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Company Care
OCCUPATIONAL HEALTH

OSHA RESPIRATOR MEDICAL

EVALUATION QUESTIONNAIRE (MANDATORY)
Appendix C to Sec. 1910.134

OFFICE USE ONLY

Reason Employee ID Number Date of Birth
O N95 [ PAPR
Company Department

(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): []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. (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 legal name (please print):
Previous Last Name:

3. Your age (to nearest year): Date of birth: / /
4. Sex (check one): [] Male [ ] Female
5. Your height: ft. in.
6. Your weight: Ibs.
7. Your job title:
Location: Department:

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: [(lam. []p.m.
10. Has your employer told you how to contact the health care professional who will review this questionnaire (check
one): []Yes []No
11. Check the type of respirator you will use (you can check more than one category):
a. [IN, 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 (check one): [] Yes [] 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
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? ....................... [JYes []No
Have you EVER smoked toDaCCO OF VAPEA?............ccveuiiiieeieeeeeeeeeeeeeee et a e []Yes []No
If yes, how many packs/day or how much do you vape?
If yes, how many years have you smoked or vaped?
If yes, and have quit smoking/vaping, how many years ago did you quit?
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Name (please print) Date of Birth Today’s Date

2. Have you EVER HAD any of the following conditions:

LTS TPA VA=Yl (1105) LTS [ Yes
If yes, when was your last seizure?
D. Diabetes (SUQAr QISEASE)? ......uueiiiiiie e e i ittt e e e e e e e e e s s e e e e e e s e st ee e e e e e s s asntaeeeeeeeesannnnraneeaaeaean [ Yes
If yes, dO YOU tAKE INSUIN? .....ecveveiieeeeeeee ettt ettt e et e te e te st et e ete et e e aseeresteetesaseteseeeeneennereanes [ Yes
If you are diabetic, have you fainted or passed out in the last year?..........ccccvveveveeiiiiciiieeee e [ Yes
c. Allergic reactions that interfere with your breathing? ..., [ Yes
If yes, did you go t0 the €MEIgENCY FOOM? ......ciuiiiiiiiiiii ettt ettt ettt e s e e e aanneee s [ Yes
d. Claustrophobia (fear of CloSEd-IN PIACES)? ....vviiiiieiiiiiiiir e e e [ Yes
If yes, does claustrophobia interfere with Your JoD? ... [ Yes
If yes, how much would a respirator bother your claustrophobia?
Check: [] Notatall []A little bit [] Medium [] Alot [] Not sure
€. TroubIe SMEING OUOIS? ... it e e e e e ettt e e e e e e s et e bt e e e e e e e e sannbabeeeeeeeeeannreeeeess [ ] Yes
3. Have you EVER HAD any of the following pulmonary or lung problems:
A, ASDESTOSIS? .....veeieeieeeicteee ettt ettt ettt ettt et ettt et et et et et et et et et et eae et ese et et et et et et et et ete et eteeteneetens []Yes
D, ASTNMA? ..ottt ettt ettt ettt a ettt e et et et et et et et ete et ne et ere et et et e e etenes [ Yes
If yes, do you take mediCine fOr @StNMA? .........vviiiiiiiiiiiiieieeeeeeeeeeee et e e eeeeeeesesesesesererenane [ Yes
If yes, have you ever been hospitalized for aSthmMa? ............ovviiiiiiiiiiiiiiiiiieeeeeeeeeeeveeee e [ Yes
Have you ever gone to an emergency room for asthma? ...........cccoceiiiiii e [ Yes
When was your last asthmatic episode?
C. CRIONIC DIONCRILIS? ......civieiieceieiceee ettt ettt ettt ettt ettt ae et ese e s e e et e s et e st et eseeaete et enneeens [ Yes
Ao EMPRYSEMA? ....oiuiiiiiceiieeeete ettt ettt et ettt et et et et et et ese st e s e et ess et et et et ebe et e s e s ebe st eneasens []Yes
B, PRIEUMONIA? ..ottt et et e e et e et et e et e et e e ete e et e e eeeeeneeeseeeeeeneeeneeeneseee e e aneeeteeseeeeneeeneeeneenreens []Yes
If yes, how many times have you had pneumonia?
If yes, when was the last time you had pneumonia?
f. TUDEBICUIOSIS? ...ttt ettt ettt et et et et e et eae et ese st ese et e s e s et ete et ese s et e et eseeserestensseens [ Yes
Lo TS [T 1SS [ Yes
h. Pneumothorax (COAPSE [UNQ)? ...ooiiiiiiiieiiiiieieieee ettt ettt ettt et e e e eaeaeseaeaesesesaessssesssnnnsennsnnes [ Yes
If yes, how many times?
If yes, when was the last time?
I 0Ty Yo 7= s (ot =Y RS []Yes
JR =T o) (=Y A I 1o Y37 OO ] Yes
If yes, how many ribs total have ever been broken?
If yes, when was the last rib broken?
K. Any chest iNjurieS OF CRESE SUIGEIIEST? .....oviiiiiiiiiiiiiiiieeeee ettt ettt ettt e e eeeeeeeeaeaeaesesesssssssesssssnsssnsenes [ Yes
@1 Y | TSRS []Yes
If yes, when was the last time you had COVID?
m. Any other lung problem that you have been told @abOouL? ...........cooiiiiiiiiiie e, [ Yes
4. Do you CURRENTLY have any of the following symptoms of pulmonary or lung illness:
A. ShOIMNESS OF DIEALNT ... et e e e et e e e e e e e aebreeeeas [ Yes
b. Shortness of breath when walking fast on level ground or walking up a slight hill or incline?............. [ Yes
If yes, is your shortness of breath worse than others’ doing the same activity?............cccocccis []Yes
c. Shortness of breath when walking with other people at an ordinary pace or level ground? ............... [ Yes
d. Have to stop for breath when walking at your own pace on level ground? ..........cccoccciiieeieiiiiiiiinnen. [ Yes
e. Shortness of breath when washing or dressing Yourself? ... [ Yes
f. Shortness of breath that interferes with YOUr JOD? ... [ Yes
g. Coughing that produces phlegm (thiCk SPULUM)? .......cooiiiiiiiii e [ Yes
h. Coughing that wakes you early in the MOrMING? ... [ Yes
i. Coughing that occurs mostly when you are [Ying dOWN? ..........ooiiiiiiiiiiiiiie e [ Yes
j-  Coughing up blood in the 1ast MONTNT? ........ei e e e [ Yes
K. WRBEZING? ...ttt ettt ettt et et e e et s e et e e et ese et e e et e e et et et e esese et eseeteneeteneseenneaennerenns [ Yes
[. Wheezing that interferes With YOUT JOD? ........ooo e [ Yes
m. Chest pain when you breathe deeplY?....... . e [ Yes
n. Any other symptoms that you think may be related to lung problems? ..........ccccoviiiiiie e, []Yes
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Name (please print) Date of Birth Today’s Date

5. Have you EVER HAD any of the following cardiovascular or heart problems:

A, HEAI AEEACK? ......eieeieeeecteee ettt ettt ettt ettt et et et e e et et et et ete et et e et ese et eseesess et e e et e s et et ese s ere et eneeeens [ Yes
If yes, how many heart attacks?
If yes, when was your last heart attack?
D, SHIOKE? ..ottt ettt ettt ettt ettt re e e e et et e e e et e e e et et a e e aeerterereree e ] Yes
Lo X3 Vo 13 F= 2 [ Yes
Ao HEAI FAIUIE?......oeeeeeeee ettt ettt ettt et ettt et e s e et e se et esesa e s et et et e s et et eseeseteeseneeeens [ Yes
e. Swelling in your legs or feet (not caused by Walking)? ........coocviiiiiiiiiii e [ Yes
If yes, when was the last time?
f. Heart arrhythmia (heart beating irreQUIArTY)? ........eeeve e e e e [ Yes
(o T o Vo] a1 [o oo I o] £=TS1ST U £ SRR [ Yes
If yes, what was your last blood pressure reading within the last three months?
h. Any other heart problem that you have been told about?...........coccuieiiiiiiii e, [ Yes

6. Have you EVER HAD any of the following cardiovascular or heart symptoms:

-0 o0 o

Frequent pain or tightness in your chest?

Pain or tightness in your chest during physical aCtiVity?...........ccccoiiiiiiiiiiiii [ Yes
Pain or tightness in your chest that interferes with your JobB? ..., [ Yes
In the past two years, have you noticed your heart skipping or missing a beat? ...........ccccoccovevnineeen. []Yes
Heartburn or indigestion that is not related t0 @atiNg? ..........ccveieiiiiie e [ Yes
Any other symptoms that you think may be related to heart or circulation problems? ............cccccoeee. [ Yes

7. Do you CURRENTLY take medication for any of the following problems:

a. Breathing Or IUNQ ProDIEMIS? ...ttt aeae e eesessseesseassssssssssssssssssnsssnnnnnnnnnnnnnns [ Yes

D, HEAM ITOUDBIE? .....eoeveiieeeeeeeeeee ettt ettt ee et s et e et e st et et e s et et esestese et esestesseteneerens [ Yes

Lo =] (0T To I o= E TS U (= SRR PSP []Yes

O, SEIZUIES (fIES)? ..veuveviieeiiteee ettt ettt ettt ettt ettt et et et e et e s e b e s et e st ese et e se st e e et e s es et et et e s e s ebe st eneanens [ Yes
8. If you have used a respirator, have you EVER HAD any of the following problems:

(If you have NEVER used a respirator, check the box and go to question 9.) []
UYL= N 411 7=Y 110 1RO []Yes
oIS T T 11 L= fo LT o Tl = L] =PRI [ Yes
Lo X2 1=3 1z R [ Yes
d. General Weakness OF FAlIQUE? .......uuuiiiiiieii et e et e e e e e e s et e e e e e e e snnta e eeeeeseennnneeeees []Yes
e. Any other problem that interferes with your use of a respirator

(chest pain, shortness of breath, weakness, dizziness, Other)? ... ] Yes

9. Would you like to talk to the health care professional who will review this questionnaire

a
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Name (please print) Date of Birth

Today’s Date

Questions 10 to 15 below must be answered by every employee who has been selected to use either a full-face 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.

11.

12.

13.

14.

15.

Part B.

Have you EVER LOST vision in either eye (temporarily or permanently)? .......cccccoccviviveeeeiviiciiineneeeen, [1Yes [No
Do you CURRENTLY have any of the following vision problems:

A WEAT CONLACT IBNSES?.....eee ettt et e et e et e et e e e et e et et e et e e et e st e s e e e e e e e e e ate e et eseee s e eaneenneaeens []Yes []No
. WEAN GIASSES? ...veveveieieeeeeee ettt ettt te ettt et et e et e et e et et et e st eseeee et e et e ete st et et et eseeaeeteeteeteste e et aneareans [1Yes [No
C. C0lON DIINA? .ttt ettt ettt et et et e s et e s e et e se st ese et e s et et et e s et et ese s ereetenneeens []Yes []No
d. Any other eye or VISION PrOBIEM? ..........cciiiiuiiieiitiiciee ettt ettt sess et e e []Yes []No
Have you EVER HAD an injury to your ears, including a broken ear drum®? ...........ccccocciieiiiiiiiiinenneennn. []Yes []No
Do you CURRENTLY have any of the following hearing problems:

C W D1 (T U 1L YA 4 L=Y= V{12 To 2 [1Yes [No
D. WEAr @ NEAINNG @IU?........ce ettt ettt ettt e et et e et et e e et eseeaeetesteetesaeesenseneereanas []Yes []No
C. Any other hearing or €ar ProBIEM? ...........c.cviueiiuiiiiieetee ettt ettt eeens []Yes []No
Have you EVER HAD @ DACK INJUIY? .....c.oiviieieieeee ettt ettt te s et s sne e etesteeteseeeeseaneaneans [1Yes [No
Do you CURRENTLY have any of the following musculoskeletal problems:

a. Weakness in any of your arms, hands, 1€gs, OF fEEL? ... [ ]Yes []No
[CT = Yot o Y= 2 RS [1Yes [No
c. Difficulty fully moving YOUr arms @Nnd IE0S? .........cviiiueieeeeeeeeeeee e se et e e e et ste et steeee e e eeeaee e [1Yes [No
d. Pain or stiffness when you lean forward or backward at the Waist? ..........cccccceeeeeiiiiiiiiiee e, []Yes []No
e. Difficulty fully moving your head Up OF OWN?.........uiiiiiiiiie e []Yes []No
f. Difficulty fully moving your head Side t0 SIAE? ...........ceeveeeeeeiee e cee et eee e eee et seeete e e e eese e ereas [1Yes [No
g. Difficulty DENAING At YOUF KNEES? ........veevieeeeeeeeeee ettt e ettt e e e te e eaesteetesteseeeeseeseane e [1Yes [No
h. Difficulty SQUAttiNG t0 the GrOUNT?.........ccocviiiviieeiieee ettt []Yes []No
i. Climbing a flight of stairs or a ladder carrying more than 25 IDS?.........cccociiiiiiiini e, []Yes []No
j- Any other muscle or skeletal problems that interferes with using a respirator? ..........cccccevvvvveveveeennnns [1Yes [No

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 amounts of OXYgEN? .....ccccoeeiiie i,

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 ChEMICAIS?........uuiiiieie i e e e e

If yes, name the chemicals if you know them:

Any of the following questions, and other questions not listed, may be added to the questionnaire at the discretion

........................... []Yes []1No

If yes, do you have feelings of dizziness, shortness of breath, pounding in your chest,
or other symptoms when you are working under these conditions?.............ccccccvvvvvnnnns

........................... []Yes []1No

........................... []Yes []No
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Name (please print) Date of Birth Today’s Date

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

a.

T Ssemeao0T

4. List any second jobs or side businesses you have:
5. List your previous occupations:

6. List your current and previous hobbies:

AASDESTOS?......vcveeitetete ettt ettt h et R bR Rttt R bR R et et Re ettt et et ne e [ Yes
Y or= W (o I T IR=Y- UaTo | o] = 1S3 1] o ) g PR [ Yes
Tungsten/cobalt (e.g., grinding or welding this material)? ...........cccooiiiiiiiii e [ Yes
2= Y1 T 4 e [ Yes
ATUMINUIM? L.ttt se et e s s et b et e s et s e e s e s s e e s e s e s e e s et es e e et et e s e ss et et e et et ene e e [ Yes
Coal (for example, MINING)? ......ooii e e bt e e e e e e aab e e e e anbe e e e e anbeeeeenrnas [ Yes
LEOMI ettt ettt e e et et e e et e et e et e et et et e et e et e e terete et ee e e et e et e et e eae et e et aeeeaaans ] Yes
T2 1ottt ettt ettt ettt et bR et R oAt AR R e e AR Rt A AR e e AR oA e et et et et et s e Rt sttt et ne e [ Yes
DUSEY ENVIFONIMENTS? .....vevecve et eeeeeeee et eteeteetesteetesee e e e et eseeteatesteatesteeeete s eseensaseaseeteseeatesteseeseensareareans [ Yes
ANY Other NAZArdOUS EXPOSUIES? ....coiuiiiiii ittt ettt ettt ettt e e sbb et e e s bbb e e e s abbe e e e sabbe e e e sannreeesnnnneeeas [ Yes

If yes, describe these exposures:

] No
] No
1 No
] No
] No
1 No
[ ] No
] No
] No
[ ] No

7. Have you been in the military SEIVICES? ..o [ Yes
If yes, were you exposed to biological or chemical agents (either in training or combat)?..................... [ Yes
8. Have you ever worked on a HAZMAT t€amM? ..o [ Yes

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 MediCatiONS)?........cuuviiiiiiiiiiii e [ Yes

If yes, name the medications if you know them:

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

a.
b.
c.

HEPA FIIEIS?.....vcvieieieteteee ettt ettt ettt b st s e bt e b et b e s se st e s se st s et e s bes e s ssens [ vYes
Canisters (for example, gas MasKS)? ......ueiiiiiii e [ Yes
(OF: T4 4o [0 T= X3 OO []Yes

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 FESCUB)? .ottt ettt ettt e e a bt e e e e st e e e s ab e e e e e abe e e e e anbe e e e e nabe e e e e naeas [ Yes
L = 0 L= o T=T T YA =T ot U= o | PSPPI [ Yes
C. Less than five NOUIS PEI WEEK? ......eeiiiei ittt e e e e e st ree e e e e e s e e nnnneeeees [ ] Yes
d. LeSS than tWO NOUIS PEF TAY 2 ...uuueiiiiiiiiiiiiiiiiieiiieteeeeeseeeseeseesssssessassssssssesssessssassssssssssssssssssssssssssnnssnnrnnes [ Yes
€. TWO tO fOUIN NOUIS PEF AY? .eriiiiiiiiiiiieieieieteieeeteeeteeetetetetetaaeeeseseesaesaesssssssssssssasssssssssssssssssssssssnnnnnnnnnnnnns [ Yes
[ O Y =T o (o TN o aTo 1N C= 3 o L=T e N A PP OUPPPRTOPPRPO [ Yes
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Name (please print)

Date of Birth

Today’s Date

12. During the period you are using the respirator(s), is your work effort:
LIGHT (less than 200 KCal PEF NOUI)?...........iueieeeieeeeeeeeeeeee et ste et st e et see e eaesteeae e e e eneene e [1Yes [No

a.

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

If 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 to 3 Ibs) or controlling machines.

MODERATE (200 t0 350 KCal PEI NOU)? ....oviviiiiiiiictesieteie ettt []Yes []No

If yes, how long does this period last during the average shift?

hours

minutes.

Examples of 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 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 surface.

HEAVY (2D0VE 350 KCAI PEF NOUI)?.......ecveiee ettt ettt sttt et ae et eae st e s e e areene e [1Yes [No

If yes, how long does this period last during the average shift?

hours

minutes.

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).

YOU Ar€ USING YOUT TESPITALOI? .....cveiveeveeeeeteeeeteeeseeeeeeteeteeteeteeteesessesesseeseeteetesseesessessesesseetessestestesessanearens []Yes []No

If yes, describe this protective clothing and/or equipment:

14. Will you be working under hot conditions (temperature exceeding 77°F)? .......cooviiiiiiiee e []Yes []No

15.  Will you be working under humid CONAIIONS?............cooueiieeiieieeeeeeee ettt eneeneas []Yes []No

16. Describe the work you will be doing while you are 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 will be exposed to when you are
using your respirator(s):

Name of the first toxic substance:

Estimated maximum exposure level per shift:

Duration of exposure per shift:

Name of the second toxic substance:

Estimated maximum exposure level per shift:

Duration of exposure per shift:

Name of the third toxic substance:

Estimated maximum exposure level per shift:

Duration of exposure per shift:

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

19. 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):

[63 FR 1152, January 8, 1998; 63 FR 20098, April 23, 1998; 76 FR 33607, June 8, 2011; 77 FR 46949, August 7, 2012]
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