MANDATORY RESPIRATOR EVALUATION
MEDICAL QUESTIONNAIRE (Long Form)

SECTION 1. MANDATORY (The following information must be provided by every employee)

. Today’s date:

. Your name:

. Your employee number:

. Date of birth: Your age (io nearest year):
.Sex : [ Male [] Female

. Your height: feet inches

. Your weight: Ibs.

. Your job title:

0 0 ~N O O A W N

. A phone number where you can be reached by the health care
professional who reviews this questionnaire (inciude 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 Yes
this QUESTIONNAITE? (SEE COVEIIBHED) ...t e e e et e e ee s ]

12. Indicate the type of respirator you will use: (you can check more than one category)
[[] Disposable particulate filtering facepiece, “dust mask”
[] Half facepiece
[ ] Full facepiece
[] Powered air-purifying
[_] Supplied-air
[[] Self-contained breathing apparatus
[] I currently do not wear a respirator

13. If you currently do not wear a respirator but have worn one in the past (to include jobs before
Nalco), what type did you wear? (you can check more than one category)

[_| Never worn a respirator before

(] Disposable particulate filtering facepiece, “dust mask”

[] Half facepiece

[_] Full Facepiece

[ ]| Powered air-purifying

(] Supplied-air

[] Self-contained breathing apparatus

Yes

14. Have you completed a Nalco respirator medical exam? ...............cccooiiiiiiininiccniciieee. ]

Approximate date:

15. If you answered YES to Question 14, have there been health or medical changes since Yes
the last reSpiratory @Xam?...............ccoeioiuicuiieeeccece ettt et ]

If so, explain;

SECTION 2. Mandatory (Questions 1 through 9 below must be answered by every employee)




Yes No
1. Have you ever smoked t0bacco ProductS?...............c.cooooiiiieiie e OO d
If YES. How long have you smoked or did you smoke? Years
How much have you averaged or did you average?

Cigarettes: packs per[ |day [ Jweek []month

Cigars: cigars per[ ]day []week []month

Pipe tobacco: ounces per|[ | day [ ]week []month
What and how much do you smoke at present?
If you have quit smoking, when did you quit?

2. Have you ever had any of the following conditions? Yes No
B, SBIZUIES (fil5) ....veveveeerierereieeesesstssssiseessasses st sssssassssesaassssatsssessneastass et st stsssaessstennsnnsssanernsasenens 1 [
D. DIGDELES (SUGAr QiSEASE) ........cc.eeeeeeeeeeeee ettt en e e e e n e O
c. Allergic reactions that interfere with your breathing..............cc.ocooo i, []
d. Claustrophobia (fear of CIOSEU-iN PIACES) ...............c.eueeweeeeeeeeeeeeeeeeeeeeeeeeeee e %

e. Trouble smelling odors

3. Have you ever had any of the following pulmonary or lung problems? Yes
a. Ashestosis
b. Asthma

L]
0l
L]
O, EMIDNYSEIMA ...ttt ettt et e e et e e e ea et e e e e e e st et e et e et e ee e e eaat e eaeeereeas I
B, PRIBUIMIONIA. ...ttt ee ettt e e e es e e e et et et e et e ee e e eeeeaeese et een et ssesaesaesbenesnaaeas ]
£ TUDBICUIOSIS. ... ..ot e et ettt et e e e e e et e e e e s e et et et e et ane et eaneeeeeeenaanenn ]
. SHICOSIS......oeeeveeeecee et sas s s ss st et et stssesasaaseese et seas et sanesenessansesesebasseassnansnas ]
N. PReUumMONOFAX (CONAPSEA IUNG) ... e e et e ettt s e et e e e e e ee et anae et eesaaeeeeaennnennen ]
i LTI GRIIOBT 1. ioisninsnnsinnssbinsnensinssiosmansansiassansassassasssnsssasnes sansssamsasansssnsnsas snsasnnasbesesnaisnanssnionsassn ]
Jo BIOKEIN FIDS ettt et e et e et e e e e e et e et e et e et e ane et e eaeeerteeeeaeeerenranens ]
k. ANy Chest U e O S U G TS s o e R e L o S e ST T P ST ]
. Any other lung problem that you've been told about ..o, L]

4. Do you currently have any of the following symptoms of pulmonary or lung iliness? Yes
2 EhOTESE DIEBIEEI . ........oieceeese o sesmsnssmsmsasanensansasaianssassssndubomesiindos ke dia RS AR ]
b. Shortness of breath when walking fast on level ground or walking up a slight hill or incline ..
c. Shortness of breath when walking with other people at an ordinary pace on level ground ....  []
d. Have to stop for breath when walking at your own pace on level ground ......................cce..e.

OO0O0O0O0O00F OOOOOOO0000000F DOO0O00O0000O0gF 0000

e. Shortness of breath when washing or dressing yourself............cccccoiiiiiiii e O
f. Shortness of breath that interferes with your job............oco i, O]
g. Coughing that produces phlegm (thick SPUIUM) ........eeeereermeeiiiiini e ]
h. Coughing that wakes you early in the MOrniNg .........oeci i, ]
i. Coughing that occurs mostly when you are lying doWn...........cccviiiiiiininn e []
|; Coughing:up blood:in the:last month ... sesnsmannenrrrdrvrernnnmramiamisag |
KNI oo i A P i S B SRR ]
L Whéezing Bl i ereres With VOUP JOD .. cocvuosussmmesyass sosmusseosssssiunme s ]
m; Chest pain‘when you breathe deeply ... imuimumiimmminiminivt i s ek s 1
n. Any other symptoms that you think may be related to lung problems ... ]
5. Have you ever had any of the following cardiovascular or heart problems? Yes
i I —— ]
b BEoke ... i S A S S A B SN KSR Il
U TR 0 o e Ve v S O
8. OB OTE . iy o s R VS A e AR A A ]
e. Swelling in your legs or feet (not caused by Walking) ....................coocouevieeeseeereneseseseasene e sssneesens ]
f.. Heart arrhythmia (Heart Deatng iregilany) s vt o i s s i e v s b oy st ]
G LI DICIOT DIPBBRIIE .. us0isiic susosuninsasumsintnososssssssss s ooy e S A e S N L]
h. Any other heart problem that you've been fold about................... O

=
o

6. Have you ever had any of the following cardiovascular or heart symptoms? Yes




a2 Frequent nain or fghimess invourchest. .o o e s L]
b. Pain or tightness in your chest during physical activity ... O
c. Pain or tightness in your chest that interferes with your job ... 'l
d. In the past two years, have you noticed your heart skipping or missing a beat..................... 4
e. Heartburn or indigestion that is not related to eating...........oocooiin e E]I

f. Any other symptoms that you think may be related to heart or circulation problems ..............

7. Do you currently take medication for any of the following problems? Yes
a.-Breathing or [ung-problems: s mmmmes ey s s s O
b HEart OUDBIE ;.. ....iitin . ine i ce i tissscas b smn entin see st Ein S ST S ST ]
. OO IO SUIGS ozt st A S A S SR A e S TR ]
e i Ty T ——— O

8. If you have used a respirator, have you ever had any of the following problems? ............... ]
If you have never used a respirator, check the following space and go fo Question 9......[]

2 B TTTRERION o vnowmmmmanyivess s oo s M S S O R A RS PSS ]

b. . Skin-allergies: or rashes. . ... oo i o aveess o sy svesivs s is s aans S S iaon s o s S s e e s wravue L]

b1~ e ———— ]

d. General WEaKNESS OF FAtGUE -.......c.cvucueeeeeeeeeceeeeeeeeeesseeeeeeeseeeaeeeeeeeaeeasseasamensseasnanesesesesnesanes O]

e. Any other problem that interferes with your use of a respirator................ccocc |

9. Would you like to talk to a health care professional who will review this questionnaire Yes
about your answers to the questionnaire? ... O

0F 00000 OF O00O0OOF OO0O00Oc

Please comment about any YES responses to Questions 1 through 9;

SECTION 3. MANDATORY WORKLOAD QUSTIONNAIRE

1. In your present job, are you working at high altitudes (over 5,000 feet) or in a place that has Yes No

lower than normal amounts Of OXYGENT ..........ccceeerueriieinieieicereseer et eeanssienees O O
If YES: Do you have feelings of dizziness, shortness of breath, pounding in your chest, or
other symptoms when you're working under these conditions? ....................c.cc.o.... O O
2. At work or at home, have you ever been exposed to hazardous solvents hazardous
airborne chemicals (e.g. gases, fumes, or dust), or have you come into skin contact with Yes No
hazardOUS CREMICAIS?.........oooeeeeeeeee et e e e et e et e e eeeeneeeeesseeanseseease e st ereesame s seesnnesseeneearesaneens O O

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? Yes No
B ASDESEOS ..ottt ettt ee e eaeanasaeananan s s s s eane s s bt ereas e nanaen e O d
D. SiliCA (.g., i SANABIASHNG) ... veveeeveeeeeereeaseeeeeeiseseessessssesessesese s e eese s eaesseasas s sssnsas s n s s sn e ens O O
c. Tungsten/cobalt (e.g., grinding or welding this MALEMAI ..........c..c.eveeeiueereeriereeseeeneaes s s O O
e BEIYHIUM oo eeee e eeamasa s s s em s e e es e et th et 1 O
B AR TR IV s s smsivsissnssons soisssusarensmansnses songnme s msme e s r R SR SRR SR R e R S S o O Od
f. COAI (fOr EXAMPIB, MUMNG)..vvvveeeeaaeaeeeeeeeeeerteteeeeeesaamanereeaeasssssmeeeeeemsssasneeee et s tare e e s s s s e e e s e ] ]
0 ITEIET, oo semmamnmidion s asisin s B R A S SR oo O O
s i1 A T O Ty SO O O
i DSt BIVATDITEBIIES ..coosrssasnsssnonsssasansesissiessdisshas a5 s bess s domsemts Bog st e s v repusaan s sovs O o
. DY OHEr T ARIOUS BXPOBUIOS. ..o cv..ioncessssss st s 555 b s st min st ssivsssmasniinlvinien O 0O

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:

OOOCECE

Yes No
7. Have you been in the military SErvices? ... O 0O
If YES: Were you exposed to biological or chemical agents (either in training or combat)? .......... [ [
| Yes No
8. Have you ever worked on a HAZMAT team? ...........ccooviiiiiiiiii it OJ ]
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 Yes No
medications for any reason (including over-the-counter medications) 7 ...............c...cveeeeieieeeeciienaniacn. O O
If YES: Name the medications, if you know them:
10. Will you be using any of the following items with your respirator(s)? Yes No
S HEPA BB i s e s i o S S e G e A W 8 SR S O 0O
b: Canisters:(or SXampIe; Ga% TESKE s ssmensmstinisaesssy smseomsysmss ey s s wi s T s o O
) T YOI oot oo s R A 0O O
11. How often are you expected to use the respirator(s):
[ 1 do not currently use a respirator.
Escape only
Emergency rescue
Disposable particulate filtering facepiece, “dust mask”
Half facepiece
Full facepiece
Powered air-purifying
Supplier-air
[] self-contained breathing apparatus
Select only one of the following, if applicable:
[ ] Less than 5 hours per week
[] Less than 2 hours per day
[[]2 to 4 hours per day
] over 4 hours per day
12. Will you be wearing protective clothing and/or equipment (other than the respirator) when Yes No
YOU are USing YOUr FeSPIrator?...... ..o e O Od
If YES: Describe this protective clothing and/or equipment:
Yes No
13. Will you be working under hot conditions (temperature exceeding i gl ¢ PPN O O
Yes No
14. Will you be working under humid CONAIIONS? .....oeueuemeeeereeememssssasesessssssasssssssssssssssasmsssssesens 1 O




SECTION 4. To be completed by employees wearing full facepiece respirators or a self contained

breathing apparatus (SCBA) only.

1. Have you ever lost vision in either eye (temporarily or permanently)? ..............cccovviiiiiiiinnnininnn,

2. Do you currently have any of the following vision problems?
8, Wear COMACt ISNSBE i .ot it o e rmrs 50 Do S T e ST S S R
D. WEaT QIASEES.........000ominnnnsiinnmnnsnmnssnnr snsbnss shnnmsssinesninsdsnsiessns L sibe s RS T AR R O S
CCOIOREDIA s s s s R T e
d. Any other eye or ViSion Problem.. ... ... e

3. Have you ever had an injury to your ears, including a broken ear drum?..............................

4. Do you currently have any of the following hearing problems?
A, DIffICUIY NEBAMING -..ovveieieee ettt e e ete e eeeeeeee s seesee et eseeeae e e e et seeeee e seeaean
D. Wear a hearing @id.........oeeveiiee e s e e
C. Any other hearing Or @ar ProDIML...........ooii i

5. Have you ever had a back inJUIY? ... e e

6. Do you currently have any of the following musculoskeletal problems?
a. Weakness in any of your arms, hands, legs, orfeet ...
[0 T == Tot @ o= 1 o [ O N
c. Difficulty fully moving your arms and 1€gs ............ooviiiriiiien e
d. Pain or stifiness when you lean forward or backward at the waist.....................................
e. Difficulty fully moving your head up or dOWN ..o e
f. Difficulty fully moving your head side o Side ...
g. Difficulty bending at YOUr KNEES .........oo it
h. Difficulty squatting to the ground.............ooori i
i. Climbing a flight of stairs or a ladder carrying more than 251bs............ccocooirris
j. Any other muscle or skeletal problem that interferes with using a respirator ..........................

7. Please explain any YES answers:

Yes
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