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Annual Chemotherapeutic Agent Questionnaire
(Please print.)

Name _________________________________ Date ________________

Employee Number ____________________ Dept. _______________

Home Phone ____________________ Cell Phone ________________
During the past 12 months:

· How many hours have you handled chemotherapeutic agents? _______

· Have you had any instances resulting in a direct exposure of chemotherapeutic agents onto your bare skin, face, mouth, or have you directly inhaled one of these agents?

No _____  

Yes  ____ If “Yes”, please use the back of this page to explain.
· Have you or your spouse experienced any unexplained abnormal pregnancy outcomes (i.e., miscarriage, stillbirth, or birth defect)?  No _____  Yes  ____

If “Yes”, please use the back of this page to explain.
· Have you experienced any of the following unexplained (unrelated to an illness or injury) symptoms:
Skin changes No _____  Yes  ____

Nausea    No _____  Yes  ____

Hair Loss       No _____  Yes  ____

Vomiting No _____  Yes  ____

Eye Irritation  No _____  Yes  ____

Diarrhea   No _____  Yes  ____

Appetite Loss No _____  Yes  ____

Fainting    No _____  Yes  ____

Sore Throat    No _____  Yes  ____

Headache No _____  Yes  ____

Cough            No _____  Yes  ____

Back Pain  No _____  Yes  ____

Chest Pain      No _____  Yes  ____

Pain on Urination  No _____  Yes  ____

Shortness of Breath  No ____ Yes  ____        Bleeding with urination No _____  Yes  ____

If “Yes”, please use the back of this page to explain.
Do you wear gloves while mixing and/or administering chemotherapeutic agents?

No _____  Yes  ____

Do you know how to clean up a spill of chemotherapeutic drug material?

No _____  Yes  ____


Employee Signature_____________________________________ Date ________________


Reviewed by __________________________________________ Date _________________
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