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Annual Respirator Medical Questionnaire
(Decontamination Team 

(   Respiratory Protection Program
Name:                                                                                                            Date: _________________________

Badge #:                                            Department:                                             Job Title:_____________________ Home phone:                                        Work phone:                                          Cell phone/Beeper:____________                                   
Occupational History
1.
In the past year how often did you wear a respirator?

( None     ( 1-10 times      ( 11-30 times      ( >30    
If >30 how many times per month _________

2.
What type of respirator(s) did you use?

Atmosphere-Supplying Respirator


Air-Purifying

(Open circuit SCBA



( Powered

(Continuous flow (air-line)



( Half-Mask or Full-Face with  filter/cartridge

3.
Did you work in any dusty jobs?

( Yes

( No

( Does not apply

4.
In the past year were you exposed to gas or chemical fumes in your work?

(Yes

( No

5.
Was gas exposure:
( Mild

( Moderate

( Severe

6.
Did you have any exposure to asbestos?

( Yes

( No

Recent Medical History
1.
Do you consider yourself to be in good health?


Last PFT:                                              
( Yes

( No






Last CXR:                                             
2.
In the past year have you developed:

Epilepsy:

( Yes

( No

Rheumatic fever:
( Yes

( No


Kidney disease:
( Yes

( No

Bladder disease:
( Yes

( No

Jaundice:

( Yes

( No

Cancer:

( Yes

( No

Diabetes:

( Yes

( No

Chest Colds and Chest Illnesses
1.
If you get a cold, does it usually go to your chest? (Usually means more than half the time)

( Yes

( No

2.
During the past year, have you had any chest illnesses that have kept you off work, indoors at home, or in bed?
( Yes

( No

( Does not apply

If yes
a.
Did you produce phlegm with any of these chest illnesses?

( Yes

( No

( Does not apply

b.
In the past year, how many such illnesses with (increased) phlegm did you have which lasted a week or more?  Number of illnesses:                                      
( No such illnesses

Respiratory System
1.
In the past year have you had:



Comments on answers

Asthma


( Yes

( No

____________________________________   Bronchitis


( Yes

( No

____________________________________   
Emphysema


( Yes

( No

____________________________________   Hay Fever


( Yes

( No

____________________________________   
Other Allergies

( Yes

( No

____________________________________   
Pneumonia


( Yes

( No

____________________________________             
Tuberculosis


( Yes

( No

____________________________________   
Chest Surgery


( Yes

( No

____________________________________               Other Lung Problems

( Yes

( No

____________________________________   
Heart Disease


( Yes

( No

____________________________________ 
Chest Pain


( Yes

( No

____________________________________ Cardiac Medicine

( Yes

( No

____________________________________   
Angina



( Yes

( No

____________________________________                 
High Blood Pressure

( Yes

( No

____________________________________         
2.
Do you have:
Chronic Cough

( Yes

( No

_____________________________________             Shortness of breath when walking or climbing one flight of stairs










( Yes

( No

_____________________________________
3.
Do you:

Wheeze


( Yes

( No

 ____________________________________ 
Cough up Phlegm

( Yes

( No

_____________________________________ Smoke Cigarettes

( Yes

( No

Packs per day:          How many years:             

The following to be completed by Employee Health Services
Comments/Recommendations:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(
Clearance for continued Respirator use

(
Refer to Respiratory Services (Spirometry)
· NOT cleared for Respirator use
(
Other: _________________________________________________________________________
                                                                                


          _______________________      


RN/ARNP Signature              





Date 






Revised 6/5/2012




