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Environmental Health and Safety





Respiratory Protection Processing Form

Part 1: Completed by employee required to use respirator (PRIOR to medical evaluation).
Name__________________________                   Job Title______________________________
D.O.B.________________________                     Work Phone/NAU ID#__________________
Dept/Supervisor_________________                   Billing Contact ________________________

Part 2: Completed by employee’s department leadership (PRIOR to medical evaluation).
Department Supervisor_________________________     Date__________________________

Type of respirator to be used (half-face, full-face, PAPR, etc.): ______________________________________________________________________________

Description of work effort (circle one):      Low          Moderate       Strenuous

Type of work to be performed with respirator use: __________________________________

Special environmental conditions: ________________________________________________

Names of each toxic substance during exposure/work: _______________________________

Estimated maximum exposure level during work: ___________________________________

Duration of exposure per shift: ___________________________________________________

Part 3: Completed by the health care provider after the medical evaluation/review.   
Health Care Provider:    ______________________________ Phone: ____________________

Name of Examining Medical Professional (print): ____________________________________

Signature of Examining Medical Professional: _______________________________________
Is/Was in-office medical follow up required or performed? (circle one)       YES       NO 
I/we have provided the employee with the following respirator use recommendations:

The individual (circle one)           IS             IS NOT          physically able to wear a respirator. 
The individual may wear a respirator (circle one)    WITH     WITHOUT    restrictions.
Describe restrictions _____________________________________________________________
_______________________________________________________________________________
Part 4: Completed by employees’ department AND EHS (after training and fit testing).
Trainer/Fit Tester (print/sign): __________________________________ Date: _____________

Employee (circle one)      WAS     WAS NOT    trained in respiratory protection.

Employee (circle one)      WAS     WAS NOT    fit-tested with respirator.

Respirator Specifications:

        Made/Model__________________________________ Size (S/M/L) ___________________

        Filter Type(s)________________________________________________________________


