Section 5155 Appendix C-2

RESPIRATORY SENSITIZERS SURVEILLANCE 

ANNUAL/PERIODIC QUESTIONNAIRE
You are being asked to fill out this questionnaire because of your workplace exposure to __________________________________.






sensitizer  name
A. IDENTIFICATION:
_______________________________________
Name (Print) 

_________________________________
Home Address, City, State, Zip
_______________________________________
Home Telephone

__________________

 
Today’s Date 

Sex:  Male □
Female □
________________
Date of birth

_________________________________

Employer name
_________________________________ 

Department Name
________________________________

Current Job title
_________________________________
How long in current job
B. CURRENT SYMPTOMS:
1.  At any time during the last year, have you had any of the following symptoms:
  Yes       No

a. Wheezing or whistling in your chest?



       
   □
  □

b. Attacks of shortness of breath





  □
  □

c. Tightness in your chest?





 
  □        □ 

d. Skin problems or rash?





   
    □    □
e. Cough on most days?





   
    □    □
f. Phlegm from your chest on most days? 



   
    □    □
g. Burning, tearing, red or itchy eyes on most days?  

   
    □    □
h. Blocked or runny nose on most days?




   
    □    □
2. Are you awoken from sleep by cough, shortness of breath or chest tightness?     □    □
3.  If you have any of the above symptoms, do you think they are caused by 

     chemicals or dust at work?

Yes □    No □   Not Sure □
C. MEDICAL HISTORY:
4. In the last year, has a health care provider told you that you have any of the following:
   

    Yes       No
a. Frequent skin rashes?





      
      □
   □
b. Allergies to chemicals at work or home?



     
      □
   □


c. Allergies to foods or medicines?




      
      □
   □

d. Allergies to pollens, dusts, molds, or animals?


      
      □
   □


e. Asthma?







      
      □
   □
f. Chronic bronchitis?






      
      □
   □ 

g. Emphysema?






      
      □
   □ 

h. Other lung problems?






      □
   □   i.  Chronic sinus problems?





      
      □
   □
5. Are you now under the care of a health care provider for any breathing problem?   □    □
6. Are you now taking any medicines or using inhalers for breathing problems?     
      □    □
7. Are you now under the care of a health care provider for any skin problem?       □    □
8. Are you now using any medications or creams for skin problems?

      □    □
D. SMOKING HISTORY:






    
     Yes     No
9.  Do you now smoke any cigarettes, pipes, or cigars?          

   
      □
  □


If yes:







      
a. How many cigarettes do you smoke per day? _________
b. How many cigars do you smoke per week?    ____________

c. How many pipes of tobacco do you smoke per week? ________



             
10. Would you like to discuss this questionnaire with a health care provider?    Yes □  No□
​​​​​​​​​​​​​​​​​​​For Health Professional Reviewer – Please fill out this section.
I have reviewed this questionnaire and:

□ No further action is required.



□ I have discussed with patient and no further action is required.

□ I have discussed with patient and medical follow-up has been scheduled.

Comments: ____________________________________________________________________
___________________________


__________________

Health professional reviewer signature



Date
________________________________
Health professional reviewer name (printed)


ID:___________________








