[bookmark: _GoBack]Medical Clearance Form Template
Patient:	___________________	 Birthhdate: ___ / ___ / ______   Age: _____	Date of Service: ______
Company/Facility: ___________________   Company/Facility Point of Contact: ___________________
Please check Type(s) of Respirator(s) to be used:
· 
· Atmosphere-supplying respirator            	
· Supplied-air respirator   
· Air-purifying (non-powered)                       
· Air-purifying (powered)         

Level of Work Effort:           
· 
· Light     
· Moderate    
· Heavy    
· Strenuous

Extent of Usage: 
· 
· On a daily basis
· Occasionally, more than once a week
· Rarely , or emergency situations only
· Length of Time: ___________(hours)

Special Work Considerations: (i.e. high places, temperature, hazardous material, protective clothing)
____________________________________________________________________________________

Occupational Healthcare Provider’s Evaluation:
_____________________________________________________________________________________
Class (check one):
· 
· No restrictions on respirator use
· Some specific use restrictions
· No respirator use permitted
· No contact lenses
· 
· Need special frames for glasses if required to wear full-face respirator
Restrictions:
_____________________________________________________________________________________
· FIT TEST TECHNICIAN HAS CONFIRMED THAT FACIAL HAIR IS NOT PRESENT ACROSS RESPIRATOR SEAL AREAS AT THE TIME OF TESTING (OSHA REG 29 CFR 1910.134)
__________________________________________       ________________________________________
Occupational Healthcare Provider Signature                      Date
