RESPIRATOR FIT-TEST PACKAGE


The following processes have been found to generate potentially health hazardous air contaminants.  While local exhaust ventilation is required in many locations for air contaminate exposure control, the areas/processes listed below require routine use of respiratory protection.  Other processes ventilation becomes inoperable, if contaminate concentrations become excessive, or if a spill occurs, or if the hazardous material is used away from the local exhaust location.  This is only a partial list and applies to the listed operations only under routine circumstances.  This list is provided for general guidance.  Refer any non-standard operations or operating conditions to the RPO (Respiratory Protection Officer) for assistance in selecting respiratory protection.

PROCESSES REQUIRING RESPIRATORY PROTECTION:

                                                    Minimum

Process                 Hazard                  Respirator Type

Needlegunning           lead, paint dusts       half and full face

painted surface                                 with HEPA cartridges

Grinding/sanding        lead, paint dusts       half or full face

painted surface                                 with HEPA cartridges

Cutting (torch)         metal fumes             half mask with

                                                HEPA cartridges

Painting – brush        organic vapors          half or full face

and roller interior                             with organic vapor

spaces                                          cartridges

Spray painting (gun)    organic vapors/mist     full face supplied 

interior compartment                            air respirator

Non-asbestos thermal    fiber glass             half mask with

insulation, insulation,                         HEPA cartridges

repair, removal 

Asbestos thermal        asbestos                full face with HEPA 

Insulation repair                               cartridges 

and removal 

Degreasing, cleaning    solvent vapor           half mask with 

Paint brushes                                   organic vapor

                                                cartridges

MEDICAL CLEARANCE REQUEST

FOR OFFICIAL USE ONLY

From:  ____________ Division Officer

To:    Medical Department Representative

Subj:  REQUEST FOR MEDICAL CLEARANCE FOR RESPIRATOR USE

1. The following individual is referred to you for subject clearance:

Name: _________________________________     SSN: _____________________

Supervisor: _________________________   Date of Birth: _______________

2. Circle type(s) of respirator(s) to be used:

Air-purifying (non-powered)       Air-purifying (powered)

Air-line (Continuous flow)        SCBA (open circuit, pressure demand)

3. Level of Work Effort (circle one):  Light Moderate Heavy Strenuous

4. Extent of usage (circle one):

Daily

Occasionally but more than once a week

Rarely or emergency only

5. Length of time of anticipated effort (hours per day) _____________

6.  Special work considerations (i.e., high places, elevated temps, HAZMAT, protective clothing required, etc.) __________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

                                   ___________________________________

                                   Division Officer Signature and Date

From:  Medical Department Representative

To:    _________________ Division Officer

____________________________________________________ is: (Circle one)

Medically qualified to use the above respirator with no restrictions.

Medically qualified to use the above respirator subject to the restrictions specified below.

Not medically qualified to use the above respirator.

Restrictions: ________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

                                              ________________________

                                              MDR Signature and Date 

                                                                                                           HEALTH RECORD


CHRONOLOGICAL RECORD OF MEDICAL CARE

          DATE

SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION(sign each entry)

	
	MEDICAL DEPARTMENT

	T/I:
	

	AGE:
	RESPIRATOR USER CERTIFICATION EXAM

	
	Part 1:  1.  Circle the type of respirator you will use (you can circle more than one category):

                  a.  Disposable respirator (filter-mask, non-cartridge type only)

	T:
	                  b.  Non-disposable respirator (filter-mask, with cartridges)

                  c.  Other type of cartridge respirators (for example, dust, fume, mist or organic vapor respirators)

	B/P:
	                  d.  Other type of respirators (for example, powered-air purifying, supplied-air, or self-contained breathing apparatus)

	P:
	             2.  Have you ever/previously worn a respirator (circle one):                                                YES  /    NO 

                  If yes, what type(s):

	R:
	Part 2: Questions 1 through 9 below must be answered by every person who has been selected to use any type of  

             Respirator (please circle yes or no).

	HT:           (inches)
	             1.  Do you currently smoke tobacco, or have you smoked tobacco in the last month:        YES  /  NO

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

	WT:              (lbs.)
	                  a.  Seizures (fits):                                                                                                                   YES  /  NO

                  b.  Diabetes (sugar disease):                                                                                                 YES  /  NO

	TOBACCO
	                  c.   Allergic reactions that interfere with your breathing:                                                YES  /  NO   

                  d.  Claustrophobia (fear of closed-in places):                                                                    YES  /  NO

	ALLERGIES
	                  e.  Trouble smelling odors:                                                                                                  YES  /  NO

             3.  Have you ever had any of the following pulmonary or lung problems?

	
	                  a.  Asbestosis:                                                                                                                        YES  /  NO

                  b.  Asthma:                                                                                                                            YES  /  NO

	MEDS:
	                  c.  Chronic bronchitis:                                                                                                          YES  /  NO

                  d.  Emphysema:                                                                                                                     YES  /  NO

	
	                  e.  Pneumonia:                                                                                                                       YES  /  NO

                  f.  Tuberculosis:                                                                                                                     YES  /  NO

	
	                  g.  Silicosis:                                                                                                                             YES  /  NO

                  h.  Pneumothorax (collapsed lung):                                                                                     YES  /  NO

	CONSULTED C:
	                  i.   Lung cancer:                                                                                                                     YES  /  NO

                  j.   Broken ribs:                                                                                                                      YES  /  NO

	
	                  k.  Any chest injuries or surgeries:                                                                                      YES  /  NO

                  l.   Any other lung problem that you/ve been told about:                                                  YES  /  NO

	
	              4. Do  you currently have any of the following symptoms of pulmonary or lung illness?

                  a.  Shortness of breath:                                                                                                          YES  /  NO  

	
	                  b.  Shortness of breath when walking fast on level ground or walking up a slight hill

                       or incline:                                                                                                                           YES  /  NO

	
	                  c.  Shortness of breath when walking with other people at an ordinary pace on level

                       ground:                                                                                                                               YES  /  NO

	
	                  d.  Have to stop for breath when walking at your own pace on level ground:                 YES  /  NO

                  e.  Shortness of breath when washing or dressing yourself:                                               YES  /  NO

	
	                  f.  Shortness of breath that interferes with your job:                                                          YES  /  NO

                  g.  Coughing that produces phlegm (thick sputum):                                                           YES  /  NO

	PATIENTS IDENTIFICATION(Use this space for Mechanical

Imprint)

J-Dial:
	Records

    Maintained (
AT:
	

	
	PATIENTS NAME(Last, first, Middle initial)
	SEX

	
	RELATIONSHIP TO SPONSOR

N/A
	STATUS
	RANK/GRADE

	
	SPONSOR’S  NAME

N/A
	ORGANIZATION

(DEPT/DIV):

	
	DEPART./SERVICE

DOD/USN
	SSN/IDENTIFICATION NO.
	DATE OF BIRTH


CHRONOLOGICAL RECORD OF MEDICAL CARE                                          S F- 600 OVERPRINT (REV 5/00)                                                            FRONT (PG 1)

	DATE
	SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry) 

	
	                  h.  Coughing that wakes you early in the morning:                                                             YES  /  NO

                  i.   Coughing that occurs mostly when you are lying down:                                                YES  /  NO

	
	                  j.   Coughing up blood in the last month:                                                                              YES  /  NO

                  k.  Wheezing:                                                                                                                           YES  /  NO

	
	                  l.   Wheezing that interferes with your job:                                                                          YES  /  NO 

                  m. Chest pain when you breathe deeply:                                                                              YES  /  NO

	
	                  n.   Any other symptoms that you think may be related to lung problems:                      YES  /  NO

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

	
	                  a.  Heart attack:                                                                                                                       YES  /  NO

                  b.  Stroke:                                                                                                                                 YES  /  NO

	
	                  c.  Angina:                                                                                                                                YES  /  NO

                  d.  Heart failure:                                                                                                                      YES  /  NO

	
	                  e.  Swelling in your legs or feet (not caused by walking):                                                    YES  /  NO

                  f.  Heart arrhythmia (heart beating irregularly):                                                                YES  /  NO

	
	                  g.  High blood pressure:                                                                                                          YES  /  NO

                  h.  Any other heart problem that you’ve been told about:                                                  YES  /  NO

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

                  a.  Frequent pain or tightness in your chest:                                                                         YES  /  NO

	
	                  b.  Pain or tightness in your chest during  physical activity:                                               YES  /  NO

                  c.  Pain or tightness in your chest that interferes with your job:                                         YES  /  NO

	
	                  d.  In the past 2 years, have you noticed your heart skipping or missing a beat:               YES  /  NO

                  e.  Heartburn or indigestion that is not related to eating:                                                    YES  /  NO

	
	                  f.  Any other symptoms that you think may be related to heart or circulation problems:YES  /  NO

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

	
	                  a.  Breathing or lung problems:                                                                                            YES  /  NO

                  b.  Heart trouble:                                                                                                                    YES  /  NO

	
	                  c.  Blood pressure:                                                                                                                  YES  /  NO

                  d.  Seizures (fits):                                                                                                                    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 space _______ and go to question 9)

	
	                   a.  Eye irritation:                                                                                                                     YES  /  NO

                   b.  Skin allergies or rashes:                                                                                                    YES  /  NO

	
	                   c.  Anxiety:                                                                                                                               YES  /  NO

                   d.  General weakness or fatigue:                                                                                            YES  /  NO

	
	                   e.  Any other problem that interferes with your use of a respirator:                                 YES  /  NO

              9.  Would you like to talk to the health care professional who will review this questionnaire about your

	
	                   Answers to this questionnaire:                                                                                               YES  /  NO

Part 3:  Questions 10 to 15 below must be answered by every employee who has been selected to use either a 

	
	              full-facepiece respirator or a self-contained breathing apparatus (SCBA).  For employees who have

              been selected to use other types of respirators, answering these questions is voluntary.

	
	             10.  Have you ever lost vision in either eye (temporarily or permanently:                             YES  /  NO 

             11.  Do you currently have any of the following vision problems?

	
	                    a.  Wear contact lenses:                                                                                                         YES  /  NO

                    b.  Wear glasses:                                                                                                                     YES  /  NO

	
	                    c.  Color blind:                                                                                                                        YES  /  NO

                    d.  Any other eye or vision problem:                                                                                    YES  /  NO  

	
	             12.  Have you ever had an injury to your ears, including a broken ear drum:                       YES  /  NO 

             13.  Do you currently have any of the following hearing problems?

	
	                    a.  Difficulty hearing:                                                                                                             YES  /  NO

                    b.  Wear a hearing aid:                                                                                                          YES  /  NO

	
	             14.  Have you ever had a back injury:                                                                                         YES  /  NO

             15.  Do you currently have any of the following musculoskeletal problems?

	
	                    a.  Weakness in any of your arms, hands, legs, or feet:                                                      YES  /  NO

                    b.  Back pain:                                                                                                                          YES  /  NO

	
	                    c.  Difficulty fully moving your arms and legs:                                                                   YES  /  NO

                    d.  Pain or stiffness when you lean forward or backward at the waist:                            YES  /  NO

	
	                    e.  Difficulty fully moving your head up or down:                                                              YES  /  NO

                    f.  Difficulty fully moving your head side to side:                                                               YES  /  NO
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    HEALTH RECORD


CHRONOLOGICAL RECORD OF MEDICAL CARE

          DATE

SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION(sign each entry)

	
	                  g.  Difficulty bending at your knees:                                                                        YES  /  NO

                  h.  Difficulty squatting to the ground:                                                                                YES  /  NO 

	
	                  i.   Climbing a flight of stairs or a ladder carrying more than 25 lbs.:                 YES  /  NO

                  j.   Any other muscle or skeletal problem that interferes with using a respirator:        YES  /  NO

	
	Part 4:  1. In your present job, are you working in a place that has lower than normal amounts

                  oxygen:                                                                                                                                   YES  /  NO

	
	                  If yes, do you have feelings of dizziness, shortness of breath, pounding in your chest,

                  or symptoms when you’re working under these conditions:                                            YES  /  NO

	
	              2.  At work or at home, have you ever been exposed to hazardous solvents, hazardous airborne chemicals

   (e.g. , gases, fumes, or dust), or have you come into skin contact with hazardous chemicals:  YES  /  NO

	
	                  If yes, name the chemicals if you know them:                                                                                                                  

                                 

	
	              3.  Have you ever been a member of a HAZMAT spill response team, or a member of a  

                   HAZMINCEN:                                                                                                                  YES  /  NO

	
	              4.  Have you ever worked with any of the materials, or under any of the conditions, listed below:  

                  a.  Asbestos:                                                                                                                        YES  /  NO

	
	                  b.  Silica (e.g., in sandblasting):                                                                                        YES  /  NO

                  c.  Tungsten/cobalt (e.g., grinding or welding this material):                                       YES  /  NO

	
	                  d.  Beryllium:                                                                                                                     YES  /  NO

                  e.  Aluminum:                                                                                                                    YES  /  NO

	
	                  f.  Coal (for example, mining):                                                                                         YES  /  NO   

                  g.  Iron:                                                                                                                               YES  /  NO

	
	                  h.  Tin:                                                                                                                                YES  /  NO

                  i.   Dusty environments:                                                                                                    YES  /  NO

	
	                  j.   Any other hazardous exposures:                                                                                YES  /  NO

                  If yes, describe these exposures:             

	
	

	
	

	
	

	
	              5.  Do you suspect that you were exposed to biological or chemical agents:                   YES  /  NO



	
	              6. Other than medications for breathing and lung problems, heart trouble, blood pressure and

                  seizures mentioned earlier in this questionnaire, are you taking any other medications for 

                 any reason (including over-the-counter medications):                                                   YES  /  NO

	
	                  If yes, name the medications if you know them:

                   

	
	                  

	
	              7.  Will you be using any of the following items with your respirator(s)?

                  a.  HEPA filters:                                                                                                             YES  /  NO

	
	                  b.  Canisters (for example, gas masks):                                                                        YES  /  NO

                  c.  Cartridges:                                                                                                                 YES  /  NO

	
	

	PATIENTS IDENTIFICATION(Use this space for Mechanical

Imprint)

J-Dial:
	Records

    Maintained (
AT:
	

	
	PATIENTS NAME(Last, first, Middle initial)
	SEX

	
	RELATIONSHIP TO SPONSOR

N/A
	STATUS
	RANK/GRADE

	
	SPONSOR’S  NAME

N/A
	ORGANIZATION

(DEPT/DIV):

	
	DEPART./SERVICE

DOD/USN
	SSN/IDENTIFICATION NO.
	DATE OF BIRTH
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	DATE
	SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry) 

	
	              8. How often are you expected to use the respirator(s) (Circle yes or no for all answers that apply to you)?:

                   a.  Escape only (no rescue):                                                                                              YES  /  NO

	
	                   b.  Emergency rescue only:                                                                                               YES  /  NO

                   c.  Less than 5 hours per week:                                                                                        YES  /  NO

	
	                   d.  Less than 2 hours per day:                                                                                          YES  /  NO 

                   e.  2 to 4 hours per day:                                                                                                    YES  /  NO

	
	                   f.  Over 4 hours per day:                                                                                                  YES  /  NO

              9.  During the period you are using the respirator(s), is your work effort (circle):

	
	                   a.  Light  (sitting while writing, typing, drafting, or performing light assembly work, or standing                               

                        while operating machinery):                                                                                       YES  /  NO

	
	                   b.  Moderate (sitting while nailing/filing, driving, standing while operating machinery, transferring 

                        a moderate load (about 35 lbs.) at trunk level, walking around at moderate speed, pushing 

	
	                        a load (about 100 lbs.) on a level surface:                                                                  YES  /  NO

                   c.  Heavy (lifting heavy loads (about 50 lbs.) from the floor to your waist/shoulder; shoveling,

	
	                        chipping, grinding, walking up grades (8 degree at 2 mph), climbing stairs with a heavy

                        load (about 50 lbs.):                                                                                                     YES  /  NO

	
	                        If yes, how long does this period last during the average shift (number of hours);  ___________



	
	             10.   Will  you be wearing protective clothing and/or equipment (other than respirator) when you’re

 using your respirator:                                                                                                    YES  /  NO

	
	                     If yes, describe this protective clothing and/or equipment:

                  

	
	

	
	             11.  Will  you be working under hot conditions (temperatures exceeding 90 deg. F):      YES  /  NO

             12.  Will  you  be working under humid conditions:                                                            YES  /  NO

	
	             13.  Describe the work you’ll  be doing while your  using  your  respirator(s):



	
	

	
	             14.  Describe any special or hazardous conditions you might encounter while using  your  respirator: 



	
	

	
	

	
	             15.  Describe any special responsibilities you’ll have while using your respirator(s) that may affect the 

                  safety and well-being of others (for example, rescue, security): 

	
	

	
	

	
	

	
	Member Signature

	
	

	
	Member is  QUALIFIED  /    NON-QUALIFIED  for Respirator Use

	
	

	
	

	
	Medical Department Representative 
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RESPIRATOR CARE, CLEANING, AND INSPECTION

STANDARD OPERATING PROCEDURES

To ensure adequate performance and proper sanitation, respirators shall be maintained as described in these standard operating procedures (SOP).

INSPECTIONS

Inspect all respirators before and after each use.  Emergency use respirators and SCBAs shall be inspected after each use and at least monthly.  Inspect all the following items for defects.

  Head straps/harness – breaks, loss of elasticity, broken or malfunctioning buckles, excessively worn serration’s on the head harness which might permit slippage.

  Facepiece – excessive dirt, cracks, tears, holes, or distortion from improper storage, inflexibility, cracked or badly scratched lens in full face respirators, incorrectly mounted full face lenses, cracked or broken cartridge holders, worn threads, or missing gaskets.

  Inhalation and exhalation valves – foreign material, such as detergent residue, dust or paint chips under the valve seat, cracks, tears, or distortion in the valve material, improper insertion of the valve body into the facepiece, missing or defective exhalation valve cover, improper installation of the valve.

  Cartridge, canister or filter – incorrect cartridge selection, incorrect installation, loose connections, missing or worn gaskets, expired shelf life date (if applicable), cracked or broken canisters.

  Corrugated breathing tubes – broken or missing connectors, missing or loose hose clamps, cracks or deterioration in tubing (stretch tubing to look for cracks).

  Harness, helmets, hoods, or blouses – rips, tears, or fraying of harness, loose buckles or snaps, rips, tears, or compromised seam integrity, cracks in helmet or hood fabric, breaks or scarring or face shield that could impair vision.

  Air supply system – integrity and condition or supply lines and hoses, including attachments and fittings, correct condition of regulators or valves,  NOTE:  ONLY HOSES SPECIFICALLY MANUFACTURED FOR RESPIRATOR USE CAN BE USED TO SUPPLY BREATHING AIR!!

CLEANING, SANITIZING AND STORAGE

Clean and store respirators as follows.

1. Remove and discard spent cartridges as appropriate.

2. Disassemble and hand wash the facepiece and parts in a mild  dishwashing detergent and water solution.  DO NOT USE STRONGER CLEANING AGENTS OR WATER ABOVE 110 DEGREES.  Solvents (e.g. paint thinner), which can affect the rubber and other parts, shall not be used.

3. Sanitize the facepiece by immersing for two minutes in a water solution of iodine (add .8ml tincture of iodine to 1 liter of water), OR similar commercially available product (Wescodyne), OR wipe with commercially prepared sanitizing wipes.

4. Rinse in clean warm (approximately 110 degrees) water.

5. Air dry flat, to prevent distortion of the facepiece, in a clean uncontaminated area.

6. Reassemble and reinspect respirator.  If any parts are missing or damaged, the respirator must be removed from service until approved replacement parts can be installed.

7. Place dry respirator in a clean plastic bag or other similar container and seal.  Zip-lock type bags are preferred.  Ensure the respirator is completely dry before sealing to prevent mildew. 

8. Store flat in a clean, dry, uncontaminated area without over-crowding which may distort the face piece.  Storage area must be controlled and not adjacent to a significant heat source.

 REPAIR AND MAINTENANCE
1. Personnel shall not service or repair any respirator.

2. No work shall be performed on reducing valves, regulators, or alarms, of atmosphere-supplying respirators.  All damaged respirator equipment shall not be utilized and shall be returned to the Safety department.

FIT-TEST FORM

NAME: ________________________________  SSN: _________________________

RATE: __________  DEPT/DIV: ___________________  DATE: _______________

*** ALL INFORMATION BELOW IS TO BE FILLED OUT BY FIT TESTER ***
MANUFACTURER  TYPE      MODEL NUMBER  SIZE          TEST METHOD
1. 3M         1. FULL   1. 7100       1. SMALL      1. IRRITANT SMOKE

2. MSA        2. HALF   2. 7200       2. SM/MED     2. ISOAMYL ACETATE

3. SCOTT      3. INLINE 3. 7300       3. MEDIUM     3. SACCHARINE

4. NORTH                4. 7800       4. MED/LG

5. WILSON               5. 466486     5. LARGE

6. OTHER                6. 460968     6. UNIVERSAL

   _________            7. OTHER

                           __________

               RESPIRATOR 1  RESPIRATOR 2  RESPIRATOR 3  RESPIRATOR 4   

MANUFACTURER   ____________  ____________  ____________  ____________

TYPE           ____________  ____________  ____________  ____________

MODEL NUMBER   ____________  ____________  ____________  ____________

SIZE           ____________  ____________  ____________  ____________

TEST METHOD    ____________  ____________  ____________  ____________

FIT TESTER: ________________________

                                          (PRINT)

NOTE: A COPY OF THIS FORM MUST BE RETURNED TO THE SAFETY OFFICE IN ORDER TO RECEIVE A SIGNED FIT-TEST CARD.  ALL RESPIRATOR USERS MUST HAVE A SIGNED FIT-TEST CARD IN THEIR POSESSION WHEN USING A RESPIRATOR.

