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=-drllé Occupational Medicine Department
611 W. Park Street, Urbana, IL 61801

Phone: (217) 383-3311 RESPIRATOR HISTORY FORM
In accordance with OSHA regulations, all medical information will be treated confidential. Specific details of medical
conditions will not be released unless there is an appropriate medical release signed or there is a specific “need to

know” issue that may affect your safety or the safety of those in your work environment. To maintain 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.

Section 1. The following information must be provided by every employee who has been selected to use any type of
(Mandatory) | regpirator (please print).

1. Today’s date: 2. Company Name

3. Yourname:

4. Your age (to nearest year):

5. Sex: [ Male Female

Your height: ft. in.

Your weight: 1bs.

© N o

Your job title:

9. A phone number where you can be reached by the health care
professional who reviews this questionnaire (include the area code):

10. The best time to phone you at this number:

11. Has your employer told you how to contact the health
care professional who will review this qUEStIONNAITE? ..........ccceveevirieirienierieiiereee et see e eee s QYes ONo

12. Check the type of respirator you will use (you can check more than one category):
a. d N, R, or P disposable respirator (filter-mask, non-cartridge type only)
b. @  Other type (for example, half- or full-facepiece type, powered-air purifying, supplied-air,

self-contained breathing apparatus).

13. HaVe YOU WOIT 8 TESPITAIOI? .......v.vuveriereersrsserseesassaesasaesesessessssssaesssssesasssssssssassesnsassssessesssasssnsnsssserasens QYes ONo
If “yes”, what type(s)

Section 2. | Questions 1 through 9 below must be answered by every employee who has been selected to use any type
(Mandatory) | of respirator (please check “yes” or “no”).

1. Do you currently smoke tobacco, or have you smoked tobacco in the last month? [ Yes [ No

2. Have you ever had any of the following?

A, SEIZUTES (fI1S) 1euereeeiieiiieciee ettt et et e st e e e tee e et e te st e e s te st aeseaenssessesassssasnsaasssasanssesssnaasssananes OdYes No
b. Diabetes (SUZATr AISEASE) ......cceeruerurrerieriririeuetiieitetetereeseeeteressessesteseteseestessess e et eseessesseentesseenneensensense QdYes MNo
c. Allergic reactions that interfere with your breathing.............ccoceevieiiriiniinienenieienereeeeeee e QYes ONo
d. Claustrophobia (fear of closed-in PIACES) ......ccceeviiirireiieriieeciererere ettt ee e e s ee s neesanans dYes MNo
€. Trouble SMEIlING OAOTS .....cccuiiiiiiieieieee ettt ee e teste et e e e teete e et aesaaeesssasesseesseeesssaessnnseensseanns QdYes MNo
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3. Have you ever had any of the following pulmonary or lung problems?

a.
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ASDESLOSIS ..ottt ettt ettt sttt et ettt neeteeae st eneeae s eeerenes [ Yes
ASTIMA ...ttt et a ettt ettt e nt et eneere s ennerenes A Yes
Chronic BrONCRILES .......cceiiiririeiiiiiireete et ettt ettt e et et ne s eesensese st enseneseenes 4 Yes
EMPRYSEIMA ...ttt ettt et s e ns 2 Yes
PREUMONIA ...ttt ettt ettt et teeae s e enseeeesesneesesnesreas 3 Yes
TUBDEICUIOSIS ...ttt ettt et ea et ettt ettt s et eae s e s essasene et ensenensanes 4 Yes
STHCOSIS .ttt ettt ettt ettt et et et et e et et e e etessesa et esseseesenseas et essssaseseseseasesesseasesensesensensseneas I Yes
Pneumothorax (collapsed TUNE) .......ccooiiiiiiiieiee s J Yes
LUNG CANCET ...ttt ettt ettt ettt s e eae s ese st etesseneeseenseseeseenseseeseeseas A Yes
BIOKEN TIDS ...ttt ettt ettt et n et et n e neaneens 3 Yes
Any Chest INJUIIES OF SUTZETIES ....cc.eoveuivueerieierteenteteensestesesseseseeeseesessesesesssesesesessenseseasesessensesensenes 3 Yes
Any other lung problem that you’ve been told about .............cccceieieiiininieiiieceeee e 3 Yes

4. Do you currently have any of the following symptoms of pulmonary or lung illness?
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Shortness Of DrEath ............cccouiiiiiiii ettt ettt aseees 1 Yes
Shortness of breath when walking fast on level ground or walking up a slight hill or incline ........ 3 Yes
Shortness of breath when walking with other people at an ordinary pace on level ground ............. 1 Yes
Have to stop for breath when walking at your own pace on level ground .............c.ccoeeveerieennnnn.... 1 Yes
Shortness of breath when washing or dressing yourself ................cocoovoioiiiiiniiieeieceeeeeeeeee J Yes
Shortness of breath that interferes with your job ..........ccccooioieieoiiieieeicieecceeee e, 4 Yes
Coughing that produces phlegm (thick SPUtUM) .........ccoceeiiiiiiiiiiieeeeeeeeeeeee s A Yes
Coughing that wakes you early in the Morning ..........cccococeeeiriieieeieeiceeiee et 3 Yes
Coughing that occurs mostly when you are lying dOwn .............cccoeveivieiiiicciieceeeceee 1 Yes
Coughing up blood in the last month ............cccoeiiiiiiinii e 3 Yes
WREEZING ...ttt ettt a s e bt s et bt et sstesseaeeses st ensenseaensens 1 Yes
Wheezing that interferes With YOUT JOD ......c.cccueieiiiiiieiiiceecee e 1 Yes
. Chest pain when you breathe deeply .........cccccceeviirininiiice e 1 Yes
Any other symptoms that you think may be related to lung problems..............cccceueevererirrrerenrennnene. 3 Yes

5. Have you ever had any of the following cardiovascular or heart problems?
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HEAIt AttaACK ...ttt s et ae et e ane 3 Yes
SETOKE ..ottt ettt b ettt et ettt e b s b st s et b st eas et eneas e etennetenennes 3 Yes
ANGINA ..ottt ettt ettt ettt e e et a et e et ebeas ettt eseneesetentesenteseeseneneans Q Yes
HEAIT fAIIUTE ...ttt ettt et n et e snnn 3 Yes
Swelling in your legs or feet (not caused by Walking) .............ccoeeeuiimiiiiriiieceececeee e 4 Yes
Heart arrhythmia (heart beating irregularly) ..........cccoeeeieeieieuiicieeeeeee e O Yes
High blood PreSSUIE.....c.ccoiuiiiiiiieiectre ettt ettt et e e eaeeneneans  Yes
Any other heart problem that you’ve been told about ...............c.coeeuieeeueeieieereceeeceeeeeee, 3 Yes

6. Have you ever had any of the following cardiovascular or heart symptoms?
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Frequent pain or tightness in your Chest ...........co.covoiiiiniieceeeee e 3 Yes
Pain or tightness in your chest during physical activity ..........ccccceceeueveeiieriiiieeeeee e, 1 Yes
Pain or tightness in your chest that interferes with your job ...........cccceeveieiiieieercecceeceeeee 3 Yes
In the past two years, have you noticed your heart skipping or missing a beat ..............c.cocueeve...... Q Yes
Heartburn or indigestion that is not related to €ating ............ccccoceeeeveerrieereeieeeieeeteeee e 3 Yes
Any other symptoms that you think may be related to heart or circulation problems ..................... Q Yes
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7. Do you currently take medication for any of the following problems?

a. Breathing or Jung ProbIems .......cc.ocuevueeiiiiieeeee ettt eaee dYes No
B HEArt tTOUDIE ...ttt ettt e ae et et e e e eeenen dYes INo
C. BlOOM PreSSUTE ...ttt ettt et st e e taseeneneenee QYes [dNo
o SEIZUIES (FIES) eueeuiriieieiteie ettt ettt ettt et ettt eeeeeeeeseeeeeeeeeaee et e eeeeeeeeeeeeeesenes dYes No

8. Ifyou’ve used a respirator, have you ever had any of the following problems?
(If you've never used a respirator, check here O and skip to question #9.)

A, By IITIIALION ..ottt a s et se ettt eae st eneeneneas QYes dNo
b, SKin Allergies OF TASHES ......c.c.cuiiiiriiieieiiieecee ettt et ee e ees e eeeaen dYes ANo
Co ANXIELY .ottt ettt ettt ettt et et e e b et aeanae et eae s eteete b ente et eneesenteerentens QdYes No
d.  General Weakness OF fAtIBUE ..........cceeiiuruiiiiieiiieceeeee ettt e e e eas QdYes ONo
€. Any other problem that interferes with your use of @ respirator ..............coceveveeveeeeeeeeceieeieeceeeenens QdYes No

9. Would you like to talk to the health care professional who will review this questionnaire about
your answers to this qUESLIONNAITE? ..........cccoeirieiriereieieieceeeeiee ettt es et e ee e e e seeseeneeeeseeseenea dYes WNo

Questions 10 through 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)? ..............coccoceuieiiivvereeienieenennee. dYes [[No

11. Do you currently have any of the following vision problems?

8. Wear CONLACE IEMSES .......coueuiiiiiiirte ettt s ettt e e e s e e e e eneeeeeeen dYes [MNo
D. WAL BLASSES ...ttt ettt ettt ettt et e et e ee et e e e e e eee et e e e e eneeteeaen dYes [No
C. COlOT DIINA ...ttt ettt ettt et et ese e e et e e e e eneeneneneeen QdYes HNo
d. Any other eye Or ViSion PrOBISIM ........c.couvuriririreirieeeeeeteiee ettt s e QYes [[No
12. Have you ever had an injury to your ears, including a broken ear drum? .............ccccoeeveoeeeieeeeeeeeenne JdYes WNo

13. Do you currently have any of the following hearing problems?

A, DiIfficulty REATING .....oceeiee ettt ettt et e en e e QdYes QNo
b, Wear a hearing aid ..........c.ccoiiiiiiiicee ettt dYes WNo
c. Any other hearing or €ar Problem ...........ccoccoioiieiiiiiiiiieicccee et QYes No

14. Have you ever had a back injury?

15. Do you currently have any of the following musculoskeletal problems?
a. Weakness in any of your arms, hands, legs, OF fE€t .............ocooviuieuieieiiniieeeeeeeeee et dYes ONo
D, BACK PAIM ...ttt ettt sttt e et s ee e e eeenen QdYes WNo
c. Difficulty fully moving your arms and 1€gS .........cceueueeerruiieieierceeece et QYes No
d. Pain or stiffness when you lean forward or backward at Waist ...............cceeeeeeeueeereneeeeeeeeeeeeeeene. LdYes INo
e. Difficulty fully moving your head up or dOWI.........c.cooviviviviuiieiiiiceeee e dYes ONo
f. Difficulty fully moving your head $ide t0 SIde ............coueueiuruiuiiicecicececeeeeceeeee e QdYes ONo
g. Difficulty bending at yOUr KNEES ..........coueurueiiiiirieiiieee ettt QYes No
h. Difficulty squatting to the round .............cccoeorueeieeieeceeeeee et QdYes INo
i. Difficulty climbing a flight of stairs or a ladder carrying more than 25 Ibs ............cccceeeeeveueennne.. dYes ONo
J-  Any other muscle or skeletal problem that interferes with using a respirator-..................cccoevenene.. QYes QNo
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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.

1. Inyour present job, are you working at high altitudes (over 5,000 feet) or in a place that has lower than normal
AMOUNES OF OXYZENT? ..ottt ettt ettt st sa et ssete et et setesesesteesensteseseantsas et ense s eneasares dYes WNo

If “yes”, do you have feelings of dizziness, shortness of breath, pounding in your chest, or other symptoms when
you’re working under these CoOnditions? ...........c.eceoririeineeieeieet et QYes QNo

2. At work or at home, have you ever been exposed to hazardous solvents, hazardous airborne chemicals
(e.g., gasses, fumes, or dust), or have you come into contact with hazardous chemicals?..................... dYes No

If “yes”, name the chemicals if you know them

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

B, ASDESIOS ...ttt ettt ae et e e eeeneaen dYes INo
b. Silica (e.g, grinding or welding this material) .............cccceueruiuieririieieeciee e QdYes [INo
C. TUNGSLEN/CODAIL ...ttt ettt ettt ettt sae et e eteaenenens dYes No
Ao BeryllUI oottt ettt ettt sttt aeaeas QdYes No
€. AIUMINUITI ..ottt ettt ettt e st st et eae st ete e s ese e ers et ensasessssasansenseesessssenans QdYes No
f. Coal (for example, MININE) .....ccceeueueieieiieiieieeeetetee et ete e aete e seeeseesessessaessasssssesseseesessennenans dYes No
B TPOM et ettt ettt ae e ae e reeae ettt eas s st easeneeteneeeens dYes No
Bl TN ettt ettt ettt s sttt sas et s ene et nsanaee QdYes No
1. DUSEY NVIFONIMENLS ....c.ouiiiiiieietieetete ettt eae et ese et es s eaeeseenesse st esessssseseaesneesennenee dYes WNo
J- Any other hazardous EXPOSUIES ........cc.eeurueririeieteeinieieie ettt teeteee ettt asete et sesese st sesssese s sssasasnen QdYes WNo

If “yes”, describe these exposures

4. List any second jobs or side businesses you have

5. List your previous occupations

6. List your current and previous hobbies

7. Have you been in the Military SETVICES? ........c..cvieuieueerieiiciieeeeceeeeeeeeeeeee et see e e e e eeeeeaes dYes HNo
If “yes”, were you exposed to biological or chemical agents (either in training or combat).................. QdYes dNo
8. Have you ever worked on @ HAZMAT t€amM? ..........c.coooeieuieeeeeeeiceeeeeeeeeeeeeeee ettt et e e eeeeeseeneene dYes No

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
IMEAICATIONS)? ...ttt ettt et e e e et e et eseete e nteeneeeasessessestenseseaseenseeneesensesensesesensesaeesenesnes dYes No
If “yes”, name the medications if you know them

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

B, HEPAFIIETS ...ttt ettt e s a e e e s seas et etsteteseneesesasesensann dYes No
b. Canisters (for example, 8as MASKS) ....c.ccceveerierieieiiiiieeeieeeeeeee et eesese e dYes WNo
Co CAIMIIAZES ..oeueeiieiiieiieicetee ettt sttt et e ettt et e a e e be e st eseese s easeaesensen s e sens et ensasasasasaseseessasasens dYes No



11.

12.

13.

14.

15.

16.

17.

How often are you expected to use the respirator(s)? (check “yes” or “no” for all answers that apply to you)

2. ESCApe ONLY (N0 TESCUE) ....c.couuiriiriiiiiiieet ittt ettt et e st e b e b e e st e b eseeaeansennennensens QdYes WNo
b. EmMErgency resCuE ONLY .........ccccouiiiiiiniiiieieiei ettt ettt ettt st sbese s enennas QYes WNo
C. Less than 5 hours Per WEEK ........cccc.oiiiiiriniriiiee ettt s bt nees QdYes WNo
d. Less than 2 hours Per day ...........cccooviiiiiiiinincrcre ettt es e ara s es e ns QYes [No
€. 210 4 NOUIS PEI dAY ..cuooiiiieiiiitieie ettt v ettt et s st besbeetenteneessentententennes QYes WNo
£, OVEr 4 hours PET dAY .....coviiiiiiiieriitee ettt ettt a e sttt bt eeaaeetentensennes QdYes WNo

During the period you are using the respirator(s), is your work effort:

a. Light (Iess than 200 Kcal per hOUE) .......c.coueoueiiiiiiieeiic ettt e QYes WNo
If “yes”, how long does this period last during the average shift hrs. mins.

Examples of a light work effort are sitting while writing, typing, drafting, or performing light assembly work;
or standing while operating a drill press (1-3 Ibs.) or controlling machines.

b. Moderate (200 to 300 Kcal PEr NOUT) ........ccueeueeuieicieeeciceieeeeetetetee ettt dYes WNo
If “yes”, how long does this period last during the average shift hrs. mins.

Examples of a 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 1bs.)
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.

c. Heavy (above 350 Kcal Per NOUL) ......cccueoieeeieiieicieeccceeteteete ettt et dYes No
If “yes”, how long does this period last during the average shift hrs. mins.

Examples of a heavy work effort 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.).

Will you be wearing protective clothing and/or equipment (other than the respirator) when you’re using your
TESPITALOT? ....uiiiiiiiiiiiiitcte ettt ettt b et e s et e et e a et et et b s e b e s s e s aesesesasersesasessa s assasensesnasenssans QdYes QNo

If “yes”, describe the protective clothing and/or equipment.

Will you be working under hot conditions? (temperature exceeding 77° F) ........cccceveveeereerecreceennenens QdYes WNo
Will you be working under humid conditions? .............cceeveuecieeeeenieieeeeeieeeeeee et eseeeneas QdYes No

Describe the work you’ll be doing while you’re using your respirator(s)

Describe any special or hazardous conditions you might encounter when you’re using your respirator(s)

(for example, confined spaces, life-threatening gasses)




18. Provide the following information, if you know it, for each toxic substance that you’ll be exposed to when you’re
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’ll be exposed to while using your respirator

19. Describe any special responsibilities you’ll have while using your respirator(s) that may affect the safety and
well-being of others (for example, rescue, security):
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