CUSTOMIZABLE RESPIRATORY PROTECTION PROGRAM

HOW to use this section 

Following is a Customizable Respiratory Protection Program and Worksite-Specific Respiratory Protection Plan for use at your facility.  A computer disk is available upon request to help you add pertinent information and remove any section of the Program that does not reflect what you intend to do for respiratory protection.

Where spaces are insufficient for adding facility material, it is recommended that you annotate a location in your written document where the information can be found.

While the Program is intended as an overall statement of facility policy and intention, the Respiratory Protection Plan derived from your Program must be worksite-specific, kept up-to-date, signed and authorized by appropriate officials.

In order to customize the Program for your facility, replace the “Entity name ” with your facility/worksite name, and carefully review the provisions included to be sure that they reflect the way your facility performs or is prepared to perform.  Some of the provisions included are good practices, but are not mandated by OSHA regulations.  These may be modified to suit your facility.  However, many of the provisions are mandated by OSHA, so deletions or modifications should be made after consulting the current OSHA respiratory protection standards for your industry.  This program is intended to conform with OSHA Respiratory Protection standard, 29 CFR 1910.134. and Cal/OSHA Title 8, Section 5144.

RESPIRATORY PROTECTION PROGRAM

POLICY

It is the policy of Entity name to protect its employees from hazardous atmospheres through a comprehensive program of recognition; evaluation; engineering, administrative and work practice controls; and personal protective equipment, including respirators.  To the greatest extent feasible, hazard elimination and engineering and work practice controls shall be employed to control employee exposure to within allowable exposure limits.  However, where these measures are not feasible or fully effective or are under development, Entity name shall provide appropriate respirators to affected employees under this program. Entity name is committed to full compliance with applicable federal and state regulations pertaining to employee respiratory protection.

PURPOSE

The purpose of this program is to protect the health of Entity name employees who may be exposed to hazardous atmospheres in the conduct of their work and to provide appropriate protection from these hazards, without creating new hazards.  This program sets forth the Entity name practices for respirator use, provides information and guidance on the proper selection, use, and care of respirators, and contains requirements for establishing and maintaining a respirator program.

SCOPE

This program applies to all Entity name employees who need to wear a respirator to perform assigned duties. Examples of chemicals or operations that pose potential respiratory hazards and involve respirator use are:

Insert examples of chemicals and operations which may involve respirator use at your facility. The list inserted here need not be exhaustive, since the Entity name Respiratory Protection Plan must include an exhaustive list of hazards.  

DEFINITIONS

Air purifying respirator (APR) — a type of respirator that removes specific contaminants from air by use of filters, cartridges or canisters by passing ambient air through the air-purifying element. APRs do not supply oxygen.

Allowable limit — the maximum concentration of a substance in air that is permitted by regulation or voluntary standards to protect employee health. 

These concentrations may be expressed in terms of an 8-hour time-weighted average, a 15-minute short term average or as an instantaneous upper ceiling limit.  An example is the OSHA permissible exposure limits (PEL).

Assigned protection factor — the level of respiratory protection expected to be provided by a given class of respirators to a properly fitted and trained user.  This factor is assigned by OSHA in substance specific standards and by ANSI in the voluntary national standard, Z88.2.

Atmosphere-supplying respirator — a type of respirator that supplies the user with breathing air from a source independent of the ambient atmosphere, and includes supplied-air respirators (SARs) and self-contained breathing apparatus (SCBA) units.

Canister or cartridge — a container with a filter, sorbent or catalyst, or combination of these items, which removes specific contaminants from the air passed through the container.

Demand respirator — an atmosphere-supplying respirator that admits breathing air to the facepiece only when a negative pressure is created inside the facepiece by inhalation.

Dust mask — see Filtering facepiece.

Emergency situation — any occurrence such as, but not limited to, equipment failure, rupture of containers, or failure of control equipment that may or does result in an uncontrolled significant release of an airborne contaminant.

Employee exposure — exposure to a concentration of an airborne contaminant that would occur if the employee were not using respiratory protection.

End-of-service-life indicator (ESLI) — a system that warns the respirator user of the approach of the end of adequate respiratory protection, for example, that the sorbent is approaching saturation or is no longer effective.

Escape-only respirator — a respirator intended to be used only for emergency exit.

Filter or air purifying element — a component used in respirators to remove solid or liquid aerosols from the inspired air.

Filtering facepiece (Dust mask) — a negative pressure particulate respirator with a filter as an integral part of the facepiece or with the entire face piece composed of the filtering medium.

Fit factor — a quantitative estimate of the fit of a particular respirator to a specific individual, and typically estimates the ratio of the concentration of a substance in ambient air to its concentration inside the respirator, when worn.

Fit test — use of a protocol to qualitatively or quantitatively evaluate the fit of a respirator on an individual.

Hazardous atmospheres — an atmosphere that contains a contaminant(s) in excess of the allowable limit or contains less than 19.5 percent oxygen.

Hazard ratio — a number calculated by dividing the actual air contaminant concentration by the allowable limit.

Immediately dangerous to life and health (IDLH) — an atmosphere that poses an immediate threat to life would cause irreversible adverse health effect, or would impair an individual’s ability to escape from a dangerous atmosphere.

Loose-fitting facepiece — a respiratory inlet covering that is designed to form a partial seal with the face. 

National Institute for Occupational Safety and Health (NIOSH) — a Federal institute responsible for conducting research and making recommendations for the prevention of work-related illnesses and injuries. It tests and issues approvals for respirators.

Negative pressure respirator (tight fitting) — a respirator in which the air pressure inside the facepiece is negative during inhalation with respect to the ambient air pressure outside the respirator.

Occupational Safety and Health Administration (OSHA) — the Federal or state agency with authority to issue and enforce workplace health and safety regulations. 

Oxygen deficient atmosphere — an atmosphere with an oxygen content below 19.5 percent by volume.

Physician or other licensed health care professional (PLHCP) — an individual whose legally permitted scope of practice (i.e., license, registration or certification) allows him or her to independently provide or be delegated the responsibility to provide some or all of the health care services required by this respirator program.

Positive pressure respirator — a respirator in which the pressure inside the respiratory inlet covering exceeds the ambient air pressure outside the respirator. 

Powered air purifying respirator (PAPR) — an air-purifying respirator that uses a blower to force the ambient air through air-purifying elements to the inlet covering. 

Pressure demand respirator — a positive pressure atmosphere-supplying respirator that admits breathing air to the facepiece when the positive pressure is reduced inside the facepiece by inhalation. 

Protection factor — a ratio calculated by dividing the air contaminant concentration outside a respirator by the concentration inside the respirator. This is measured in a quantitative fit test.

Qualitative fit test (QLFT) — a pass/fail fit test to assess the adequacy of respirator fit that relies on the individual’s response to the test agent.

Quantitative fit test (QNFT) — an assessment of the adequacy of respirator fit by numerically measuring the amount of leakage into the respirator.

Respiratory inlet covering — that portion of a respirator that forms the protective barrier between the user’s respiratory tract and an air-purifying device or breathing air source or both.  It may be a facepiece, helmet, hood, suit or a mouthpiece respirator with nose clamp.

Self contained breathing apparatus (SCBA) — an atmosphere-supplying respirator for which the breathing air source is designed to be carried by the user.

Service life — the period of time that a respirator, filter or sorbent, or other respiratory equipment provides adequate protection to the wearer.

Supplied-air respirator (SAR) or airline respirator — an atmosphere-supplying respirator for which the source of breathing air is not designed to be carried by the user. 

Tight-fitting facepiece — a respiratory inlet covering that forms a seal with the face.

User seal check — an action conducted by the respirator user to determine if the respirator is properly seated to the face.

ROLES AND RESPONSIBILITIES

Management

It is management’s responsibility to determine what specific applications require the use of respiratory protective equipment.  Management must also provide proper respiratory protective equipment to meet the needs of each specific application.  Employees must be provided with adequate training and instructions on all equipment.  Management also:


(
Supports the Respiratory Protection Program and assigns a Respirator Administrator with responsibility and resources to administer the program.

Respirator Administrator


(
Has overall responsibility for the Entity name Respiratory Protection Program, including monitoring respiratory hazards, maintaining records and conducting program evaluations


(
Has knowledge about respiratory protection and maintains an awareness of current regulatory requirements and good practices


(
Approves Respiratory Protection Programs for each operation that involves use of respirators


(
Approves training programs for employees


(
Approves fit test procedures for employees


(
Approves respirator makes and models for Entity name use.

Industrial Hygiene (Safety) Personnel or consultant


(
Performs employee exposure monitoring upon initial work in a potentially hazardous atmosphere and whenever work conditions change that may affect employee exposure


(
Performs employee exposure monitoring in accordance with Federal and State OSHA regulations


(
Uses generally accepted sampling techniques and analytical methods, including generally accepted quality assurance and control measures


(
Reports all findings to the supervisor within five days of receipt of analytical results from the laboratory, at a minimum


(
Upon request, performs surveys and makes recommendations for hazard control.

Supervisors


(
Initiate and approve a written Respiratory Protection Program for each operation that involves respirator use


(
Complete the initial and annual respirator refresher training of the type attended by employees under their supervision


(
Initiate safety briefings on respiratory protection issues at the start of each new project or task that involves respiratory hazards for affected employees under their supervision


(
Ensure that any use of respirators by employees under their supervision is in accordance with this program and a written Respiratory Protection Program and Worksite-Specific Respiratory Protection Plan that has been approved by the Supervisor and the Respirator Administrator, or designee


(
Record any complaints related to respirator usage, act promptly to investigate the complaints, correct any hazards, and get medical assistance, when indicated. Report first aid and medical treatment in accordance with Entity name procedures. Report every respirator related incident to the Respirator Administrator before the end of the work shift


(
Ensure that their employees have the requisite training, fit testing, and medical clearances before authorizing them to wear any respirators


(
Prohibit any employee with lapsed or incomplete respirator clearances to work in hazardous atmospheres.  Enforce any restrictions imposed by the occupational physician on individual employees, including the need for corrective lenses


(
Physically check each respirator prior to its assignment to their employees to be sure that it is of the type specified in the written plan


(
Inform each affected employee of the results of exposure monitoring within one day of receiving such results and assure inclusion of all exposure reports in the Entity name recordkeeping system


(
Monitor employee compliance with the respirator program requirements and are responsible for implementing disciplinary procedures for employees who do not comply with respirator requirements.

Employees


(
Use respiratory protection in accordance with the instructions and training provided


(
Immediately report any defects in the respiratory protection equipment and whenever there is a respirator malfunction, immediately evacuate to a safe area and report the malfunction


(
Promptly report to the supervisor any symptoms of illness that may be related to respirator usage or exposure to hazardous atmospheres


(
Report any health concerns related to respirator use or changes in health status to the occupational physician


(
Wash their assigned reusable respirators at the end of each work shift when used and disinfect assigned respirators at least weekly


(
Store respirators in accordance with instructions received


(
Observe any restrictions placed on work activities by the occupational physician


(
Be clean shaven in all facial areas that seal to the respirator facepiece


(
Allow no headpieces, band-aids or other items beneath a respirator seal or headstrap assembly


(
Inspect the respirator immediately before each use, in accordance with training provided


(
Perform a user seal, negative and positive respirator fit check each time a respirator is donned in accordance with training provided.

PERMISSIBLE PRACTICE

Any respirator worn by an Entity name employee on the job shall be issued by Entity name under this program.

Respirators shall be issued by Entity name and worn by exposed employees whenever airborne contamination levels are not otherwise reduced to within the allowable limits.

A written Respiratory Protection Program and Worksite-Specific Respiratory Protection Plan shall be prepared and approved by the Supervisor and the Respirator Administrator prior to any employee respirator use, including voluntary usage or emergency use.  This plan shall identify the location and tasks, identify and quantitate the air contaminants or oxygen deficiency, specify the appropriate respirator, and specify any limitations, such as air monitoring, respirator cartridge changeout frequency, etc.  A sample Worksite-Specific Respiratory Protection Plan is found on page 2-17.  Each operation involving respirator use must have a signed and approved written plan.

Upon an employee’s request, an appropriate respirator shall be issued for voluntary use when exposure to contaminant levels is at or above 50 percent of allowable limits, but within allowable limits, or when exposed to nuisance dusts, molds, pollen, etc.  Reasonable efforts should be made to reduce such exposures.

Regardless of exposure level, employees who are exposed to any recognized carcinogen, mutagen or teratogen in the performance of their work assignments may request and receive an appropriate respirator for voluntary use and in addition, affected employees already assigned a respirator may request a respirator that provides a higher protection factor than the one provided by Entity name for that work. 

The Entity name Emergency Response Plans required for chemical spills or releases, fire response, pathogen exposures, etc., shall include a Respiratory Protection Program and Worksite-Specific Respiratory Protection Plan whenever there is a reasonable potential for a respiratory hazard.  If an emergency plan calls for complete employee evacuation and no Entity name employee is assigned response activities, a plan is not required as a component.

At no time, however briefly, shall a Entity name employee be exposed to contaminant levels that are more than three times the allowable 8-hour time-weighted average limits without respiratory protection.

No employee may work alone while wearing a respirator.  Each respirator wearer shall have at least one employee assigned responsibility to perform periodic status checks throughout the duration of respirator use.  When SCBAs are worn, at least one standby person, located outside of the hazardous atmosphere and equipped with an SCBA, shall be in constant attendance, ready to provide immediate assistance and to call for emergency help, if needed.

RESPIRATORY PROTECTION PROGRAM AND

WORKSITE-SPECIFIC RESPIRATORY PROTECTION PLAN

Each operation that involves respirator use shall have a written Respiratory Protection Program and Worksite-Specific Respiratory Protection Plan that is approved and signed by the Supervisor and Respirator Administrator.

This plan, which may be a part of a job hazard analysis, site safety plan, confined space entry permit or other document, shall contain an identification of the atmospheric hazard(s) and the respective measured or expected concentration(s) at each location or operation, the respective

allowable concentration limits, the type of respirator(s) approved, monitoring requirements, emergency response procedures, and limitations, such as the frequency of respirator cartridge change-out. 

Indicate where this information is found. Will you attach the information to this completed Program? 

This document shall be updated annually and more frequently if conditions change.  This document shall be available at the job location and shall be maintained for 30 years as an exposure record. 

RECOGNITION AND EVALUATION OF AIRBORNE CONTAMINANTS

A hazard assessment shall be initially performed in each workplace by the Supervisor or Industrial Hygiene department.  Where the presence or potential presence of airborne contaminants is recognized or suspected, the Industrial Hygiene personnel, consultants, or other appointed evaluator shall perform evaluations to determine if allowable limits are exceeded or potentially exceeded.  The results of the hazard assessment shall be communicated to the General Manager and affected supervisors and employees.  A written record of this assessment, including identification of the work area, the name of the assessor and the date of the assessment, shall be maintained for a period of 30 years if atmospheric hazards were identified.  
This assessment is found: Indicate where the assessment is found. 

For workplaces in which the hazard assessment produces no findings of potential exposures, Supervisors shall monitor the workplace and request a hazard assessment whenever materials or processes change.

Whenever the hazard assessment identifies potential exposures to hazardous atmospheres, an annual reassessment shall be performed, unless a more frequent assessment is required by OSHA.  In addition, the Supervisor is responsible for requesting a reassessment by Industrial Hygiene personnel or consultants whenever materials or processes change. (Indicate dates of initial assessments and future reassessments.).
EVALUATION OF AIRBORNE CONTAMINANT CONTROLS

When hazardous atmospheres are recognized, elimination of the hazardous material or feasible engineering and work practice controls shall be instituted to reduce contaminant levels to within allowable limits.  If such measures are not completely successful or if the condition is temporary, personal protective equipment, including respiratory protection, shall be selected and worn.

Program Administrator shall reassess the workplace when controls are instituted to measure their effectiveness in reducing employee exposure to hazardous atmospheres.

MEDICAL APPROVAL FOR RESPIRATOR USE

Every employee who is being considered for inclusion in the Respiratory Protection Program must participate in a medical evaluation.  A determination of the employee’s ability to wear a respirator while working is made initially before fit testing.  Future evaluations are made when there is a change in workingplace conditions or information indicating a need for re-evaluation.

Each respirator wearer shall be approved for respirator use by the Entity name designated physician or other licensed health care professional (PLHCP).  The occupational physician shall be provided a copy of the employee’s duties, respirator types to be worn, and air contaminants, as well as any applicable OSHA standards governing the medical evaluation, such as the Respiratory Protection standard and applicable substance-specific standards.

The PLHCP’s approval shall be a written certification that lists the respirator types approved for use by the individual (i.e., negative pressure air purifying, powered air purifying, pressure demand SCBA) and any restrictions on the employee’s use of respiratory protection, including the need for corrective lenses.  The PLHCP’s certification shall not disclose any confidential medical information, but shall clearly list or describe any restrictions to be observed.  A copy shall be provided to the Supervisor.

Medical evaluations shall be performed by a licensed physician selected by Entity name                    and the cost of the respirator medical evaluation shall be paid by District name, including reasonable time and travel expenses of the employee.  Payment for special medical diagnostic procedures needed to assess the ability of an employee to safely wear a respirator shall be approved in advance by District name.  No medical treatment costs shall be paid under this program.

Medical records created under this program shall be handled in accordance with OSHA requirements for confidentiality, employee access and retention.

SELECTION AND ISSUANCE OF RESPIRATORS

Selection of the appropriate respirator shall be documented in the written Respiratory Protection Program and Worksite-Specific Respiratory Protection Plan. 

If the atmosphere is uncharacterized, it must be assumed to be IDLH and a positive pressure SCBA or combination supplied-air respirator with SCBA must be worn.  Respirator selection shall comply with OSHA requirements for specific substances, such as asbestos, lead, etc.  At a minimum, the assigned protection factor of the user’s respirator shall equal or exceed the hazard ratio.

All respirators used by Entity name employees shall be approved by NIOSH.  No components shall be substituted, unless they are listed in the approval by NIOSH.  Any change or modification to a respirator may void the respirator approval and may adversely affect its performance.

Any restrictions or limitations recommended for a particular respirator by the respirator manufacturer shall be observed.

The Program Administrator or other facility-appointed person shall inspect each respirator or component prior to issuance and shall assure that the respirator assembly is complete, sanitary and in good working order upon issuance.  Atmosphere-supplying respirators shall be returned to the Program Administrator or other facility-appointed person at least monthly for periodic inspection and air purifying respirators shall be returned for periodic inspection at least semi-annually.  A log shall be maintained of these periodic inspections.

The Supervisor is responsible to ensure that each respirator user under the Supervisor’s supervision is currently approved for respirator use, including medical, fit testing and training certifications.  Employees with expired certifications shall not be permitted to work in hazardous atmospheres or to voluntarily wear a respirator until their lapsed requirements are updated.

Each respirator must be inspected by its wearer immediately prior to each use, according to instructions provided in the respirator training.  Any defects shall be reported to the Supervisor before entry into a hazardous atmosphere.  A user seal check shall be performed by the wearer immediately prior to entering the hazardous atmosphere.

Entity name will provide an appropriate spectacle kit to each respirator wearer who requires corrective lenses and will pay for prescription safety lenses for the kit initially and as needed. Contact lenses shall be permitted if the employee’s ophthalmologist or optometrist authorizes their use by the employee in hazardous atmospheres with negative pressure and positive pressure respirators in a written communication to District name.

Employees who are issued a respirator are responsible for its maintenance, daily inspection and storage while the unit is in their control.

FIT TESTING

Each respirator wearer shall be fit tested at least annually, using protocols approved by the Respirator Administrator.  More frequent testing shall be performed if required by OSHA regulations for specific substances or if the wearer’s facial contours change, such as by weight gain or loss, facial surgery, etc.

On the occasion of each fit test, employees may choose their respirator from an array of facepieces from different manufacturers and sizes approved by the Respirator Administrator. 

Fit test certifications shall be prepared and signed by the person performing the fit test and must name the tested employee; the make, model and size of respirator fit tested; and the result of the fit test. A copy shall be provided to the Supervisor.

Entity name -required fit tests, including reasonable employee time and travel costs, shall be paid for by District name.

TRAINING

Each respirator wearer, supervisor of a respirator wearer, respirator technician and Administrator must be trained.  This training shall be updated at least annually. 

Upon successful completion of respirator training, the instructor shall sign a certification that names the employee trained, the type(s) of respirator and the training date.  A copy shall be provided to the supervisor.  A record shall be maintained of the training topics covered.

Entity name -approved respirator training shall be provided by District name, including the employee’s reasonable time and travel to participate in such training.

REsources


(
Federal OSHA standards:


(
29 CFR 1910.134, Respiratory Protection for General Industry


(
29 CFR 1910 Subpart Z, Health Standards



(
American Conference of Governmental Industrial Hygienists, 
Threshold Limit Values current edition.



(
American National Standards Institute, Standard for 
Respiratory Protection, ANSI Z88.2-1992.

Cal/OSHA standards: Title 8, CCR, sections 5144, 5155

Worksite-Specific Respiratory Plan

Task description:

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Atmospheric hazards:

• Oxygen levels: _______ Is this oxygen level deficient?

• Monitoring (List the monitoring frequency and method for each atmospheric hazard):

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Controls to be implemented to reduce employee exposure to atmospheric hazards:

• Respirators to be worn (List type, cartridge type if APR, concentration and limits for use):

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Authorized employees (list with employee number):

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Emergency response:

• Signs and symptoms of overexposure

_________________________________________________________________________

• Evacuation procedures

_________________________________________________________________________

• First aid and emergency medical procedures

_________________________________________________________________________

• Reporting procedures

_________________________________________________________________________

Supervisor Signature:_____________________________________________________Date:_______

Respirator Administrator Signature:________________________________________Date:____________________

Respirator Medical Evaluation Questionnaire

To the employer: Answers to questions in Section 1, and to question 9 in Section 2 of Part A, do not require a medical examination.

To the employee: Can you read? (check one):
( Yes 
( No

Your employer 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 employer or supervisor must not look at or review your answers, and your employer must tell you how to deliver or send this questionnaire to the health care professional who will review it.

The following information must be provided by every employee who has been selected to use any type of respirator (please print).

Name:_______________________________________

Age (to nearest year): ______________________

Height: ___ feet ___ inches     Weight: ____ lbs.

Phone number where you can be reached by the health care person who reviews this (include area code):_______________________________
The best time to call you at this number: _____ ________________

Has your employer told you how to contact the health care person who will review this (check one): ( Yes      ( No

Job Title: ____________________________________
Sex (check one) ( Male ( Female   Date: ______
Check the type of respirator you will use (you can check more than one category): 


a. 
( N, R, or P disposable respirator (filter-mask, non-cartridge type only). 


b. 
( Other type (for example, half- or full-facepiece type, powered-air purifying, supplied-air, self-contained breathing apparatus). 

Have you worn a respirator: ( Yes    ( No 

If “yes,” what type(s): _______________________

Part A — Section 2 (Mandatory) 

Questions 1 through 9 below must be answered by every employee who has been selected to use any type of respirator 

(please check “yes” or “no”).

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? 


a.
Seizures (fits): 
( Yes ( No


b.
Diabetes (sugar disease):
( Yes ( No


c. 
Allergic reactions that interfere with breathing: 
( Yes ( No


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


e. 
Trouble smelling odors: 
( Yes ( No

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


a. 
Asbestosis: 
( Yes ( No


b. 
Asthma:
( Yes ( No


c. 
Chronic bronchitis: 
( Yes ( No


d. 
Emphysema: 
( Yes ( No


e. 
Pneumonia: 
( Yes ( No


f. 
Tuberculosis: 
( Yes ( No


g. 
Silicosis: 
( Yes ( No


h. 
Pneumothorax (collapsed lung): 
( Yes ( No


i. 
Lung cancer: 
( Yes ( No


j. 
Broken ribs: 
( Yes ( No


k. 
Any chest injuries or surgeries: 
( Yes ( No


l. 
Any other lung problem that you’ve been told about: 
( Yes ( No

4.
Do you currently have any of the following symptoms of pulmonary or lung illness? 


a. 
Shortness of breath: 
( Yes ( No


b. 
Shortness of breath when walking fast on level ground or walking up a slight hill or incline: 
( Yes ( No


c. 
Shortness of breath when walking with other people at an ordinary pace on level ground: 
( Yes ( No


d. 
Have to stop for breath when walking at your own pace on level ground:
( Yes ( No


e. 
Shortness of breath when washing or dressing yourself:
( Yes ( No


f. 
Shortness of breath that interferes with your job: 
( Yes ( No


g. 
Coughing that produces phlegm (thick sputum): 
( Yes ( No


h. 
Coughing that wakes you early in the morning:
( Yes ( No


i. 
Coughing that occurs mostly when you are lying down: 
( Yes ( No


j. 
Coughing up blood in the last month: 
( Yes ( No


k. 
Wheezing: 
( Yes ( No


l. 
Wheezing that interferes with your job:
( Yes ( No


m. 
Chest pain when you breathe deeply:
( Yes ( No


n. 
Any other symptoms that you think may be related to lung problems: 
( Yes ( No

5.
Have you ever had any of the following cardiovascular or heart problems? 


a. 
Heart attack: 
( Yes ( No


b. 
Stroke: 
( Yes ( No


c. 
Angina:
( Yes ( No


d. 
Heart failure: 
( Yes ( No


e. 
Swelling in your legs or feet (not caused by walking): 
( Yes ( No


f. 
Heart arrhythmia (heart beating irregularly):
( Yes ( No


g. 
High blood pressure: 
( Yes ( No


h. 
Any other heart problem that you’ve been told about: 
( Yes ( No

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


a. 
Frequent pain or tightness in your chest: 
( Yes ( No


b. 
Pain or tightness in your chest during physical activity: 
( Yes ( No


c. 
Pain or tightness in your chest that interferes with your job: 
( Yes ( No


d. 
In the past two years, have you noticed your heart skipping or missing a beat:
( Yes ( No


e. 
Heartburn or indigestion that is not related to eating:
( Yes ( No


f. 
Any other symptoms that you think may be related to heart or circulation problems: 
( Yes ( No

7.
Do you currently take medication for any of the following problems? 


a. 
Breathing or lung problems:
( Yes ( No


b. 
Heart trouble:
( Yes ( No


c. 
Blood pressure: 
( Yes ( No


d. 
Seizures (fits): 
( Yes ( No

8.
If you’ve used a respirator, have you ever had any of the following problems? 


(If you’ve never used a respirator go to question 9) 


a. 
Eye irritation:
( Yes ( No


b. 
Skin allergies or rashes: 
( Yes ( No


c. 
Anxiety: 
( Yes ( No


d. 
General weakness or fatigue:
( Yes ( No


e. 
Other problem that interferes with your respirator use:
( Yes ( No

9.
Would you like to talk to the health care professional who will review this questionnaire about your 


answers to this questionnaire:
( Yes ( No

Questions 10 to 15 below must be answered by every employee who has been selected to use either a full-facepiece respirator or a self-contained breathing apparatus (SCBA). For employees who have been selected to use other types of respirators, answering these questions is voluntary. 

10.
Have you ever lost vision in either eye (temporarily or permanently): 
( Yes ( No

11.
Do you currently have any of the following vision problems? 


a. 
Wear contact lenses:
( Yes ( No


b. 
Wear glasses:
( Yes ( No


c. 
Color blind:
( Yes ( No


d. 
Other eye or vision problem:
( Yes ( No

12.
Have you ever had an injury to your ears, including a broken ear drum:
( Yes ( No

13.
Do you currently have any of the following hearing problems? 


a. 
Difficulty hearing: 
( Yes ( No


b. 
Wear a hearing aid:
( Yes ( No


c. 
Any other hearing or ear problem:
( Yes ( No

14.
Have you ever had a back injury: 
( Yes ( No

15.
Do you currently have any of the following musculoskeletal problems? 


a. 
Weakness in any of your arms, hands, legs, or feet: 
( Yes ( No


b. 
Back pain:
( Yes ( No


c. 
Difficulty fully moving your arms and legs: 
( Yes ( No


d. 
Pain or stiffness when you lean forward or backward at the waist: 
( Yes ( No


e. 
Difficulty fully moving your head up or down: 
( Yes ( No


f. 
Difficulty fully moving your head side to side: 
( Yes ( No


g. 
Difficulty bending at your knees:
( Yes ( No


h. 
Difficulty squatting to the ground: 
( Yes ( No


i. 
Climbing a flight of stairs or a ladder carrying more than 25 lbs.:
( Yes ( No


j. 
Any other muscle or skeletal problem that interferes with using a respirator:
( Yes ( No
Part B

Any of the following questions, and other questions not listed, may be added to the questionnaire at the discretion of the health care professional who will review the questionnaire. 

1.
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:
( Yes ( No

or other symptoms when you’re working under these conditions:
( Yes ( No

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 hazardous chemicals:
( Yes ( No

________________________________________________________________________________________

________________________________________________________________________________________

3.
Have you ever worked with any of the materials, or under any of the conditions, listed below: 


a. 
Asbestos: 
( Yes ( No


b. 
Silica (e.g. in sandblasting):
( Yes ( No


c. 
Tungsten/cobalt (e.g. grinding or welding this material):
( Yes ( No


d. 
Beryllium: 
( Yes ( No


e. 
Aluminum: 
( Yes ( No


f. 
Coal (for example, mining):
( Yes ( No


g. 
Iron: 
( Yes ( No


h. 
Tin:
( Yes ( No


i. 
Dusty environments: 
( Yes ( No


j. 
Other hazardous exposures: 
( Yes ( No


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: ________________________________________________________________________________________

________________________________________________________________________________________

7.
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

8.
Have you ever worked on a HAZMAT team? 
( Yes ( No

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 medications for any reason 


(including over-the-counter medications):
( Yes ( No


If “yes,” name the medications if you know them:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

10.
Will you be using any of the following items with your respirator(s)? 


a. 
HEPA Filters: 
( Yes ( No


b. 
Canisters (for example, gas masks):
( Yes ( No


c. 
Cartridges:
( Yes ( No

11.
How often are you expected to use the respirator(s)?: 


a. 
Escape only (no rescue):
( Yes ( No


b. 
Emergency rescue only:
( Yes ( No


c. 
Less than 5 hours per week:
( Yes ( No


d. 
Less than 2 hours per day:
( Yes ( No


e. 
2 to 4 hours per day:
( Yes ( No


f. 
Over 4 hours per day:
( Yes ( No

12.
During the period you are using the respirator(s), is your work effort: 


a. 
Light (less than 200 kcal per hour):
( Yes ( No



If “yes,” how long does this period last during the average shift: ________ hrs.____ mins. 



Examples of a light work effort are sitting while writing, typing, drafting, or performing 



light assembly work; or standing while operating a drill press (1-3 lbs.) or controlling machines.


b. 
Moderate (200 to 350 kcal per hour):
( Yes ( No


If “yes,” how long does this period last during the average shift: ________ hrs.____ mins. 



Examples of moderate work effort are 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. 


c. 
Heavy (above 350 kcal per hour):
( Yes ( No



If “yes,” how long does this period last during the average shift: ________ hrs.____ mins. 



Examples of heavy work are 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.). 

13.
Will you be wearing protective clothing and/or equipment (other than the respirator) when you’re 


using your respirator:
( Yes ( No


If “yes,” describe this protective clothing and/or equipment

________________________________________________________________________________________

________________________________________________________________________________________

14.
Will you be working under hot conditions (temperature exceeding 77(F):
( Yes ( No

15.
Will you be working under humid conditions: 
( Yes ( No

________________________________________________________________________________________

________________________________________________________________________________________

16.
Describe the work you’ll be doing while you’re using your respirator(s):

________________________________________________________________________________________
________________________________________________________________________________________
17.
Describe any special or hazardous conditions you might encounter when you’re using your respirator(s) (for example, confined spaces, life-threatening gases):

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

18.
Provide the following information, if you know it, for each toxic substance that you’ll be exposed to 


when you’re using your respirator(s): 

Name of the first toxic substance:

________________________________________________________________________________________

________________________________________________________________________________________

Estimated maximum exposure level per shift:

________________________________________________________________________________________

________________________________________________________________________________________

Duration of exposure per shift:

________________________________________________________________________________________

________________________________________________________________________________________

Name of the second toxic substance: 

________________________________________________________________________________________

________________________________________________________________________________________

Estimated maximum exposure level per shift: 

________________________________________________________________________________________

________________________________________________________________________________________

Duration of exposure per shift: 

________________________________________________________________________________________

________________________________________________________________________________________

Name of the third toxic substance: 

________________________________________________________________________________________

________________________________________________________________________________________

Estimated maximum exposure level per shift: 

________________________________________________________________________________________

________________________________________________________________________________________

Duration of exposure per shift: 

________________________________________________________________________________________

________________________________________________________________________________________

The name of other toxic substances that you’ll be exposed to while using your respirator: 

________________________________________________________________________________________

________________________________________________________________________________________

19.
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):

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

PLHCP Follow-Up Medical Examination


Employee Name:___________________________________

Job title:_________________________________

Date of this follow-up:

_________________________________________
Reasons for follow-up

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________


Actions:

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Signed:__________________________________

Copy of recommendation given to employee? 

( Yes ( No

Recommendations about employee use of the respirator:

Limitations-_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Need for follow-up medical evaluations-_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Date signed:______________________________

Date given:_______________________________

CUESTIONARIO DE EVALUACION 
MEDICA PARA EL USO DE RESPIRADORES

Para el empleador: Respuestas a las preguntas de la Sección 1 y a la pregunta 9 de la Sección 2 Parte A, no requieren un examen médico.
Para el empleado: ¿Sabe leer? (marque un cuadro):
( Si     ( No

Su empleador debe permitirle responder este cuestionario durante las horas normales de trabajo, o durante un tiempo y lugar que sean convenientes para usted. Para mantener su confidencialidad, su empleador o supervisor no deben ver o revisar sus respuestas; su empleador debe decirle cómo enviar este cuestionario al profesional del cuidado de la salud quien lo revisará.

La siguiente información debe ser entregada a cada empleado que haya sido Seleccionado para usar cualquier tipo de respirador. (Favor de escribir en letra de molde)

Nombre: _________________________________

Edad:____________________________________

Altura: ______ métros ___ cms. Peso: _____ kilos

Escriba un número de teléfono donde usted pueda ser lo calizado por el profesional de la salud que revisará esta forma. (incluya el código de área):_______________________

La mejor hora para llamarlo a este número es: _______________________________________

Le ha dicho su empleador cómo contactar al profesional de la salud que revisará esta forma?
(marque un cuadro): 
( Si  ( No

Fecha:___________________________________

Sexo: ( Masc. ( Fem.  Título de su trabajo______

Marque el tipo de respirador que usted usará (usted puede marcar más de una categoría):


a. 
( Respirador desechable N, R, o P (sólo del tipo de máscaras con filtro y sin cartucho).


b. 
( Otro tipo (por ejemplo, el de máscara total o parcial, los de purificadores de potencia de aire, el de aire suplido, los respiradores auto-contenidos)

¿Ha usado antes un respirador? 
( Si    ( No 

Si contesta “Si” diga qué tipo:____________________________________

Parte A — Sección 2 (Obligatoria)

Preguntas del 1 al 9 deben ser respondidas por cada empleado que ha sido seleccionado para usar cualquier tipo de respirador (por favor marque “Si” o “No”).

1.
¿Fuma tabaco, o fumó en este último mes?
( Si      ( No

2.
¿Ha tenido alguna de las siguientes condiciones?


a.
Convulsiones:
( Si      ( No


b.
Diabetes:
( Si      ( No 


c. 
Reacciones alérgicas que interfieren con la respiración:
( Si      ( No


d. 
Claustrofobia (miedo a estar encerrado):
( Si      ( No


e. 
Problemas con olores muy fuertes:
( Si      ( No

3.
¿Ha tenido algunos de los siguientes problemas pulmonares? 


a. 
Asbestosis:
( Si      ( No


b. 
Asma:
( Si      ( No


c. 
Bronquitis Crónica:
( Si      ( No


d. 
Enfisema:
( Si      ( No


e. 
Neumonía:
( Si      ( No


f. 
Tuberculosis:
( Si      ( No


g. 
Silicosis:
( Si      ( No


h. 
Neumotórax: (pulmón colapsado):
( Si      ( No


i. 
Cáncer pulmonar:
( Si      ( No


j. 
Costillas rotas:
( Si      ( No


k. 
Lesiones o Cirugías del pecho:
( Si      ( No


l. 
Algún otro problema pulmonar que le hayan dicho:
( Si      ( No

4.
¿Presenta usted alguno de los siguientes síntomas de enfermedades pulmonares? 


a. 
Respiración corta:
( Si      ( No


b. 
Respiración corta al caminar rápido en superficies planas o en una superficie inclinada:
( Si      ( No


c. 
Respiración corta al caminar con otros a un paso normal en una superficie plana:
( Si      ( No


d. 
Tiene que parar para respirar al caminar a su propio paso en una superficie plana:
( Si      ( No


e. 
Respiración corta al bañarse o vestirse:
( Si      ( No


f. 
Respiración corta que interfiere con su trabajo:
( Si      ( No


g. 
Tos que produce flema: (esputo espeso):
( Si      ( No


h. 
Tos que lo despierta temprano en la mañana:
( Si      ( No


i. 
Tos que viene cuando está acostado:
( Si      ( No


j. 
Tos con sangre en el último mes:
( Si      ( No


k. 
Resuello o jadeo:
( Si      ( No


l. 
Resuello que interfiere con su trabajo:
( Si      ( No


m. 
Dolor del pecho al respirar profundamente:
( Si      ( No


n. 
Cualquier otro síntoma relacionado con problemas pulmonares:
( Si      ( No

5.
¿Ha tenido alguno de los siguientes problemas cardio-vasculares o del corazón? 


a. 
Ataque cardíaco:
( Si      ( No


b. 
Paro cardíaco:
( Si      ( No


c. 
Angina:
( Si      ( No


d. 
Falla cardíaca:
( Si      ( No


e. 
Hinchazón de las piernas o pies (no causado por caminar):
( Si      ( No


f. 
Arritmia (latidos irregulares del corazón):
( Si      ( No


g. 
Alta presión arterial:
( Si      ( No


h. 
Cualquier otro problema del corazón que usted conozca:
( Si      ( No

6.
¿Ha tenido alguno de los siguientes síntomas cardio-vasculares o del corazón?


a. 
Frecuente dolor o compresión del pecho:
( Si      ( No


b. 
Frecuente dolor o compresión del pecho durante actividades físicas:
( Si      ( No


c. 
Frecuente dolor o compresión del pecho que interfiere con su trabajo:
( Si      ( No


d. 
Ha notado en los dos últimos años que su corazón deja de dar un latido:
( Si      ( No


e. 
Acidez o indigestión no relacionados con la comida:
( Si      ( No


f. 
Cualquier otro síntoma que se relacione con la circulación o con el corazón:
( Si      ( No

7.
¿Toma medicina para alguno de los siguientes problemas? 


a. 
Problemas respiratorios o de los pulmones:
( Si      ( No


b. 
Problemas del corazón:
( Si      ( No


c. 
Presión sanguínea:
( Si      ( No


d. 
Convulsiones:
( Si      ( No

8.
Si ha usado un respirador, ¿Ha tenido alguno de los siguientes problemas? 


(Si nunca ha usado un respirador vaya a la pregunta 9)


a. 
Irritación de los ojos:
( Si      ( No


b. 
Alergias de la piel o salpullidos:
( Si      ( No


c. 
Ansiedad:
( Si      ( No


d. 
Debilidad general y fatiga:
( Si      ( No


e. 
Otros problemas que pudieran interferir con el uso del respirador:
( Si      ( No

9.  
Le gustaría hablar acerca de sus respuestas con el profesional del cuidado de la salud que revisará 


este cuestionario?
( Si      ( No

Preguntas del 10 al 15 deben ser respondidas por cada empleado que ha sido seleccionado para usar un respirador de máscara completa o un aparato para respirar auto-contenido. Para los empleados que han sido seleccionados para usar otro tipo de respiradores, las respuestas a estas preguntas es opcional.

10.
¿Ha perdido la visión de uno de sus ojos? (temporal o permanentemente):
( Si      ( No

11.
¿Tiene usted algunos de los siguientes problemas de la vista?


a. 
Usa lentes de contacto:
( Si      ( No


b. 
Usa lentes:
( Si      ( No


c. 
Problemas para diferenciar ciertos colores:
( Si      ( No


d. 
Otros problemas de la vista:
( Si      ( No

12.
¿Ha tenido alguna lesión de los oídos, incluyendo la ruptura del tímpano del oído?
( Si      ( No

13.
¿Tiene usted alguno de los siguientes problemas auditivos?


a. 
Dificultad para oír:
( Si      ( No


b. 
Usa una ayuda auditiva:
( Si      ( No


c. 
Cualquier otro problema auditivo o del oído:
( Si      ( No

14.
¿Ha tenido alguna lesión de la espalda?
( Si      ( No

15.
¿Tiene usted alguno de los siguientes problemas oseo-musculares?


a. 
Debilidad en uno de sus brazos, manos, piernas o pies:
( Si      ( No


b. 
Dolor de espalda:
( Si      ( No


c. 
Dificultad para mover completamente sus brazos y piernas:
( Si      ( No


d. 
Dolor o rigidez cuando inclina su cadera hacia adelante o hacia atrás:
( Si      ( No


e. 
Dificultad para mover completamente su cabeza hacia arriba o hacia abajo:
( Si      ( No


f. 
Dificultad para mover completamente su cabeza de lado a lado:
( Si      ( No


g. 
Dificultad para doblar sus rodillas:
( Si      ( No


h. 
Dificultad para agacharse hasta el suelo:
( Si      ( No


i. 
Subir unas gradas o una escalera cargando más de 12 Kilos:
( Si      ( No


j. 
Cualquier otro problema óseo o muscular que interfiera con el uso del respirador:
( Si      ( No

Parte B

Cualquiera de las siguientes preguntas y otras preguntas no enlistadas, pueden ser añadidas al cuestionario a discreción del profesional de la salud que revisará el mismo.

1.
¿Trabaja a alturas muy elevadas (sobre 1.524 mts.) o en un lugar con un contenido de oxigeno 


por debajo de lo normal?
( Si      ( No


Si respondió “Si”, ¿Se siente mareado, con la respiración corta, latidos fuertes en el pecho u otros 


síntomas cuando trabaja en esas condiciones?
( Si      ( No

2.
¿Ha sido expuesto, en la casa o en el trabajo, a solventes o químicos peligrosos 


(ejemplo: gases, humos o polvo) o su piel ha entrado en contacto con ellos?
( Si      ( No


Si respondió “Si”, nombre los químicos si los conoce: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

3.
¿Ha trabajado con algunos de los siguieutes materiales o bajo algunas de las siguientes condiciones enlistadas a continuación? 


a. 
Asbestos:
( Si      ( No


b. 
Sílice (en limpieza con chorros de arena):
( Si      ( No


c. 
Tungsteno/cobalto (ejemplo: moliendo y soldando este material):
( Si      ( No


d. 
Berilio:
( Si      ( No


e. 
Aluminio:
( Si      ( No


f. 
Carbón (por ejemplo en minería):
( Si      ( No


g. 
Hierro:
( Si      ( No


h. 
Estaño:
( Si      ( No


i. 
Ambientes con polvo:
( Si      ( No


j. 
Otras exposiciones peligrosas:
( Si      ( No


Si responde “Si”, describa estas exposiciones: 


____________________________________________________________________________________________


____________________________________________________________________________________________

4.
Mencione cualquier otro trabajo o negocio que usted tenga: _______________________________________________________________________________________________

_______________________________________________________________________________________________

5.
Haga una lista de sus trabajos anteriores: _______________________________________________________________________________________________

__________________________________________________________________________________________________________

6. 
Haga una lista de sus pasatiempos pasados y presentes: _______________________________________________________________________________________________

_______________________________________________________________________________________________

7.
¿Ha prestado servicio militar?
( Si      ( No


Si responde “Si”, ¿Estuvo expuesto a agentes químicos o biológicos


(en combate o en entrenamiento): 
( Si      ( No

8. ¿Ha trabajado en un equipo de MATERIALES-PELIGROSOS? 

( Si      ( No

9.
Aparte de las medicinas para problemas respiratorios y pulmonares, problemas del corazón, presión alta y 

convulsiones mencionadas al principio del cuestionario, ¿Está tomando cualquier otra medicina por alguna razón?

( Si      ( No


Si responde “Si”, nombre las medicinas si las conoce:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

10. ¿Usará cualquiera de los siguientes accesorios con su respirador? 


a. 
Filtros HEPA:
( Si      ( No


b. 
Envases (por ejemplo, máscara contra gases):
( Si      ( No


c. 
Cartuchos:
( Si      ( No

11. ¿Con qué frecuencia espera usar el respirador? 


a. 
Para escape solamente (no rescate):
( Si      ( No


b. 
Rescate de emergencia solamente:
( Si      ( No


c. 
Menos de 5 horas por semana:
( Si      ( No


d. 
Menos de 2 horas diarias:
( Si      ( No


e. 
De 2 a 4 horas diarias:
( Si      ( No


f. 
Más de 4 horas diarias:
( Si      ( No

12. Durante el período de uso del respirador(es) su esfuerzo de trabajo es: 


a. 
Liviano (menos de 200 kilo/calorías por hora):
( Si      ( No



Si responde “Si”, ¿cuánto tiempo dura el período durante un turno normal?:________ horas ____ min.



Ejemplos de esfuerzo liviano de trabajo son sentarse al escribir, escribir a máquina, dibujar, trabajo 



de ensamblaje liviano; o estar parado cuando se opera un taladro de presión (6 a 7 kilos) 



o controlando máquinas.


b. 
Moderardo (200 a 300 kilo/calorías por hora):
( Si      ( No



Si responde “Si”, ¿cuanto tiempo dura el período durante un turno normal?: ________ horas ____ min. 



Ejemplos de esfuerzo moderado de trabajo son sentarse al estar clavando o rellenando; conduciendo 



un camión o un autobús en tráfico urbano; estar parado al taladrar, clavar; realizar un trabajo de en



samblaje, o transferir una carga moderada (17 kilos aprox.) a un camión; caminar sobre una superficie 



nivelada a 2 kph, caminar hacia abajo en un ángulo de 5 grados a 3 kph; o empujar una carretilla 



con una carga pesada (400 kilos aprox.) sobre una superficie plana.


c. 
Pesado(sobre 350 kilo/calorías por hora):
( Si      ( No



Si responde “Si”, ¿cuanto tiempo dura ese período durante un turno normal?: ________ horas ___ min. 



Ejemplos de trabajo pesado son levantar una carga pesada (22 kilos aprox.) del piso a su cintura 



o a su hombro; trabajar cargando en un muelle; paleando, pegando ladrillos estando parado, caminando 



cuesta arriba en un ángulo de 8 grados a 2 kph; subiendo escaleras con una carga pesada (22 kilos aprox.)

13. ¿Usará ropa de protección y/o equipo (aparte del respirador)

 
cuando esté usando su respirador?
( Si      ( No


Si responde “Si”, describa la ropa de protección y/o el equipo

_______________________________________________________________________________________________

_______________________________________________________________________________________________

14.
¿Estará trabajando bajo condiciones de calor? 


(temperatura por encima de 77 grados Fahrenheit):
( Si      ( No

15.
¿Estará usted trabajando bajo condiciones húmedas?
( Si      ( No

16.
Describa el trabajo que realizará mientras usa su respirador(es):

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

17.
Describa cualquier situación especial o peligrosa que pudiera encontrar cuando esté usando 


su respirador (por ejemplo: espacios confinados, gases mortales):

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

18.
Provea la siguiente información si la sabe: mencione cada substancia a la que estará expuesto 


cuando esté usando su respirador(es):


Nombre de la primera substancia tóxica:

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Nivel de exposición máxima estimado por turno:

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Duración de la exposición por turno:

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Nombre de la segunda substancia tóxica: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Nivel máximo de exposición estimado por turno 

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Duración de la exposición por turno: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Nombre de la tercera substancia tóxica: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Nivel máximo de exposición estimado por turno: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Duración de la exposición por turno: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________


Nombre de otras substancias a las cuales usted estará expuesto mientras usa su respirador: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

19. 
Describa cualquier responsabilidad especial que usted tendrá mientras usa su respirador(es) que pueda afectar la seguridad y el bienestar de otros (por ejemplo, rescate, seguridad):

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

PLHCP Follow-Up Medical Examination
Nombre del Empleado:_______________________________

Posición: ________________________________

Fecha de este examen:

_________________________________________

Razones para este examen de seguimiento

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Medidas a tomar:

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Firma:
_____________________________________

¿Copia de la recomendación entregada al empleado?    ( Si      ( No
Recomendaciones al empleado acerca del uso del respirador:  Limitaciones

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Necesidad de evaluación médica de seguimiento

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________
Fecha:___________________________________

Fecha de entrega:__________________________








