Documentation of Medical Evaluation 

for Disposable N-95 Respirator Use
Name of responder/employee: 
_________________________________________

Name of agency/employer: 
_________________________________________
This responder/employee has been medically evaluated regarding the ability to be fit-tested for and wear a disposable N-95 respirator. The information required by the OSHA Respiratory Protection Standard 1910.134 (Section (e) and Appendix A, Part A, Sections 1 & 2) was obtained in the course of performing this evaluation.    

Based on the medical evaluation, the responder/employee:
_____ is NOT cleared to be fit-tested for a disposable N-95 respirator
_____
requires further evaluation before a decision can be made regarding fit testing for a disposable N-95 respirator
_____ is cleared (with any limitations shown) to be fit-tested for and wear a disposable N-95 respirator  


Date of this written recommendation:
________________

Health care professional signature: 
___________________________________
Health care professional name: 

___________________________________

Address:  




___________________________________







___________________________________

Phone:




___________________________________

Health care professional: Keep a copy of this form and provide the original to the responder/employee.
Elastomeric





LIMITATIONS





_____ No	_____ Yes	Description:  _______________________________ 





_______________________________________________________________





______________________________________________________________________
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