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,
     Occupational Medicine
                                 201 Plageman . Corvallis, Oregon 97331-5801

                                        Phone 541-737-7566. Confidential fax 541-737-9694

                                                Email: Occ.health@oregonstate.edu

OSU OR-OSHA Asbestos Periodic Medical Questionnaire (OR_OSHA 1910.1001)

To the employee: Your employer must allow you to answer this questionnaire during normal working hours, or at a time and place that is convenient for you. To maintain your confidentiality, your employer or supervisor must not look at or review your answers, and you must seal this form in an envelope and mail it directly to the address on page 2. If you have questions, call Occupational Health at 541-737-7566 to reach the Occupational Health Staff who will review this form.

Name: ____________________________________OSU ID: _____-_____-_____    SSN:_____-_____-______

Today’s date:_________________________ DOB:___________________ ____ Gender:  FORMCHECKBOX 
 Male FORMCHECKBOX 
 Female

Job Title: ____________________________Department__________________________________________

Campus address: ____________________________________OSU index#___________________________

Work phone #:__________________________  ____________Best time to reach you__________________

Campus e-mail address:____________________________________________________________________
Occupational History

1A. In the past year, did you work full time (30 hours per week or more) for 6 months or more?         FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

      If yes to 1A:

  B. In the past year, did you work in a dusty job?                        

            FORMCHECKBOX 
 does not apply  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

  C. Was dust exposure:  FORMCHECKBOX 
 mild  FORMCHECKBOX 
moderate  FORMCHECKBOX 
 severe

  D. In the past year, were you exposed to gas or chemical fumes in your work?


   FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

  E. Was exposure:          FORMCHECKBOX 
 mild  FORMCHECKBOX 
moderate  FORMCHECKBOX 
 severe

  F. In the past year, what was your:  Job/occupation:__________________________________

                                                           Position/job title:_________________________________

Recent Medical History

2A. Do you consider yourself to be in good health?





   FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

      If no, state reason___________________________________________________________

  B. Do you currently take any medications?






   FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

      If yes, please list:____________________________________________________________

  C. In the past year, have you developed?

      Epilepsy (or fits, seizures, convulsions)?
 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

      Rheumatic fever?


              FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

      Kidney disease?



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

      Bladder disease?


              FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

      Diabetes?




 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

     Jaundice?



 
 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

Chest colds and chest illnesses

3.   If you get a cold, does it usually go to your chest?
                   
            FORMCHECKBOX 
 Don’t get colds  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 

       (Usually means more than ½ the time)






4A. During the past 3 years, have you had any chest illnesses that have kept you off work, indoors 

      at home, or in bed? 




                          

                FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

     If yes to 4A

  B. Did you produce phlegm with any of these chest illnesses?   

            FORMCHECKBOX 
 Does not apply  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 

       In the last 3 years, how many such illnesses with (increased) phlegm did you have which lasted a         

       week or more?  FORMCHECKBOX 
No such illnesses    Number of illnesses_______

Respiratory System

In the past year have you had:

Asthma  



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Bronchitis



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Hay Fever



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Other allergies



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Pneumonia



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Tuberculosis



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Chest Surgery



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Other Lung Problems


 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Heart Disease



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Do you have:

Frequent colds



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Chronic cough



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Shortness of breath when walking


Or climbing on flight of stairs

 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Do you:

Wheeze



 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Cough up phlegm


 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no 
 

   If yes, explain________________________________________________________________

Smoke cigarettes: Packs per day__________ How many years________________ N/A FORMCHECKBOX 

Date:_______________ _________________Signature:___________________________________________

Please return completed and signed form to:

OSU 

Occupational Medicine
201 Plageman Bldg

Corvallis, OR, 97331-5801
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