[] 3600 Brewerton Rd, Ste 9A, North Syracuse, NY 13212 (315) 458-1335 Fax (315) 458-1738
] North Utica Shopping Center, Utica, NY 13502 (315) 724-0306 Fax (315) 724-0371

STORE RECORD
ACCORDING TO FEDERAL
REGISTER 1910.20(d)

HAZARDOUSWASTESMEDICAL QUESTIONNAIRE

NAME: HOMBNE:
STREET ADDRESS: WORRNE:
CITY: RTHIDATE:
SOCIAL SECURITY#:

IN DECEMBER 1986, OSHA ISSUED AN INTERIM STANDARDMPHASIZING THE MEDICAL
SURVEILLANCE OF WORKERS EXPOSED TO HAZARDOUS WASTESHIS QUESTIONNAIRE
FOLLOWS THOSE GUIDELINES.

If you suspect or know of recent or remote expastodhe following, please check the appropriate bo
If you are not sure, please leave blank:

Have you been exposed to any of the following?

Yes No

DHOXINS .. e et et e e e e [] []
o [ Ter=T 4 o Yoo - [] []
Heavy MetalS.........coooviviiriee e e e eeeeee L] []
HErDICIHES ... ... e e L []
INSECHCIARS ... e eee e e e e e e e e et [] []
P B S, ..ttt et e e e L ]
(OF: 1e3 [0 o o =1 o TR [] []
N OIS .ttt et e e e e e e [] []
ASDESTOS ... ettt et [] []
RAJIOACTIVIEY ... .. vt e e e e e e e e e e e e ee s [] []
U S . ettt e e e e e e [] []
Dust [] []
Other
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Alcohol

What is your approximate daily intake of alcohol?
[ ] None [ ] Occasional [ ] Lessthan2 [ ] 3to5 [ ] Over5

Tobacco

Have you ever smoked cigarettes? Yés No [ ]

Do you smoke now? Yds] No [ ]

How many cigarettes per day? Less thar 1|5 15-24 ]
25-34[ ] 35+ [ ]

Most you every smoked per day? Lessthaf 15  15-24 [ ]
25-34[ ] 35+ []

Total years you have smoked? [5 10 [ ]

15[ 20 [
250 ] 30 ] 35+[]

If you quit, how many years ago?

At what age did you start smoking?

At what age did you stop smoking?

Do you smoke pipes or cigars?

How many per day?

Do you inhale pipe or cigar smoke?

Visual

Do you wear glasses? Yés| No [ ]

Do you wear contact lenses? Yes No [ ]
Auditory

Do you suspect you have impaired hearing? Yes No [ ]
Allergies

Do you have any allergies? Yes| No [ ]

Temperature Intolerance

Do you consider yourself unusually sensitive tb ho
or cold temperatures? Yés] No [ ]
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Do you have or haveyou ever had?

Heart disease..........cccooveiiiiiiiiiiinnnn,
High blood pressure............ccccoooi i,
Chest PaiN. ... ..o
Heart MUIMUL ... ... e e

Comments

Shortness of breath..........cccoo i
HeadaChes. ..o e
Fatigue.......coooo i
DiZZINESS. .. it
SeIZUIE AiSOIAEr ... i e e e
Numbness of hands or feet.........cooovviiiiiiiiiiii i,

DIOWSINESS. ...t et
INSOMNIA... ..
NaUSEa. ..o i
Y0 2111 T

JAUNAICE. .. e e e
Abdominal Ccramps........c.ooo i
Kidney diSEase.......cuuieititie e

SKIN AiSBASE....ui ittt e e e

Spine or JOINE dISEASE.......cvvieie it e e e e e e

Yes

I

N [

OO P
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