Health Endeavors Respirator Certification Process Record for

____________________ Fire Department

Part A.
OSHA Questionnaire for Respirator Certification

1. Today's date: ___________ 
2. Your name: _____________________________________________________________ 

3. Birth Date: _______ 
4. Gender (circle one): M  /   F
5. Approximate height: _____ ft. _____in.   6. Weight: ____ lbs. 

7. Your job title: ____________________________________________
Ever Worked on HAZMAT Team:
Yes  /  No

8. Phone number where the MRO who reviews this record may call you (include Area Code): ______________________


9. The best time to phone you at this number: ____________________
10. Automatically have the MRO call me to review  
                   my responses below:     Yes  /  No

11. You may contact us at Health Endeavors (the reviewer of this questionnaire) by calling 847 - 901 – 9117. Ask for the Clinical 
     Coordinator.
Pertinent Medical History:

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 conditions?

	Seizures (fits): 

	Yes
	No

	Diabetes (sugar disease): 
	Yes
	No

	Allergic reactions that affect your breathing:           
	Yes
	No

	Claustrophobia (fear of closed-in places): 
	Yes
	No

	Trouble smelling odors: 

	Yes
	No


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

	Asbestosis: 
	Yes
	No

	Asthma (including exercise asthma):
	Yes
	No

	Chronic bronchitis: 
	Yes
	No

	Emphysema: 
	Yes
	No

	Pneumonia: 
	Yes
	No

	Tuberculosis: 
	Yes
	No

	Silicosis: 
	Yes
	No

	Pneumothorax (collapsed lung): 
	Yes
	No

	Lung cancer: 
	Yes
	No

	Broken ribs: 
	Yes
	No

	Chest injuries or surgeries: 
	Yes
	No

	Other lung problem___________ ____________________________: 
	Yes
	No


4.  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

	Stopping for breath when walking at your own pace
	Yes
	No

	Shortness of breath when washing or dressing 
	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
	Yes
	No

	Coughing that occurs when you are lying down
	Yes
	No

	Coughing up blood in the last month
	Yes
	No

	Wheezing
	Yes
	No

	Wheezing that interferes with your job
	Yes
	No

	Chest pain when you breathe deeply
	Yes
	No

	Other symptoms that may be a lung problem
	Yes
	No


5.  Have you ever had any of the following 

cardiovascular or heart problems?

	Heart attack
	Yes
	No

	Stroke
	Yes
	No

	Angina
	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

	Other heart problems 
	Yes
	No


6.   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 
	Yes
	No

	be related to heart or circulation problems
	Yes
	No


7.  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 (fits)
	Yes
	No

	Any other problems
	Yes
	No


Medication Names:
_______________________________________

_______________________________________

_______________________________________

8.  I’ve Never Used A Respirator Before ___, skip this table 

If you've used a respirator before, have you ever had any of the following problems?

	.Eye irritation
	Yes
	No

	Skin allergies or rashes
	Yes
	No

	Anxiety
	Yes
	No

	General weakness or fatigue
	Yes
	No

	Other problem with use of a respirator
	Yes
	No


11.  Have you lost vision in either eye: 
Yes /  No 

(temporarily or permanently)

12.  Do you have any of the following vision problems?

	Wear contact lenses
	Yes
	No

	Wear glasses
	Yes
	No

	Color blind
	Yes
	No

	Other eye or vision problem
	Yes
	No


13.  Have you ever had an injury to your ears, including a broken ear drum: 
Yes  /  No 

14.  Do you have any of the following hearing problems?

	Difficulty hearing
	Yes
	No

	Wear a hearing aid
	Yes
	No

	Other hearing or ear problem
	Yes
	No


9.  Have you ever had a back injury: 
Yes  /  No 

10.  Do you currently have any of the following musculoskeletal problems?

	Weakness in any of your arms, hands, legs, or feet
	Yes
	No

	Back pain
	Yes
	No

	Difficulty fully moving your arms and legs
	Yes
	No

	Pain or stiffness leaning forward or backward 
	Yes
	No

	Difficulties fully moving your head up or down
	Yes
	No

	Difficulty fully moving your head side to side
	Yes
	No

	Difficulty bending at your knees
	Yes
	No

	Difficulty squatting to the ground, climbing a flight 

of stairs or a ladder carrying more than 25 lbs
	Yes
	No

	Other musculoskeletal problems that interfere 

With using a respirator
	Yes
	No


15.  For the following statements, mark if you agree or disagree with each one:

As a firefighter/paramedic working in various capacities, I have unintentionally come into contact with unknown, potentially hazardous substances, either through inhalation or through skin contact in the past.   AGREE
DISAGREE

When responding to IDLH atmospheres (Immediate Danger to Life and Health), I typically perform a combination of light, moderate and heavy exertional activities while wearing my respirator with SCBA.  Duration of usage at any exertional level may vary from seconds to several minutes. 


AGREE
 
DISAGREE

I am exposed to extremes of temperature and humidity while 

wearing my respirator with SCBA.  Appropriate turnout gear 

provides me some protection from these environmental 

extremes.   I also work in tight or partially obstructed areas when performing rescue procedures while wearing SCBA.
AGREE

DISAGREE

If you disagreed with any of the above statements, briefly state why:

___________________________________________________

___________________________________________________

___________________________________________________

17.  Have you ever knowingly worked with any of the materials, or under any of the conditions, listed below:

	Asbestos
	Yes
	No

	Silica (e.g., in sandblasting)
	Yes
	No

	Tungsten/cobalt (grinding or welding this material)
	Yes
	No

	Beryllium
	Yes
	No

	Aluminum
	Yes
	No

	Coal (for example, mining)
	Yes
	No

	Iron
	Yes
	No

	Tin
	Yes
	No

	Dusty environments
	Yes
	No

	Textile Mill
	Yes
	No


18.  At work or at home, have you ever been exposed to other known hazardous solvents, hazardous airborne chemicals (e.g., gases, fumes, or dust), or have you come into skin contact with hazardous chemicals not listed above: 

Yes  /   No;

If "yes," name the chemical or environments(s): _____________________________________ 

___________________________________________________

___________________________________________________

19.  Provide the following information, if you know it, for each known toxic substance that you were exposed to in the past year while you were using your respirator:

Name of the first toxic substance: ________________________

Estimated maximum exposure level: ______________________

Duration of exposure: _________________________________ 

Department Exposure Form Completed?
Yes   /   No

Name of the second toxic substance: ______________________

Estimated maximum exposure level: ______________________

Duration of exposure: _________________________________

Department Exposure Form Completed?
Yes   /   No

Name of the third toxic substance: _______________________

Estimated maximum exposure level:______________________

Duration of exposure: _________________________________

Department Exposure Form Completed?
Yes   /   No

List any second jobs or side businesses you have:____________

___________________________________________________

___________________________________________________

List your previous occupations: __________________________ ___________________________________________________ 

List your current and previous hobbies: ___________________ ___________________________________________________ 

20.  Have you been in the military services? Yes  /  No

If "yes," were you exposed to biological or chemical agents 

(either in training or combat): 
Yes  /   No 

I have reviewed the above OSHA Questionnaire and find the 

Above mentioned firefighter safe for fitting of a facemask and

Performing a Respirator Qualitative or Quantitative Fit Test to be administered by his/her fire department.

MRO Reviewer’s Signature

Part D.
Medical Evaluation
Today’s Date: ______________________
HR:

BP:

Ht:

Wt:

Lung Auscultation Results:

Normal

Wheezes
Basilar Crackles
Ronchi
 
Other:

Heart Auscultation Results:

Normal
Innocent Murmur
Other:

ROM 
Scratch Test:  Nl   Abn     Squat Test:  Nl   Abn
Back ext/flex:  Nl  Abn   Comments:______________

Spirometry Result:
FEV1/FVC ratio: ________

FVC: _________


PPD (Tuberculosis Screen):

Negative
Positive
CXR Ordered:
Yes   /   No
Result: ____________________________________________________________
