	  *Please return the completed and signed UNL RUQ directly to the UNL contracted Occupational Health Physician’s office.
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	Respirator User Questionnaire (RUQ)*

Supplemental Confidential Medical Evaluation Questionnaire for Respirator Users

                                                           University Of Nebraska – Lincoln Occupational Health and Safety Program for Animal Users 
                                 

	
	UNL OHSP-AU    FORM 3
	OHSP-AU 5_05



 (IACUC-OHF 1_05) 


-CONTINUATION PAGE-


Individuals who will NOT wear a respirator are not required to complete this supplemental form.

-GENERAL INFORMATION-

	Personal Information

	NAME:  
	     
	ADDRESS:        

	Phone:  
	(402)    -     Extension:      
	UNL Employee ID #:       
	

	· Can you read?
      FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO
	· Do you require any other special accommodations in order to complete this form?
       FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO; if YES, please contact your Supervisor(s), Principal Investigator(s), or 

       Educator(s) for help.

	CONFIDENTIALITY

	· Your Supervisor(s), PI(s), or Educator(s) must allow you to answer this questionnaire during normal working hours, or at a time and place that is convenient to you. To maintain your confidentiality your Supervisor(s), PI(s), or Educator(s) must not look at or review your answers and you must deliver or send your completed Respirator User Questionnaire (RUQ; FORM 3) to the UNL contracted Occupational Health Physician’s office (listed on the next page) OR to your Personal Physician. 
· At the health care professional’s discretion, he or she may contact you to conduct a telephone consultation or request that you schedule an office visit or other tests/procedures to complete the medical evaluation. 

	OPTION to REFUSE PARTICIPATION in the UNL OHSP-AU or UNL OHSP-AU Medical Surveillance Program 

	IMPORTANT: You may decline to participate in the UNL OHSP-AU or UNL OHSP-AU Medical Surveillance Program (which may include some respiratory users).  You must document your refusal to participate by signing below and completing the Refusal of UNL OHSP-AU Services (FORM 4).  OHSP-AU forms are available from your Supervisor(s), PI(s), or Educator(s); UNL Environmental Health and Safety Office; UNL IACUC Office; or at http://www.unl.edu/research/ReComp1/forms.shtml.  A signed copy of this page and a signed copy of the Refusal of UNL OHSP-AU Services (FORM 4) must be sent to the IACUC Office to document your refusal to participate in the UNL OHSP-AU Medical Surveillance Program as offered.

	CAUTION:
You may be denied animal use privileges under the auspices of UNL, in UNL animal facilities or employment at UNL unless you participate when required in the UNL OHSP-AU and the OHSP-AU Medical Surveillance Program as offered (i.e., complete the applicable OHSP-AU forms, submit the forms for review by the UNL IACUC Office and (when required) the UNL contracted OHP, and comply with the UNL contracted OHP recommendation(s); OR have the applicable OHSP-AU forms reviewed by your Personal Physician at your expense; OR supply the IACUC Office with written documentation demonstrating your active participation in your company’s or institution’s occupational health and safety program for animal users.

	I, the undersigned, choose to  FORMCHECKBOX 
  participate;  FORMCHECKBOX 
 NOT participate in the UNL OHSP-AU Medical Surveillance Program.

	Signature:
	
	Date:     /  /    


	Please complete the form electronically.  Print out and send a signed hard copy to the address below.

DO NOT give the form back to your Supervisor(s), Principal Investigator(s) [PI(s)], or Educator(s); or mail to the UNL IACUC office.

	*Return form directly to:
	Occupational Health Physician 

St. Elizabeth’s Company Care, 1000 West O Street

Lincoln, NE  68528

Phone:  402-475-6656 Fax:  402-475-6682

	Note:  Unpaid UNL students, visitors, or volunteers must return this form to his or her Personal Physician for his or her review at their own expense unless other prior arrangements have been made with the UNL sponsoring department.  In addition, the individual must supply his or her Personal Physician with the UNL Medical Clearance Form (MCF; FORM 5) on which his or her Personal Physician must detail his or her recommendations to reduce or manage any risks found.  Fees for any medical services deemed necessary as a condition of service to UNL [based on his or her Personal Physician’s review of the UNL Personal with Animal Contact Confidential Health Questionnaire (PACCHQ; FORM 2) and the UNL OHSP- AU Respirator User Questionnaire (RUQ; FORM 3)] is the responsibility of the unpaid student, visitor, or volunteer unless other prior arrangements have been made with the UNL sponsoring department.  Compliance with the individual’s Personal Physician’s recommendations is expected.  The UNL OHSP-AU forms are available from your Supervisor(s), PI(s), or Educator(s); UNL Environmental Health and Safety Office; UNL IACUC Office, or at http://www.unl.edu/research/ReComp1/forms.shtml.
IMPORTANT
Attach copies of all completed Job Safety Assessment(s) [JSA(s)] that are prepared specifically for your assigned tasks/duties [if not already attached to your UNL PACCHQ (FORM 2)].  The JSA(s) should be available from your Supervisor(s), PI(s), and Educator(s).  The assessment form can be found on the EHS web site (http://ehs.unl.edu/Forms/ehs-iipp-02.pdf).  The Occupational Health Physician will NOT review this form without attached JSA(s).

	Please complete ALL of the following information, giving an accurate and complete medical health history.

	UNL Cost (Company) Center Number for Department Billing Purposes*: (Obtain from your Supervisor(s), PI(s), or Educator(s))  Cost Center #          

 FORMTEXT 
     
(*The Occupational Health Physician will NOT review this questionnaire without a billing number.)

	NAME:       
	Birth date:    /  /    

	Job Title:       
	UNL Employee ID #:       
	Age:       

	Social Security Number:     -  -    
	Gender:  Male  FORMCHECKBOX 
     Female  FORMCHECKBOX 


	Height: (in feet and inches)      ft.       in.
	Weight: (in pounds)        lbs.

	Name of Your UNL Department or External Company:
     
	Work Phone Number:

(402)    -      Extension:      

	Your Campus or Business Address: (Include zip)
     
	Alternate Contact Number:

(402)    -      Extension:      

	Best time for the reviewing Physician to contact you by telephone, if necessary (day of week and time):

     

	Would you like to talk to the health care professional who will review this questionnaire about your answers to this questionnaire?  FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  Only if health care professional deems necessary.

	Site(s) of likely contact with vertebrate animals where a respirator will be needed: (If not applicable, enter NA; if not known at this time, enter NK.)

	Building(s)
	Room Number(s)
	Building(s)
	Room Number(s)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	List below your Supervisor(s), Principal Investigator(s) (PI), or Educator(s): Include all names, addresses, and phone numbers if you will work with more than one Supervisor, PI, or Educator. Please indicate your Primary Supervisor, PI, or Educator. 

	Name(s) 
	Campus Address(es)
	Phone Number(s) 

	     
	     
	(402)    -    

	     
	     
	(402)    -    

	     
	     
	(402)    -    

	Date of your last medical examination:    /  /    

	Date this form was completed:    /  /    


	NAME:  Please insert your name on each page of this form. 

	Current and Past Occupational Related Questions

	Potential current and past exposures:

	In your present job, are you working at high altitudes (over 5,000 feet) or in a place that has lower than normal amounts of oxygen?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

	
	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?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

	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 hazardous chemicals?  If YES, name the chemicals if you know them:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Have you ever worked with any of the following?

	asbestos
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	aluminum
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	silica (e.g., in sandblasting)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	tungsten/cobalt (e.g., grinding or welding)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	coal (e.g., mining)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	iron
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	beryllium
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	tin
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Have you ever worked in dusty environments?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Have you ever worked with or been exposed to other hazardous materials?  If YES, explain:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Do you have a second job or side business?  If YES, please describe:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Have you had previous occupations different than your current job?  If YES, describe:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Please list your current and previous hobbies:

     

	Have you been in the military services? 
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	
	If YES, were you exposed to biological or chemical agents either in training or combat?  
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	
	If YES, please list the biological or chemical agents:       

	Have you ever worked on a HAZMAT team?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Will you be using any of the following items with your respirator(s)?

	HEPA Filters
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO   FORMCHECKBOX 
 Unknown

	Canisters (e.g., gas masks)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO   FORMCHECKBOX 
 Unknown

	Cartridges
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO   FORMCHECKBOX 
 Unknown

	How often will you be expected to use a respirator?
	       
	hrs/day; or

	
	       
	hrs/week; or

	
	       
	emergency escape/rescue only

	
	 FORMCHECKBOX 
  other; please explain

     


	NAME:  Please insert your name on each page of this form. 

	Current and Past Occupational Related Questions (continued)

	Conditions of current respirator use:

	Is your work effort light, moderate, or heavy during the period when you are or will be using a respirator?  Indicate the amount of time per shift in each type of work effort.  Examples are below:
	Work Effort
	Time Spent per Shift

	
	 FORMCHECKBOX 
 Light
	time:      

	
	 FORMCHECKBOX 
 Moderate
	time:      

	
	 FORMCHECKBOX 
 Heavy
	time:      

	Light- sitting while writing, typing, drafting, or performing light

assembly work; or standing while operating a drill press (1-3 lbs.) or controlling machines
Moderate- sitting while nailing or filing; driving a truck or bus in urban

traffic; standing while drilling, nailing, performing assembly work, or transferring a moderate load (about 35 lbs.) at trunk level; walking on a level surface about 2 mph or down a 5-degree grade about 3 mph; or pushing a wheelbarrow with a heavy load (about 100 lbs.) on a level surface.

Heavy- lifting a heavy load (about 50 lbs.) from the floor to your waist or

shoulder; working on a loading dock; shoveling; standing while bricklaying or chipping castings; walking up an 8-degree grade about 2 mph; climbing stairs with a heavy load (about 50 lbs).

 

	Will you be wearing protective clothing and/or equipment while you're using your respirator?  If YES, describe:       
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Will you be working under hot conditions (temperature exceeding 77o F)?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Will you be working under humid conditions?
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Describe the work or tasks you'll be doing while you're using your respirator:  

     

	Describe any special or hazardous conditions you might encounter when you're using your

respirator(s) (for example, confined spaces, life-threatening gases):

     

	Describe any special responsibilities you'll have while using your respirator(s) that may affect the

safety and well-being of others (for example, rescue, security):

     

	What toxic or dangerous substance(s) are you potentially exposed to that require you to wear a respirator?  Please list the name(s) of the substance(s); maximum concentrations, if known; and duration of each exposure per shift.



	Name(s) of substances:
	Maximum Concentrations:
	Duration of Exposure Per Shift:

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	NAME:  Please insert your name on each page of this form. 

	Health Related Questions

	Are you currently taking any prescription or over-the-counter medications?  If YES, please list:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Have you ever had any of the following conditions?

	Do you currently smoke tobacco, or have you smoked tobacco in the last month
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Claustrophobia (fear of closed-in places)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Allergic reactions that interfere with your breathing
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Seizures (fits)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Diabetes (sugar disease)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Trouble smelling odors
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

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

	Asbestosis
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Silicosis
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Asthma
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Pneumothorax (collapsed lung)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Chronic bronchitis
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Lung cancer
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Emphysema
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Broken ribs
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Pneumonia
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Any chest injuries or surgeries
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Tuberculosis
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	
	

	Any other lung problem that you've been told about? If YES, explain:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Do you currently have any of the following conditions?

	Shortness of breath
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	Wheezing
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	Shortness of breath when washing or dressing yourself
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	Wheezing that interferes with your job
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	Shortness of breath when walking fast on level ground or walking up a slight hill or incline
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	Coughing up blood in the last month
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	Shortness of breath when walking with other people at an ordinary pace on level ground
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	Coughing that produces phlegm (thick sputum)
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	Have to stop for breath when walking at your own pace on level ground
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	Coughing that wakes you early in the morning
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	Shortness of breath that interferes with your job
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	Coughing that occurs mostly when you are lying down
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

	Chest pain when you breathe deeply
	 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	
	

	Any other symptoms that you think may be related to lung problems?  If YES, explain:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Have you ever had any of the following cardiovascular or heart problems?

	Heart attack
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Angina
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Stroke
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Heart failure
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Swelling in your legs or feet (not caused by walking)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Heart arrhythmia (heart beating irregularly)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	High blood pressure
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	
	

	Any other heart problem that you’ve been told about?  If YES, explain:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

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

	Pain or tightness in your chest during physical activity
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	In the past two years, have you noticed your heart skipping or missing a beat
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Pain or tightness in your chest that interferes with your job
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Heartburn or indigestion that is not related to eating
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Frequent pain or tightness in your chest
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	
	

	Any other symptoms that you think may be related to heart or circulation problems? If YES, explain:       
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO


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

	Breathing or lung problems
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Blood pressure
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Heart trouble
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Seizures (fits)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

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

	Eye irritation
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Anxiety
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Skin allergies or rashes
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	General weakness or fatigue
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Any other problem that interferes with your use of a respirator?  If YES, explain:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	The questions in the following table must be answered by every employee who has been selected to use a full-face piece respirator or a self-contained breathing apparatus (SCBA).  Answering these questions is voluntary for employees who have been selected to wear respirators other than full-face respirators or SCBAs.

	Do you currently have any of the following vision problems?

	Wear contact lenses
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Color blind
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Wear glasses
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Have you ever lost vision in either eye (temporarily or permanently)
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Any other eye or vision problem? If YES, explain:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Do you currently have any of the following hearing problems?

	Difficulty hearing
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Wear a hearing aid
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Have you ever had an injury to your ears, including a broken ear drum
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Any other hearing or ear problem?  If YES, explain:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Do you currently have any of the following musculoskeletal problems?

	Weakness in any of your arms, hands, legs, or feet
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Difficulty fully moving your head side to side
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Back pain
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Difficulty bending at your knees
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Difficulty fully moving your arms and legs
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Difficulty squatting to the ground
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Pain or stiffness when you lean forward or backward at the waist
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Climbing a flight of stairs or a ladder carrying more than 25 lbs
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Difficulty fully moving your head up or down
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
	Have you ever had a back injury
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Any other muscle or skeletal problem that interferes with using a respirator?  If YES, explain:

     
	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	Authorization to Release Occupational Health Care Recommendations

	I authorize St. Elizabeth’s Company Care Physicians, nurses, and other involved employees, (or my Personal Physician’s staff) to provide the occupational health care recommendations from the Occupational Health Physician (or my Personal Physician) to my Supervisor(s), Principal Investigator(s), or Educator(s); the UNL Environmental Health and Safety Department; and UNL Institutional Animal Care and Use Committee.  The occupational health care recommendations are developed after thorough review of this form and will be documented on my UNL Medical Clearance Form (FORM 5).

	Signature:  
	
	

	Name:  Please type your name here.  
	Date:    /  /    
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