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RESPIRATORY PROTECTION PROGRAM

Health Assessment Results

Employee Name: ________________________________ Site: ________
Multi –Site Employee:_______   

Department: ____________________________________Assessment Date: _________

Respirator Use Permitted
(  YES
(  NO


Referred for Physician Assessment:
(  YES
(  NO

Date: ___________________________________________

Occupational Health Nurse: _______________________________________

PHYSICIAN ASSESSMENT

A.

_____________________________________ has been examined and found to be physically fit to use respiratory protection.

OR
B.
_____________________________________ has been examined and found to be physically unfit to use respiratory protection.


Examining Physician's Signature: _____________________  

Date: _____________________

FIT TEST RESULTS

A. ____________________________________ has undergone Respiratory Fit Testing and training and is approved to wear a respirator (refer to Fit Test Record).

Respirator Type:  _________________



Respirator Size:___________________

Fit Tester's Signature: _______________________  
Employee Signature:__________________

     Date: _______________________ 
Date:_______________________________



Signature:   ________________________


       Occupational Health Nurse








