Information to the Physician Performing
Respirator Medical Evaluation
Respirator user name: __________________________________________________________________
Job title: _____________________________________________________________________________
Department: _________________________________________________________________________
Location: ____________________________________________________________________________
1. Work tasks when respirator needed: _______________________________________________ 
2. Type of respirator to be used: _____________________________________________________
3. The duration and frequency of respirator use: ________________________________________
4. The expected physical work effort: _________________________________________________
5. Additional protective clothing and equipment to be worn: ______________________________
6. Temperature and humidity extremes that may be encountered: _________________________
Completed by: ______________________________________ Date: ________________________
Physician’s Written Recommendation Following a Respiratory Medical Evaluation (to be completed by physician)
Respirator user name: ____________________________________________________________
Date of Medical Evaluation: _______________________________________________________
1. Any limitations on respirator use related to the medical condition of the individual, or relating 
to the workplace conditions in which the respirator will be used:
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________ 
__________________________________________________________________________________
2. The need, if any, for follow up medical evaluations (if yes, please state frequency, i.e. annually 
or two years)
___________________________________________________________________________ 
[bookmark: _GoBack]I have received and read the “Information to the Physician” issued (INSERT - person’s name from a Department/Supervisor or EHS dept) at (INSERT campus name)

I have provided a copy of this written recommendation to the patient on the day of the medical evaluation.
________________________________________________________
Signature of Physician performing the respiratory medical evaluation 

NOTE: Return this form to: _____________________________
(after the physician signs….a copy of this form should be provided to the supervisor as well as whomever is tracking Respiratory Protection plan info….it is recommended to include a mailing or email address)
