Brookhaven National Laboratory Respiratory Protection Program Record

BNL Employee Respirator Medical Approval Form

This form is to be completed and available to the examining physician at the Occupational Medicine Clinic (OMC) at the time of your medical evaluation for respirator use.
	Employee Last Name:
	First Name:

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

	

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

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

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

	 FORMCHECKBOX 
 Escape Pack  (5 - 15 Lbs.)
	 FORMCHECKBOX 
 Powered Air Purifying Respirator (5 Lbs.)

	
	 FORMCHECKBOX 
 Filtering Facepiece (Dust Mask)

	Duration and frequency 

of respirator use:
	Hours per Day
	Days per Week
	Weeks per Year   

	Expected physical work effort:
	 FORMCHECKBOX 
 Light
	 FORMCHECKBOX 
 Moderate
	 FORMCHECKBOX 
 Strenuous
	 FORMCHECKBOX 
 Very Strenuous

	Potential for Heat Stress:  (Maximum)
	Temperature   FORMCHECKBOX 
 F  FORMCHECKBOX 
 C: 
	Humidity (%):  

	Emergency use:   
	 FORMCHECKBOX 
 None   
	 FORMCHECKBOX 
 Escape     
	 FORMCHECKBOX 
 Entry Rescue
	 FORMCHECKBOX 
 Emergency Response

	
	Describe Role:

	Additional protective clothing /

equipment to be worn or carried:  
	 FORMCHECKBOX 
 None      FORMCHECKBOX 
 Describe:

	Respirator Use Requires:
	 FORMCHECKBOX 
 Close Visual Activities                     
	 FORMCHECKBOX 
 Distant Visual Activities  
	 FORMCHECKBOX 
 Spectacle Kit 

	

	BNL Supervisor:
	Mail:
	FS Representative:
	Mail:

	Approval:

ES&H Coordinator 
	
	
	
	
	
	
	

	
	Printed Name
	
	Signature
	
	Date
	
	Mail
	

	

	This portion to be completed by Occupational Medicine Clinic (OMC). Do not include personal medical information.

	 FORMCHECKBOX 
 Respirator use approved without limitation. Qualified until next scheduled examination or eighteen months, whichever occurs first.

	 FORMCHECKBOX 
 Respirator use approved with limitations (check any that apply).

	      FORMCHECKBOX 
  Respirator approval only through (specify date):

	      FORMCHECKBOX 
  Employee approved for specific respirator and/or conditions, as follows:

	      FORMCHECKBOX 
  Medically qualified with the following exceptions:

	 FORMCHECKBOX 
 Respirator use not approved

	      FORMCHECKBOX 
  Until further notice
	 FORMCHECKBOX 
 Until (specify date):

	      FORMCHECKBOX 
   Employee should return to OMC on _____________________ for re-evaluation of respirator approval status.

	Approval: 

OMC Physician
	
	
	
	
	
	

	
	Name
	
	Signature
	
	Date
	

	Distribution/Retention:

	· Original on file in OMC medical record
	· Copy to ES&H Coordinator

	· Copy to supervisor
	· Copy to Fit Test Office

	· Copy to employee
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