									Place LHD LogoHere
OSHA Respirator Medical Screening Questionnaire


	[bookmark: _Toc447128939][bookmark: _Toc447196204][bookmark: _Toc447215277][bookmark: _Toc447220236][bookmark: _Toc447269453][bookmark: _Toc450904324][bookmark: _Toc518650557][bookmark: _Toc447095708]NAME 
	[bookmark: _Toc447095709][bookmark: _Toc447128940][bookmark: _Toc447196205][bookmark: _Toc447215278][bookmark: _Toc447220237][bookmark: _Toc447269454][bookmark: _Toc450904325][bookmark: _Toc518650558]      DOB 
	[bookmark: _Toc447095710][bookmark: _Toc447128941][bookmark: _Toc447196206][bookmark: _Toc447215279][bookmark: _Toc447220238][bookmark: _Toc447269455][bookmark: _Toc450904326][bookmark: _Toc518650559]      AGE 
	[bookmark: _Toc447095711][bookmark: _Toc447128942][bookmark: _Toc447196207][bookmark: _Toc447215280][bookmark: _Toc447220239][bookmark: _Toc447269456][bookmark: _Toc450904327][bookmark: _Toc518650560]      DATE


[bookmark: _GENDER:_Male_(][bookmark: _Toc447095712][bookmark: _Toc447128943][bookmark: _Toc447196208][bookmark: _Toc447215281][bookmark: _Toc447220240][bookmark: _Toc447269457][bookmark: _Toc450904328][bookmark: _Toc518650561]GENDER:	Male  	Female 
	[bookmark: _Toc447095713][bookmark: _Toc447128944][bookmark: _Toc447196209][bookmark: _Toc447215282][bookmark: _Toc447220241][bookmark: _Toc447269458][bookmark: _Toc450904329][bookmark: _Toc518650562]HEIGHT 
	
	[bookmark: _Toc447095714][bookmark: _Toc447128945][bookmark: _Toc447196210][bookmark: _Toc447215283][bookmark: _Toc447220242][bookmark: _Toc447269459][bookmark: _Toc450904330][bookmark: _Toc518650563]WEIGHT 


[bookmark: _Toc447095715][bookmark: _Toc447128946][bookmark: _Toc447196211][bookmark: _Toc447215284][bookmark: _Toc447220243][bookmark: _Toc447269460][bookmark: _Toc450904331][bookmark: _Toc518650564]YOUR JOB TITLE: _______________________
[bookmark: _Toc447095716][bookmark: _Toc447128947][bookmark: _Toc447196212][bookmark: _Toc447215285][bookmark: _Toc447220244][bookmark: _Toc447269461][bookmark: _Toc450904332][bookmark: _Toc518650565]PHONE NUMBER: ______________________
(where you can be reached by the health care professional who reviews this questionnaire)
[bookmark: _Toc447095717][bookmark: _Toc447128948][bookmark: _Toc447196213][bookmark: _Toc447215286][bookmark: _Toc447220245][bookmark: _Toc447269462][bookmark: _Toc450904333][bookmark: _Toc518650566]HAVE YOU EVER WORN A RESPIRATOR? 	Yes  No 
[bookmark: _Toc447095718][bookmark: _Toc447128949][bookmark: _Toc447196214][bookmark: _Toc447215287][bookmark: _Toc447220246][bookmark: _Toc447269463][bookmark: _Toc450904334][bookmark: _Toc518650567]If yes, what types? ______________________________________________________________________
[bookmark: _Toc447095719][bookmark: _Toc447128950][bookmark: _Toc447196215][bookmark: _Toc447215288][bookmark: _Toc447220247][bookmark: _Toc447269464][bookmark: _Toc450904335](ex. disposable respirator, full-face piece type, powered-air purifying, SCBA)

	MANDATORY QUESTIONS
	(ALL QUESTIONS IN THIS SECTION MUST BE COMPLETED BY EMPLOYEE 
AND REVIEWERD BY A CLINICIAN PRIOR TO MEDICAL CLEARANCE)





[bookmark: _Toc447128951][bookmark: _Toc447196216][bookmark: _Toc447215289][bookmark: _Toc447220248][bookmark: _Toc447269465][bookmark: _Toc450904336][bookmark: _Toc518650568]Please check the appropriate box for each question
	1. [bookmark: _Toc447095721][bookmark: _Toc447128952][bookmark: _Toc447196217][bookmark: _Toc447215290][bookmark: _Toc447220249][bookmark: _Toc447269466][bookmark: _Toc450904337][bookmark: _Toc518650569]Have you ever had any of the following conditions?
	

	Seizures
	Yes  No 

	Diabetes
	Yes  No 

	Allergic reactions that interfere with your breathing
	Yes  No 

	Claustrophobia (fear of closed-in places)
	Yes  No 

	Trouble tasting/smelling odors
	Yes  No 


	2. [bookmark: _Toc447095722][bookmark: _Toc447128953][bookmark: _Toc447196218][bookmark: _Toc447215291][bookmark: _Toc447220250][bookmark: _Toc447269467][bookmark: _Toc450904338][bookmark: _Toc518650570]Have you ever had any of the following pulmonary or lung problems?
	

	Asbestosis
	Yes  No 

	Asthma
	Yes  No 

	Chronic bronchitis
	Yes  No 

	Claustrophobia (fear of closed-in places)
	Yes  No 

	Emphysema
	Yes  No 

	Pneumonia
	Yes  No 

	Tuberculosis
	Yes  No 

	Silicosis
Pneumothorax (collapsed lung)
Lung cancer
Broken ribs
Any chest injuries or surgeries
Any other lung problem that you’ve been told about
Comments:

	Yes  No 
Yes  No 
Yes  No 
Yes  No 
Yes  No 
Yes  No 


	3. [bookmark: _Toc447128954][bookmark: _Toc447196219][bookmark: _Toc447215292][bookmark: _Toc447220251][bookmark: _Toc447269468][bookmark: _Toc450904339][bookmark: _Toc518650571]Do you currently smoke tobacco, or have you smoked tobacco in the last month
	Yes  No 

	4. [bookmark: _Toc447095723][bookmark: _Toc447128955][bookmark: _Toc447196220][bookmark: _Toc447215293][bookmark: _Toc447220252][bookmark: _Toc447269469][bookmark: _Toc450904340][bookmark: _Toc518650572][bookmark: _Toc447095724]Do you currently have any of the following symptoms of pulmonary or lung illness?
	

	Shortness of breath
	                             Yes  No 

	Shortness of breath when walking fast on level ground or walking up a slight hill or incline
	                             Yes  No 

	Shortness of breath when walking with other people at an ordinary pace on level ground
	                             Yes  No 

	Have to stop for breath when walking at your own pace on level ground
	                             Yes  No 

	Shortness of breath when washing or dressing yourself
	                             Yes  No 

	Shortness of breath that interferes with your job
	                             Yes  No 

	Coughing that produces phlegm (thick sputum)
	                             Yes  No 

	Coughing that wakes you early in the morning
Coughing that occurs mostly when you are lying down
Coughing up blood in the last month
Wheezing
Wheezing that interferes with your job
Chest pain when you breathe deeply
Any other symptoms that you think may be related to lung problems    (please explain):

	                             Yes  No 
                             Yes  No 
                             Yes  No 
                             Yes  No 
                             Yes  No 
                             Yes  No 
                             Yes  No 

	5. [bookmark: _Toc447095725][bookmark: _Toc447128956][bookmark: _Toc447196221][bookmark: _Toc447215294][bookmark: _Toc447220253][bookmark: _Toc447269470][bookmark: _Toc450904341][bookmark: _Toc518650573]Have you ever had any of the following cardiovascular or heart problems?

	Heart attack
	                             Yes  No 

	Stroke
	                             Yes  No 

	Angina (chest pain)
	                             Yes  No 

	Heart Failure
	                             Yes  No 

	Swelling in your legs or feet (not caused by walking)
	                             Yes  No 

	Heart arrhythmia (heart beating irregularly)
	                             Yes  No 

	High blood pressure
	                             Yes  No 

	Coughing that wakes you early in the morning
Any other heart problem that you've been told about (please explain):

	                             Yes  No 

	6. [bookmark: _Toc447095726][bookmark: _Toc447128957][bookmark: _Toc447196222][bookmark: _Toc447215295][bookmark: _Toc447220254][bookmark: _Toc447269471][bookmark: _Toc450904342][bookmark: _Toc518650574]Have you ever had any of the following cardiovascular or heart symptoms?
	

	Frequent pain or tightness in your chest
	                             Yes  No 

	Pain or tightness in your chest during physical activity
	                             Yes  No 

	Pain or tightness in your chest that interferes with your job
	                             Yes  No 

	In the past two years, have you noticed your heart skipping or missing a beat
	                             Yes  No 

	Heartburn or indigestion that is not related to eating
	                             Yes  No 

	Any other symptoms that you think may be related to heart or circulation problems (please explain :)

	                             Yes  No 


	7. [bookmark: _Toc447215296][bookmark: _Toc447220255][bookmark: _Toc447269472][bookmark: _Toc450904343][bookmark: _Toc518650575]Do you currently take medication for any of the following problems?
	

	Breathing or lung problems
	                                    Yes  No 

	Heart trouble
	                                    Yes  No 

	Blood pressure
	                                    Yes  No 

	Seizures
	                                    Yes  No 

	Any other medications that may interfere with your use of a respirator (please explain):
	



8. [bookmark: _Toc518650576]If you've used a respirator, have you ever had any of the following problems? 
[bookmark: _Toc447128960][bookmark: _Toc447196225][bookmark: _Toc447215298][bookmark: _Toc447220257][bookmark: _Toc447269474][bookmark: _Toc450904345]                  If you've never used a respirator, check this box and proceed to question 9      
_____________________________________________________________________________________
	Eye irritation
	                   Yes  No 

	Skin allergies or rash
	                   Yes  No 

	Anxiety
	                   Yes  No 

	General weakness or fatigue
	                   Yes  No 

	Any other problem that interferes with your use of a respirator (please explain):

	                   Yes  No 



9. [bookmark: _Toc447095729][bookmark: _Toc447128961][bookmark: _Toc447196226][bookmark: _Toc447215299][bookmark: _Toc447220258][bookmark: _Toc447269475][bookmark: _Toc450904346][bookmark: _Toc518650577]Would you like to talk to the health care professional who will review this questionnaire about your answers to this questionnaire: Yes  No 

[bookmark: _Toc447128962][bookmark: _Toc447196227][bookmark: _Toc447215301][bookmark: _Toc447220260][bookmark: _Toc447269477][bookmark: _Toc450904348][bookmark: _Toc518650579]EMPLOYEE SIGNATURE ____________________________
[bookmark: _Toc447128963][bookmark: _Toc447196228][bookmark: _Toc447215302][bookmark: _Toc447220261][bookmark: _Toc447269478][bookmark: _Toc450904349][bookmark: _Toc518650580]This concludes the Employee portion of the questionnaire.  Thank you for your time.

[bookmark: _Toc447128964][bookmark: _Toc447196229][bookmark: _Toc447220262][bookmark: _Toc447269479][bookmark: _Toc450904350][bookmark: _Toc518650581]MEDICAL CLEARANCE
[bookmark: _Toc447128965][bookmark: _Toc447196230][bookmark: _Toc447215304][bookmark: _Toc447220263][bookmark: _Toc447269480][bookmark: _Toc450904351][bookmark: _Toc518650582]This portion must be completed by a designated clinician before employee can proceed with fit testing.

[bookmark: _Toc447128966][bookmark: _Toc447196231][bookmark: _Toc447215305][bookmark: _Toc447220264][bookmark: _Toc447269481][bookmark: _Toc450904352][bookmark: _Toc518650583][bookmark: _Toc447095732]CLINICIAN NAME ____________________________________  DATE_____________________
[bookmark: _Toc447128967][bookmark: _Toc447196232][bookmark: _Toc447215306][bookmark: _Toc447220265][bookmark: _Toc447269482][bookmark: _Toc450904353][bookmark: _Toc518650584] I have reviewed the medical questionnaire with the employee
[bookmark: _Toc447095733][bookmark: _Toc447128968][bookmark: _Toc447196233][bookmark: _Toc447215307][bookmark: _Toc447220266][bookmark: _Toc447269483][bookmark: _Toc450904354][bookmark: _Toc518650585] I have reviewed the medical questionnaire without the employee

Based upon my findings, I recommend that:
	 The employee proceeds with fit testing and does not require presence of  a clinician
	 The employee proceeds with fit testing with the presence of a clinician 
	 Further physical examination by a physician be performed in order to determine if employee is medically suited for fit testing


[bookmark: _Toc447128969]CLINICIAN SIGNATURE ________________________                                                                                                                                                                                                                                                                                                                                     

                                                                                                                                                                        PHPS-R003
                                                                                                                                                                                         7/1/2025
