

Brookhaven National Laboratory (BNL) Respiratory Protection Program Record

Non-BNL Employee Respirator Medical Approval Form

· Non-BNL employees following the approach below will experience the least delay in the medical approval process.

· You will need an evaluation at the OMC in order to receive respirator training and testing.

· You, your supervisor, and the appropriate ES&H Coordinator complete the top sections of this form and fill in the appropriate

        name and address at the bottom, before you visit the OMC.

	Last Name:
	
	First Name:
	
	

	
	

	Guest No: 
	
	Dept./ Div.
	
	Building No:
	
	Extension:
	
	

	

	

	Types, approximate weights of respirator, and respiratory working conditions for this employee

	

	
	
	Self-Contained Breathing Apparatus 
	( 20 Lbs.)
	
	Full-Face Air Purifying Respirator
	( 2 – 3 Lbs.)

	

	
	
	Air-Line Respirator  ( mask/ hood and hoses )
	( 9 Lbs.)
	
	Half-Mask Air Purifying Respirator
	( 0.75 Lb.)

	
	

	
	
	Powered Air Purifying Respirator
	( 5 Lbs.)
	
	Escape Pack (3 Bottle Unit )
	( 16 Lbs.)

	

	
	Duration and frequency of respirator use:
	
	Hours per Day
	
	Days per Week
	
	Weeks per Year

	

	
	Expected physical work effort
	
	Light
	
	Moderate
	
	Strenuous
	
	Very Strenuous

	

	
	Potential for Heat Stress:
	
	Maximum Expected Temp.
	
	F
	
	C
	
	Maximum Expected Humidity (%)

	

	
	Use for rescue or escape
	

	

	
	Additional protective clothing / equipment to be worn or carried
	

	
	
	

	

	
	Respirator Use Requires
	
	Close Visual Activities
	
	Distant Visual Activities
	
	Spectacle Kit Needed

	

	BNL
	
	
	
	
	
	
	
	
	

	Supervisor 
	
	
	
	
	FS Rep.
	
	
	
	

	
	Printed Name
	
	Mail
	
	
	Printed Name
	
	Mail
	

	
	
	
	
	
	
	

	ES&H Coordinator
	
	
	
	
	
	

	
	Printed Name
	
	Signature
	
	Date
	
	  Mail


· See your personal physician to complete the necessary evaluation and forms on page 2.

· Be sure that you bring the completed forms from the physician to the OMC.

· The information below will be completed at the OMC following a review of your documents at the OMC.

· Your private medical information will be kept on file at the OMC.

	

	
	
	(Name) was evaluated at the

	

	Occupational Medicine Clinic on
	
	(date)
	and was
	

	

	
	
	Medically approved for respirator use       ____ for 18 months   (or)  for _____ months.                          

	

	
	
	Not medically approved for respirator use.

	

	Comments: 
	
	

	
	
	

	

	THIS FORM SHALL CONTAIN NO PERSONAL MEDICAL INFORMATION.

	OMC Physician
	
	
	
	

	
	Signature
	
	Date
	

	

	
	

	
	
	Original form on file at OMC.
	
	

	
	
	Copy to ES&H Coordinator

	
	
	Copy to Facility Support Representative
	

	
	
	Copy to Non-BNL Employee: (If medically approved, Non-BNL Employee bring this copy to your Respirator Fit Test)


Brookhaven National Laboratory 

Occupational Medicine Clinic (OMC)

Building 490-OMC Upton, New York 11973

(631) 344-3670
Non-BNL Employee Respirator Medical Approval Form  (Page 2)
First, your physician should complete this form.  Then make sure that you bring this form with you when you visit the OMC.  Non-BNL employees who present the appropriate forms and have already seen their personal health care providers will experience the least delay in the medical approval process.

	

	Name:
	
	Date of birth:
	
	

	

	Address:
	
	

	

	To be completed by attending physician and brought to the OMC for review.  


	

	Respirator use may impose a significant burden on the cardiopulmonary system.  It is the policy of Brookhaven National Laboratory to issue respirators only to medically qualified individuals.  Since we have no medical information on the above individual, we would appreciate 
completion of this form.

	

	Is there a history of the following?  If so, please explain in the space below.

	

	
	
	Cardiovascular disease
	
	Abnormal chest-x-ray
	
	Diabetes

	
	
	Severe or progressive hypertension
	
	Cerebrovascular disease
	
	Hypoglycemia

	
	
	Chest pain
	
	Loss of consciousness
	
	Thyroid disease

	
	
	Cardiac arrhythmia
	
	Transient ischemic attacks
	
	Hernia

	
	
	Dyspnea
	
	Syncope

	
	Hearing loss

	
	
	Wheezing
	
	Epilepsy / seizure
	
	Perforated tympanic membrane

	
	
	Asthma
	
	Heat exhaustion / heat stroke
	
	Vision loss

	
	
	Pulmonary disease
	
	Hemorrhagic diathesis
	
	

	

	Comments:
	
	

	Medications, if any:
	
	

	Any difficulty with prior respirator use?
	
	

	Does this individual have any conditions that could contribute to the development of hypoxia?
	
	

	Are there any conditions that could result in sudden loss of control or consciousness?
	
	

	Are there medical or other problems that could result in difficulty tolerating any of the following:

	
	
	Confined spaces?
	
	Strenuous exertion?
	
	Emergency response?
	
	

	

	Exam:
	Height
	
	Weight
	
	Blood Pressure
	
	Pulse
	
	Regular
	
	

	
	General Appearance:
	
	HEENT:
	
	Neck/Thyroid:
	
	

	
	Lungs:
	
	Heart:
	
	

	
	Abdomen:
	
	Musculo-skeletal:
	
	

	
	Spine & Extremities:
	
	Neuro:
	
	

	
	Other:
	
	

	

	Spirometry results: Please attach copy if performed
	
	Within normal limits
	
	Other:
	
	

	
	
	

	Impression:
	
	

	

	Please check one:
	
	No medical problems, should tolerate respirator use without medical difficulty

	
	
	Respirator use not recommended because:
	
	

	
	
	Respirator use recommended with limitations because:
	
	

	Comments:
	
	

	
	
	

	
	
	
	
	
	
	
	

	
	Physician Printed Name
	
	Physician Signature
	
	License Number
	
	Date

	
	

	Address:
	


If you have any questions, please call the Occupational Medicine Clinic at (631) 344-3670.  Thank you for your cooperation.
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