeseessessess et e te s entesteeteeteeteeaeeseeteeseeseereernens [ yes U no
T oo Y= I (o A=Y= 1aa] o LT 1 11141 0T ) R 0 yes O no
o TR 1 (o 2 OSSR SPP [l yes 0 no
B T ettt et ettt et e eteeteeteete et et et ete et e teeteeteeteeteeteeteeteeteereeneereeneeneaneas [ yes U no
TR B LU=y V=Y 0 1Y/ 10101 1110 KSR 0 yes O no
J+ ANy Other NAZardOUS EXPOSUIES: ... ..ciiiuiitie ittt e ettt e e ettt e e s et e e e s bt e e e e s s st b et e e s anbb e e e e e anabreeeeennneeas [ yes [ no
If “yes”, describe these exposures:

18. List any second jobs or side businesses you have:

19. List your previous occupations:

20. List your current and previous hobbies:

21. Have you been in the MIlItAry SEIVICE? .......oo ittt e e abbe e e e aaes [ yes [ no
If “yes”, were you exposed to biological or chemical agents (either in training or combat): .................... [ yes U no

22. Have you ever wWorked 0N @ HAZMAT tEAIM? ......cviivieiueieieireeitesteeeteesessteestestestessbessesstessesssassteensesnessresses 0 yes O no



23. 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
(10 =To (o= a0 o 1=y USSR [ yes [ no
If “yes”, name the medications if you know them:

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

LT | 1 =Y £ SR O yes O no
b. Canisters (for example, gas MASKS): .....uueiiiiiiiiiii e e e r e e e e e e e 0 yes [ no
LT 01 141 4To o [T USSR [ yes 0 no
25. How often are you expected to use the respirator(s) (check “yes” or “no” for all answers that apply to you)?
A, ESCAPE ONIY (N0 TESCUER):....c.veeeveieeeteeeeeteeeteeteesteeteseseteestesteesteetesreesbeaseestesstessessbesstesneesreentesressteees 0 yes [ no
D, EMEIGENCY FESCUE ONIY ... iiiiiiiiietieie ettt ettt ste et e s te e te e e s e ste e teenteaneesteesaeenteeseeaneeneeenennes [l yes [ no
C. LeSS than 5 NOUIS PEIF WEEK: ....c..cviiieieieieeie ettt ettt ettt ettt ettt et et e et et eeteeteeteeteeteeaeenas [ yes U no
(o I =YL (P T2 T 1O £ =) A L= A 0 yes [ no
LT (o I B g To 01§ 1T o - OSSR [l yes [ no
. OVEI 4 NOUIS PEI JAY:.....uiieiieiiteeee ettt ettt et e et et et e e aeeaeeteeseeseese e st et et et et e sseatestestesreeteareas O yes O no
26. Will you be wearing protective clothing and/or equipment (other than the respirator) when you're using
Yo TE T =1 o] = Lo ) SRR [ yes 0 no
If “yes”, describe this protective clothing and/or equipment:
27. Will you be working under hot conditions (temperature exceeding 77 deg.F) ........cccccovviiiieiiniieeeeninnn, [ yes 0 no
28. Will you be working under humid CONAItIONS: ..........coveiiiiiiieie i eeee ettt see ettt ere s O yes O no

29. Describe the work you will be doing while you are using your respirator(s):
30. Describe any special or hazardous conditions you might encounter when you’re using your respirator(s)
(for example, confined spaces, life-threatening gases):

31. Provide the following information, if you know it, for each toxic substance that you will be exposed to when you are
using your respirator(s):
Name of the toxic substance:

Estimated maximum exposure level per shift:

Duration of exposure level per shift:

Name of the second toxic substance:

Estimated maximum exposure level per shift:

Duration of exposure level per shift:

Name of the toxic substance:

Se@ "o a0 oy

Estimated maximum exposure level per shift:

Duration of exposure level per shift:

j- The name of any other toxic substances that you will be exposed to while using your respirator:

32. Describe any special responsibilities you will have while using your respirator(s) that may affect the safety and well-being

of others (for example; rescue, security):




