MEDI CAL CLEARANCE REQUEST

FOR OFFI Cl AL USE ONLY (when filled in)

From D vision Oficer

To: Medi cal Departnment Representative
Subj : REQUEST FOR MEDI CAL CLEARANCE FOR RESPI RATOR USE
1. The following individual is referred to you for subject clearance:

Nanme SSN - -

Super vi sor Date of Birth

Crcle type(s) of respirator(s) to be used:

Air-purifying (non-powered) Air-purifying (powered)
Hose mask (w th bl ower) Hose mask (wi thout bl ower)
Air-line (demand) Air-line (pressure-denmand)
Air-line (continuous flow) SCBA (closed circuit)

SCBA (open-circuit, demand) SCBA (open-circuit, pressure-denmand)
Level of Work Effort (Circle one): Light Moder at e Heavy St renuous
Extent of usage (Circle one):
Daily Cccasional ly but nore than once a week Rarely or energency only
Length of tinme of anticipated effort (hours per day)

Speci al work considerations (e.g., high places, elevated tenperatures, hazard-
ous nmaterial, protective clothing required, etc.)

Division Oficer Signature and Date

FOR OFFI Cl AL USE ONLY (when filled in)



From Medi cal Departnment Representative
To: Di vision Oficer

is: (Crcle one)

Medically qualified to use the above respirator with no restrictions.

Medically qualified to use the above respirator subject to the restrictions
speci fi ed bel ow.

Not nedically qualified to use the above respirator.

Restrictions

MDR Si gnature and Date

o8 [ Reser |
Respiratory Protection O ficer
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