REQUEST FOR MEDICAL CLEARANCE FOR RESPIRATOR USE

(Top part to be completed by Employee, middle part completed by EH&S and then form submitted to Health Center when presenting for questionnaire review and/or medical exam.)


Employee name
Employee ID #
SS# (last 4)*
Date of Birth


Supervisor name
Department
Telephone #

*The last four digits of the social security number are required by Cal-OSHA for identification purposes.

--------------------------------------------------------------------------------------------------------------------------------------------

Type of Exam:  Initial □
Periodic questionnaire review □
Follow up examination □
Check Type or Types of Respirator(s) to be used:


Atmosphere-supplying respirator

Continuous-flow respirator


Open-circuit SCBA

Closed-circuit SCBA


Supplied-air respirator

Combination air-line and SCBA


Air-purifying (non-powered)

Air-purifying (powered)

Anticipated Work Applications:



Level of Work Effort  (Circle One):
Light    Moderate    Heavy    Strenuous

Extent of Usage:
1.
On a daily basis.


2.
Occasionally – but more than once a week.


3.
Rarely – or for emergency situations only.

Length of Time of Anticipated Effort in Hours:



Special Work Considerations (i.e., high places, temperature, hazardous material, protective clothing, toxic and/or oxygen depleted environment):



Date
Office of EH&S Representative

--------------------------------------------------------------------------------------------------------------------------------------------

Physician’s Evaluation

Employee:





Name
Employee ID#
CLASS (circle):
1.
No restrictions on respirator use.


2.
Some specific use restrictions.  (see comments below)


3.
No respirator use permitted.


4.
Follow-up medical examination needed before determination can be made.
Restrictions:



Date
Physician

