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Dr.J Chiropractic & Wellness Center
e 642 Cross Lanes Drive
~mpany: | Nitro, WV 25143
Lox energy  11dags o f
C{fcq,n\j T“cﬁcﬂ‘f'ﬂjﬁ

Respirator Medical

Evaluation Questionnaire
Appendix c to 1610.134- OSHA (MANDATORY)

fo the Employer: Answers to questions in section 1. Part A, Section 2 does not require a medical
gxamination.

Your employer must allow you to answer this questionnaire during normal WOrKing hours, or at 3 time
and place th.etis convenient to you. To maintain your confidentislity your employer or Subervisor must
NOTIOGK to review your answers, and your employer must tell you how to deliver of send this
questionnaire te the health care professional who will review it.

To the Employee: Can you read {circle one}: fND

FART A. SECTION 1 {Mandatory). The followi ng informationmust be provided by every
smployee who mustuse any type ofrespirator. (PLEASEPRINT)

1. Todavy's date: ('? 4 3 2“ 7\ C 3. The best t/iane to contact you at this
| ol " number. /TNy
2. Your name: Zc:c.Har'Y Wec§e Z
| G 10. Has your emplOyer told you how to
3. Yourage (to nearest Vear): ;3_? - | contact the health care professional who
4. Sexicircleone): ialdiFemale will review this questionnaire (circle one)

Yourneight: 5 ft. / / _ e YEE,«’

5. :
| 11.Checkthe typeorrespirator vou will use
6. Your weight: {) 7& s, {you can check more than one)
£ Vewur ok fitle: ,.-"-..- 'ﬁ-!‘.‘) - .
7. Yousjobtitle: COL, e ¥ er /1lcbore aj N.R. or P disposable respirator
3. A~ phone number wnere you can be '{ﬁ!’c},mask, non-cartridge type only)
reached by the health care professional b} Other type (for example, half or
who reviews this questionnaire full- face piece type, powered-air
purifying, supplied-air, self-contained
{?0"‘[ o/ 7 ?_ 132 breathing apparatus)

12. haveyou worn arespirator? (circle one)

If yes, what type(s):

I i i



A
=

#10 has been selected to use any

Oo you currently smoke tobacco, or have
yousmoked in the [ast sixmonths?

riave you ever hao any of the
following conditions?
3} Seizures {fits) YES/

0] Diabetes (sugar disease) YES/NO
c)  Allergicreactions thatinterfere

with your breathing YES/HO
d) Claustrophobia

fear of closed-in places) YES/NO
g} Trouble smelling odors? YES/NO

~ave you ever had any of the following pulmonary
oriung problems?

a) Asbestosis YES/
b} Asthma YES/NO
2} Chronic Branchitis YES/HO
d] Emphysema YES/HO
) Pneumonis YES/NO
f}  Tuberculosis YES/N
5] Silicosis YES/
hl Pneumotnorax{collapsediung) YES/NO
i} lungeancer YES/NO

i] Brokenribs

k) Anychestinjuries orsurgeries  YES/N

[}  Anv other iung problems that f
vou nave been told sbout

Do you currently have any of the following
symptorns of pulmonary orlung iliness?
al  Shortness of breath
n} Shortness of breath when
walking fast on level ground
or watking up a slight hill or
ncline YES/@
c) Shortnessofbreath when
walking with other people at an
ordinary pace on level ground  YES/NO
d} raveto stop forbreath when
elaabeiigs SEUT OWI Dace on
evel pround
snortness nfbreath when
viashing or dressing vourseif
f} Shortness of breath that
interferes with your job

i3
e

(/o

ﬂ

PART A. SECTICN 2. (Mandatory) Questions 1 through 9 below must be answered by every employee
type of respirator. (please circle YES or NO)

&

g) Coughing that produces prlegm
{thick sputum)

h) Coughing that wakes you early
in the morning YES /NI

) Coughing that occurs mostly
when you are lving down YES /NG
i} Coughing up blood in the fast month YES/NG
k) Wheezing “ YES /WD
l} Chest pain when you breathe deeply YES/WND
m) Any other symptoms that vou
think may relate to lung problems

VES/HE

YES/NO

3. Have you ever had any of the following
cargiovascular or heart problems?

3] Heart attack YES/N
b} Stroke YESIN
c) Angina YES/N
d) Heartfallure YES/N

@} Swelling inyour legs or

feet (not caused by walking) YES/N
f}  Heart arrhythmia

(heartbeating irregulariy) YES/N
g} High blood pressure YES/i
h}) Anyotherheartproblems

thatyou've beentold sbout  YES/N

6. Have you everhad any of the fo lowing

cardiovascularorheart symptoms?

a) Frequent pain or tightness
inyour chest

b} Painortightnessinyourchest
during physical activity YES/ NG

c) Pain ortightness in your chest

dj Inthe past two years have
you naoticed your heart
sKipping or missing abeat

€) Heartburnorindigestion
that is not related to eating YES/N

f)  Any other symptoms that vou
think may be related toheart

orcirculation problems




De you currently take medication for any

¢

of the feliowing oroblems?

‘: 5 ".l
T L

eatning or lung aroblems

n. eart trouble

C. Slocd pressure

i

o

jzures

5. ifyou've used a respirator, have you ever had any of
the following problems? {If you've never used 3
resplrator, check the following space and go to
question 9)

& Lyeirritation

]
L
L

. Gen

]
0
C.  Anxiety

nallergiesorrashes

eral weakness or

fatigue

g

. Any

cther problems that

interferes with your use

QT respirator
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FDAUT VOoUr answers to

tnis guestignnaire?

YES/NO
YES/NG
YES/MNO

YES/NO

YES/NO

YES/)OI

e .

b

resplirator or a seif-con

Wurstions 10-15 must be answered Ly every

Taployeawho has beenselected to use either a full-face
tained breathing apparatus (SCBA). For

'
smployees who have been selected to use other tvpes of

AYERS

respiraters, answering these guestions is voluntary.

10, Have you ever lostvision in elther

eye {temporary or permanently)

‘. Bovyou currently have any

of the Yollowing vision problems?

a.  Weaear contact lenses

3. Wear glasses

‘. “oior blind

d,  nAny cther eve groblems
! hereby cerify tha

Sl

YES/NO
YES/N

YES/NO
YES/NO

ther the answers sct forth above are true and correct to the best of tny kn

Siguature ﬂ)'o"’"f_ W%{

12. Have you ever had injury to your ears,
including a broken ear drum

13. Doyoucurrently have any of the
following hearing problems?

a. Difficulty hearing
0. Wear ahearing aid
C. Any otherhearing problem

14, Haveyoueverhadaback i*njurt,f?

15. Do you currently have any of the
following musculoskeletalproblems?
a. Weakness in any of your
arms, hands legs, or feet
o, Back pain
c. Difficulty fuity Moving your
arms and legs

d. Pain or stiffness when you lean
forward orbackward atthe waist
€. Difficulty moving your
head up or down
f. Difficulty moving your head
sideto side
g- Difflcultybending atyour
knees
h. Difficulty squatting to the
ground
L. Difficulty climbinga flight of
stairsora laddercarrying 25lbs.
I Anyothermusclie orskeletal
prablem thatinterferes with
Usinga raspirastor.

Date qu?Q"QC

m;ﬁ

YES/
YES /Mo
YES/RND

YES/N
TES/H

YES/N

owledge and belicl

Y




