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company:

L o X

Dr. J Chiropractic & Weilness Center

642 Cross Lanes Drive
Nitro, WV 25143

Respirator Medical

Evaluation Questionnaire
Apvendix ¢ to 1910.134- OSHA (MANDATORY)

To the Employer; Answers to gquestions in section 1. Part A, Section 2 does not require a medical

pxamination.

Your employer must alfow you to answer this questionnaire during normal working hours, or at a time
and place th.atis convenient to you. To maintain your confidentiality your employer or superviscr must

ot look to review your answers, and your employer must tell you how to deliver or send this
cuestionnaire to the health care professional who will review it.

To the Employee: Can you read [circle one): @NG

PART A. SECTION 1{Mandsatory). Thefollowinginformationmustbeprovided by every
semployee who must use any type of respirator. (PLEASEPRINT)

Lerd

Today's date: U~ 2 [ = 26

Your name: @f‘c){;,g,,,d( Sz Rf[ﬁ_
Your age (to nearest Year): Qf.’)f
Sex(circleone): AV 1

Yourheight: 5 ﬁ, 3/ .

Your welignt: / 65 - ts.

: * rel
7. Your job title: {_los. : , lﬁrﬁt;
%. A phone number whereyou can be

reached by the health care professional
who reviews this guestionnaire
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9. The best time to contact you st this

number. ] fo 4

10. Has your employer twid you how to
contact the health care professional who

will review this questionnaire [circle cne)

11. Checkthe typeorrespirator you will use
{(you cap check more than ong)

N.R. or P disposable respirator
(filter mask, non-cartridge type only}
b} — Other type {for example, haif or
full- face piece type, powered-air
purifying, supplied-air, self-contained
breathing apparatus)
12. Have you worn arespirator? (circle one}

a}

If ves, what typels):




ke

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 circle YES or NO)

1. Doyou currently smoke tobacco, or have

vou smoked in the last sixmonths?

2. Have you ever had any of the
following conditions?

Seizures (fits) YESNO
Diabetes {sugar disease)
Allergicreactions thatinterfere
with your breathing
Ciaustrophaobia

(fear of closed-in places)

Trouble smelling odors?

3. Have you ever had any of the following pulmonary
ortung problems?

Asbestosis YES
Asthma YES
Chrenic Branchitis YES
Emphysema YES/
Preurmonia YES/
Tuberculosis YES/
silicosis YES/{O
Preumothorax [collapsediung] VYES/ oTs)
Lung cancer YES/NQ
Broken ribs YES/IK
Any chest injuries orsurgeries  YES{ND

Any other lung problems that
vou have been told shout

4, Deyou currently have any of the following
symptoms of pulmonary orlung iliness?

a)
b

e)

Shoriness of breath

Shortness of breath wnen
walking fast on level grouno

or walking up a stight hill or
[ncline

shortness of breath when
walking with ather people atan
ordinary pace on level ground YESC@
Have to stop for breath when

walking atyour own pace on

level ground
Shortness ofbreath when

washing or dressing yourself
Shortness of hreath that
interferes witn your job

YES/NO

-

g) Coughing that produces phlegm

(thick sputum)

h) Coughing that wakesyou early

in the morning

i} Coughing that occurs mostly

when y‘ﬂu arelying a.JEi'Vﬂﬂ

!-:J Wheezing )
[} Chest pain when you breathe deeply YES, ‘

m} Any other symptoms that you
think may relate to lung problems ?EQ@

5. Have you ever had any of the following

cardiovascular or heart problems?

3)
b}
c)
d)

Heart attack YES/§
Stroke YES
Angina YES/

Heart tallure

Swelling in your legs or

feet { not taused by walking)
Heart arrhythmia
[heartbeating irregulariy)
High biood pressure

Any otherheartproblems
thatyou've beentold sbout  YES/ @

6. Have you ever had any of the following
cardiovascularorheart symptoms?

a)

b)

Frequent pain or tightness
inyour chest ?Eﬁf’
Painortightness inyourchest
during physical activity ﬁﬁi@
Pain ortightness in your chest

that interferes with your job \"Eﬁf@
In the past two years have

you noticed your hieart

skipping or missing abeat YES/GD

Heartburn orindigestion
that is not raelated to eating

Any other symptoms that you
think may be related toneanrt

or circulation problems



Do you currently teke medication for any
of the following problems?

i....‘"i
L4

3. Breathing or lung problems YES/

£. Heart trouble YES{%
c. Blocd pressure ‘:‘ES}@
d. Seizures ?ESI@

. if you've used a respirator, have you ever had any of
the following problems? {If you've naver used 3
respirator, check the following space andgo to
question 9}

a. Eyeirritation YES
b. Skinallergiesorrashes YES%
c. Anxiety YES/NO
d. General weakness or

fatigue YES/HT

e. Any other problems that
interferes with your use

of respirator ves/§0)

9. Would vou like to talk to the health

care professional who will review this
guestionnaire aboutyour answers o

this cuestionnaire? YES/NG

Dugstions 10-15 must be answered by every
smployeswhohasbeenselected to use eithera full-face
respirator or a seif-contained breathing apparatus (53CBA). For

smployees who have been selected to use other types of
respirators, answering these questions is voluntary.

1.0. Have you ever lostvision in elther

eve ltemporary or permanently) YES!@
11. Do vyou currently have any
of the following vision problems?
a. Wear comtact lenses ":’ES{@
b, Wear glasses YES/IGO
c. Colorblind YES/
¢.  Any other eye problems YESX@

12. Have you ever had injury ta your ears,
Including a broken ear drum

13. Do youcurrently have any of the
following hearing problems?
a. Difficultyhearing
b. Wear ahearing aio
c. Any other hearing problem

14, Haveyoueverhadabackinjury?

15. Do you currently have any of the
following musculoskeletalproblems?
3. Weakness in any of your
arms, hands legs, or feet
b. Back pain
c. Difficulty fully moving vour
arms and legs

d. Pain or stiffness when vou lesn
forward orbackward atthewsaist

e. Difficulty moving your

head up or down

f. Difficutty moving your head
sideto side

g. Difficuitybending atyour
Knees

h. Difficulty sguatting {o the
ground

i. Difficultyclimbinga flight of

stairsora laddercarrying 25lbs.

j. Anyothermuscle orskeletal
prablem thatinterfereswith
USinga respirator,

ves /(o)

Gesyng
YESANG

I nereby certify that the answers scl forth above are true and correct to the best of tny knowledge and oelicl,

Signature “ﬁ%’ /4: Sy
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Reviewed By

(Health Care Profgésion
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