
 

 

OSHA Respirator Medical Evaluation Questionnaire  

(Mandatory)(Appendix C to Sec. 1910.134)  
 

 

Part A. Section 1.  The following information must be provided by every employee who has been 

selected to use any type of respirator (please print). 

 

1. Today's date:_______________      

2. Your name:_________________________________________  

3. Date of Birth:______ 

4. Sex: Male / Female 

5. Height: _____ft. ____ in. 

6. Weight: ___________ lbs. 

7. Job title:_______________________________   Supervisor Name: ______________________ 

8. A phone number where you can be reached by Health Care Provider who reviews  this questionnaire: 

________________________________  

9. What is the best time to reach you at this number? ______________________ 

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

questionnaire?   

 Please Circle:  Yes          No  

11. The type of respirator you will use: 

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). 

12. Have you worn a respirator?   

Please Circle:  Yes          No 

 If so, what type? 

  



 

 

Part A. Section 2.  Questions 1 through 9 must be answered by every employee who has been selected 

to use any type of respirator (please place a check mark in the `YES or NO column). 

Question 
Response 

YES NO 

1. Do you currently smoke tobacco, or have you smoked tobacco in the last month?     

   

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

    a. Seizures (fits):     

    b. Diabetes (sugar disease):     

    c. Allergic reactions that interfere with your breathing:     

    d. Claustrophobia (fear of closed-in places):     



 

 

Question 
Response 

YES NO 

4. j. Coughing up blood in the last month:     

    k. Wheezing:     

    l. Wheezing that interferes with your job:     

    m. Chest pain when you breathe deeply:     

    n. Any other symptoms that you think may be related to lung problems:     

   

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

    a. Heart attack:     

    b. Stroke:     

    c. Angina:     



 

 

Question 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, check the following box  œ and go to question 9). 

    

    a. Eye irritation:     

    b. Skin allergies or rashes:     

    c. Anxiety:     

    d. General weakness or fatigue:     

    e. Any other problem that interferes with your use of a respirator: 


