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w PROYVIDENCE

Regional Meadical Center

Personal Information

Employee Health & Wellness
Non-Employee Information Sheet

Last Name SSN # | LEAVE BLANK
First Name Middle '
Date of Birth Sex Male Female
Address
_ City State Zip Code
Phone Number | ( )
Email
Iam a(n) - MD/DO/PA/ARNP Contract Staff Volunteer Intern/Student
Job Title
Department ox
Unit _
ana.ry Work Colby Pacific Broadway Other:
Location ‘
Full-time Part-Time Temporary: 0 <6mo 0> 6mo

Parental Permission (17 years old and younger)

Parent or Legal

Guardian‘s Nawme

Phope Number

( )

I give Providence Regional Medical Center (PRMCE) permission to admirister and read a Tuberculosis

Skin Test and/or perform a blood test to determine immunity to Measles, Mumps, Rubella, and Chicken

Pox. ~

Signature and Date

G: Employee_HealﬂﬂFORMSNdn Employee Infofmé’cion Sheet




RESPIRATORY PROTECTION TESTING/TRAINING FORM

AL Providence

"W St.Joseph Health Ministry Location:

Caregiver Name: (Last, First) ID Number: DOB:
Position: Department:

| acknowledge that have had no changes to my medical condition (e.g. cardiovascular or pulmonary issues, seizures or
clustrophobia) or changes in workplace conditions that would affect my ability to use a respirator safely.
j il no Caregiver Initial:

Fit test conductor instructions
e Do not fit test if any change in medical condition noted above. Contact Caregiver Health Services.
e Complete fit testing and return signed form ASAP to Caregiver Health Services
e Provide caregiver with proof of testing
e Contact Caregiver Health Services for questions or how to order supplies

1. Method: | ] Quantitative Test (Portacount) L1 aqualitative Test {Bitrex/Saccharin) - Test Solution Sensitivity: 1 pass {] Fail
NOTE: If caregiver cannot taste the dilute test solution, caregiver is unable to be fit tested.
[} PAPR training or Quantitative test is recommended _
2. Positive pressure seal check: Pass |.lFail & Negative pressure seal check: L1 pass 2] Fail

Exercises Respirator Type | Respirator Type | Respirator Type

Perform each exercise for 60 second

7 Qualitative test (Bitrex): check when complete - ["] - 'Quantitative test: enter Portacount fit factor

Normal breathing
Deep breathing

Turning head side to side

Moving head up and down

Talkking: Read the Rainbow Passage; count
backward from 100; sing or talk continuously

Bending over or jogging in place
Normal breathing {again}

ESPIRATOR SELECTED

N85 Type: Size: PAPR: Make/Model

Testing Results:
L1 pass: Required to be fit tested annually, or contact Caregiver Health to change to a different respirator size due to

changes in weight, facial structure, and/or facial hair.

L FAIL: Unable to obtain a fit and NOT CLEARED to wear the N-95 respirator.

[ Not Tested/Facial Hair: Fit test CANNOT be conducted due to moustache, stubble, sideburns, bangs, hairline, and
other types of facial hair are in areas where the respirator face-piece seals.

[J Not Tested: Change in medical condition noted above, refer to Caregiver Health Services.

(1 PAPR Only {Powered Air Purifying Respirator): For those who failed fit testing or may not be able to be fit tested,
and for anyone requesting an accommodation to wear PAPR only if they are not working in a procedural area.

PAPR Training Completed: [’} YES — Date: {1 NO- Date Scheduled:
Conductor: (Print/Signature): / Date:
Caregiver Signature Date:

Respiratory Protection Program Fit Test Form 05/29/2018




Caregiver Health Services
Respiratory Protection Program Health

mvide

:-:?
R

History

Name:

DOB: Age: Gender: UM LIF

Last
Ht: WH:

First Middle

Job Title: Phone #: Caregiver ID #:

1. Has your employer told you how to contact the health care professional who will review this questionnaire?

1 Yes

0 No

2. Check the type(s) of respirator(s) you will be using. Check all that apply.
Powered air-purifying cartridge respirator (PAPR) LJFull face piece mask LIHelmet hood

(3N-95 filtering face piece respirator

LOTHER

3. Have you worn a respirator? [ Yes [l No If yes what type?

Health History Data (Mandatory) Questions 1 through 9 below must be answered by every caregiver
who has been selected to use any type of respirator

1. Have you ever had any heat-related ilinesses (e.g. heat stroke, heat exhaustion)? [Yes [l No

2. Do you currently smoke tobacco, or have you smoked tobacco in the last month? (1 Yes Ll No

3. Have you ever had any of the following conditions?

] Yes
[l Yes

L] Yes

I No
L1} No

1 No

Seizures U Yes
Claustrophobia Ll Yes
Allergic reactions that interfere with breathing:

[l No Diabetes
Tk No Trouble smelling odors

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

[ Yes
] Yes
Ll Yes
L} Yes
id Yes
] Yes

L1 Yes

{1 No
LI No
1 No
J No
L1 No
(1 No

I No

Asbestosis U Yes
Silicosis (1 Yes
Asthina Ll Yes
Chronic bronchitis {1 Yes
Emphysema U Yes
Any chest injuries or surgeries?

LI No Pneumonia

U No Tuberculosis
L) No Pneumothorax
L1 No Lungcancer

I No Brokenribs

Any other lung problems that you've been told about?

5. Do you currently have any of the following symptoms of pulmonary or lung itlness?

[ Yes
i Yes

L No

O No Shorthess of breath when walking fast on level ground or walking up a slight hill or incline

Shortness of breath

Complete page 1 and 2 and sign

OSHA Resp. Questionnaire 1/2019

1




IYes DINo Shortnessof breath when walking with other people at an ordinary pace on level ground
DvYes @No Have to stop for breath when walking at your own pace on level ground
[lves [INo Shortness of breath when washing or dressing yourself
Oves [dNo Shortness of breath that interferes with your job
QYes [ No Coughing that produces phlegm
Uyes {1 No Coughing that wakes you early in the morning
OvYes [INo Coughingthat occurs mostly when you are lying down
Oves L Ne Coughing up blood in the last month
TdYes [lNo Wheezing
QOves [ No Wheezing that interferes withyour job
" OYes No Chestpainwhen you breathe deeply
LYes [ No Anyother symptoms that you think may be related to lung problems?

6. Have you ever had any of the following cardiovascular or heart problems?
QYes UNo Heartattack DYes [ANo Heartarrhythmia

Oves O No Highblood pressure Qdves LINo Stroke
QdvYes [ No Angina (dVes LINo Heartfailure

OYes [No Swelling of your legs or feet (not caused by walking)
OYes ©INo Anyotherheart problem that you've been told about?

1]

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

dYes L[lINo Frequent pain or tightness in your chest

QYes Ll No Pain ortighthess in your chest during physical activity

QYes [ No Pain or tightness in your chest that interferes with your joh

OvYes [ No Inthe pasttwo years, have you noticed your heart skipping or missing a beat

dYes INo Heartburn orindigestion that is not related to eating
QYes QI No Anyother symptoms that you think may be related to heart or circulation problems?

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

QOves LlNo Breathing orlung problems dYes ©INo Hearttrouble
Qvyes LlINo Blood pressure LYes LINo Selzures

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

ves LINo Eyeirritation QdYes No
WvYes LJINo General weakness orfatigue QvYes W No Anxiety
Llves U Ne Anyother problem that interferes with your use of a respirator?

Skin allergies or rashes

10. Would you like to talk to the health care professional who will review this guestionnaire about your
answers to this guestionnaire? dYes LlNo

Date:

Signature of caregiver:

Complete page 1 and 2 and sign 0OSHA Resp, Questionnaire 1/2019 2




