
ADDENDUM # One (1) TO RFP # 0056039 
 

VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY (Virginia Tech) 
Procurement Department (MC 0333) 

North End Center, Suite 2100 
300 Turner Street NW 

Blacksburg, Virginia 24061 
 

DATE 
 
Monday, July 9, 2018 

New DUE DATE AND HOUR 
 
Thursday, July 26, 2018 

 
ADDRESS ALL INQUIRIES AND CORRESPONDENCE TO: Kimberly Dulaney, Assistant Director & 
Contracts Manager  
E-MAIL ADDRESS: kdulane@vt.edu TELEPHONE NUMBER  (540) 231-8543 
FAX NUMBER  (540) 231-9628 AFTER HOUR MESSAGES  (540) 231-6221 

 
Occupational Health Medical Services Partner 

 
1. The following questions have arisen for the aforementioned RFP; 

Question 1.  The table of services references a History Form and Animal Handler/Infectious Disease 
Surveys.  Please provide a copy of all forms to be processed. 

Virginia Tech Answer:  These are attached for your reference (Attachment D). There are other forms used 
when required by OSHA for persons exposed to asbestos or lead materials. Please note that the first four 
pages of the Animal Handlers form are used by EHS to identify medical services needed based on their 
reported hazard exposures.  

Question 2.  Is the expectation that the contractor's clinic be located within 5 miles of the Virginia Tech's 
main campus located in Blacksburg, Virginia?  Does Virginia Tech desire that Occupational Health Medical 
Services be offered in close proximity to any of Virginia Tech's other off-campus locations or are services 
restricted to the Blacksburg campus? 

Virginia Tech Answer:  The clinic needs to be close enough to the main campus that our on-campus 
client’s travel back-and-forth will not overly burden their time, hence the 5 miles. If services can be offered 
at other off-campus locations that would be helpful but it is not required as a condition of this contract. We 
may, however, elect to use those off site service locations if convenient to our clients. 

Question 3.  Is the expectation that the contractor’s clinic will schedule the block of time in four continuous 
hours or at intervals throughout the Monday thru Friday, 8am-5pm work week?  

Virginia Tech Answer:  It’s actually preferred if we can schedule a block of time on a set day per week. If 
we do not fill all ‘slots’, we would release them back to you as quickly as possible.  We would appreciate 
flexibility, however, as urgent issues do sometimes arise. 

Question 4.  Please provide guidance as to the services to be provided at the current site and the services 
to be provided off-site.  What services will the OHAP staff provide and what services will the contractor 
provide? 

Virginia Tech Answer:  For main campus clients, OHAP staff provide audiograms, pulmonary function 
tests, respirator fit testing, and blood draws for titers and similar. We desire to add vaccinations. If the 
physician is serving out of our clinic, we would add blood pressure, temperature screening, and whatever 
else the physician needs or requires to conduct a physical where one is required. Persons receiving medical 
services based on work exposures to asbestos, lead and silica would only occur on the main campus, not 
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offsite locations. Services received by offsite personnel would typically be limited to vaccinations, titers, 
pulmonary function testing (for respirator fit testing) and audiograms. 

Question 5.  Please provide more information as to the expectation concerning Department of 
Transportation drug and alcohol testing programs for CDL holders and FAA pilots?  Specifically the 
randomization process.   

Virginia Tech Answer:  Virginia Tech employs about 150 employees that are subject to DOT drug and alcohol 
testing. These employees are CDL drivers, Police Officers or Pilots. There is a random sample, drawn each quarter, of 
approximately 10-20 individuals. The randomization is handled by our conviction check vendor TruScreen. Once the 
random list is sent to us along with chain of custody forms, Virginia Tech notifies the employee and their department. 
The employee is then required to report for testing. Once testing is completed at the Occupation Health Medical 
Services Partner facility, the results and billing are sent to TruScreen which then takes over their part in reporting back 
to Virginia Tech.  

Question 6.  Define Tier 1 select agents. 

Virginia Tech Answer:  Please see https://www.selectagents.gov/selectagentsandtoxinslist.html  

Question 7.  Please provide more information concerning how medical charts will be secured during 
transport? 

Virginia Tech Answer:  They are hand delivered from our office to the physician. When carried away from 
the main campus, they are kept in a locked box. 

Question 8.   Please provide more information concerning the expectations for consultative services in 
response to unusual service needs, employee exposure issues, or as needed to support national and 
international travel?   

Virginia Tech Answer:  The circumstances vary widely. Examples include: 

- Employees who are pregnant or who are thinking about becoming pregnant who are concerned about 
their work exposure to either chemicals or biological agents and their effect on an embryo. 

- Employees who report being exposed to chemicals, biological agents, asbestos, lead or other air 
contaminants and who request a consultation with our physician on potential health effects. The 
physician may order tests as needed to address or allay their concerns. In some cases, these 
evaluations may fall under Workers’ Compensation and will need to be billed as such.  (We would work 
with Human Resources so the chosen physician is added as an approved panel physician.) 

- For international travel, a travel consult could include providing guidance on things to avoid in the 
destination location (hygiene issues), and issuing prescriptions for medications including those not 
usually addressed by the CDC but which may be needed based on work location  (for example, 
antibiotics, antidiarrheals, antimalarial, etc.  if working in remote areas where medical assistance will not 
be readily available) 

- Coordination of services with the Department of Health on providing services overseas when outbreaks 
occur which affect our personnel. (This happened recently with a plague outbreak in Madagascar.) This 
is an extremely rare occurrence.  

- For international travel by persons not covered by Workers Compensation, the physician may be asked 
to provide direct services if the person becomes ill upon return and it is related to their work exposures. 

- Consultations and providing prophylaxis for needle stick injuries based on the physician’s evaluation of 
risk.  

Question 9.   Please provide more information concerning the biosafety research protocols and any 
expectations related to the scope of input required?   

https://www.selectagents.gov/selectagentsandtoxinslist.html
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Virginia Tech Answer:  The physician may be asked to provide input on medical services needed based 
on the organisms being used in the research. This happens infrequently (several times per year). There is 
no expectation that every research protocol would be reviewed.  

Question 10.  Is the expectation that the contractor’s clinic provide a Special Immunization Program (SIP) 
to include an Investigational New Drug (IND) Program?    

Virginia Tech Answer:  This is possible, yes, as we have researchers who may in the future use 
pathogens covered by SIP. We would work in close coordination with the Department of Health and the 
selected physician if this need arises. 

Question 11.  Could Virginia Tech provide more information concerning the Institutional Biosafety 
Committee, including how often the committee meets and where and time commitment?  

Virginia Tech Answer:  There is no expectation that every research protocol would be reviewed or that the 
physician attend all meetings. Rather, the IBC may request direct input on specific protocols. This happens 
infrequently (at best, a few times per year). More frequent would be OHAP staff seeking guidance on what 
services should be provided based on the exposure. 

Question 12.  What is the expectation of the contractor of integration with preexisting OHAP staff?  Will the 
contractor be providing onsite supervision for Virginia Tech OHAP staff for standing orders?   

Virginia Tech Answer:  It is our desire that OHAP staff be authorized to work under standing orders, but 
there is no expectation that staff will be directly supervised by the physician. 

Question 13.  Could Virginia Tech provide a complete listing of lab tests and immunizations and titers?  Will 
the lab tests and immunizations be billed as all-inclusive or pass through as needed? 

Virginia Tech Answer:  Note that any testing performed will vary based on the person’s work-related 
exposures, i.e. there is no ‘standard list’ of services provided to every participant.  For persons who are 
provided medical services for an exposure covered by an OSHA standard, that standard will dictate the 
minimum testing that must be performed supplemented by any other tests dictated by the physician. Ex: 
asbestos, lead, silica, respirator use, bloodborne pathogens, formaldehyde. Services could expand to cover 
cotton dust, chromium, cadmium, beryllium, etc. if persons with such exposures are identified. For 
exposures covered by OSHA, OHAP personnel have a list of required services from which they normally 
operate based on the standards. Services provided might include, for example, blood lead and zinc 
protoporphyrin, complete blood chemistry, fecal occult blood screening, urinalysis, urine cytology, complete 
blood count, chest X-ray, pulmonary function test, blood mercury, etc. Typically all blood draws are 
performed by OHAP personnel. In all cases, all lab results are to be reviewed by the physician and are to be 
addressed in the Physicians Written Opinion.  

Vaccinations: Tetanus, Rabies, Hepatitis A, Hepatitis B, any required based on the organism being worked 
with where vaccines are available, any required based on work location and per CDC for travel vaccinations 
(some vaccines are only available through the Health Department) 

Titers: Rabies, tuberculosis, others as warranted based on hazard exposure 

OHAP desires to continue collecting, sending all samples directly to the testing laboratory and to be billed 
directly by that company, hence the request for Standing Orders. Where testing is performed at the 
physician’s office, it could be billed as pass-through or cost plus to cover oversight/handling.  

 
2. Attachment D, Sample Forms, is hereby attached to this RFP 
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3. No further inquiries will be accepted for this solicitation 
 

4. All other terms, conditions and descriptions remain the same. 
 

5. The due date and hour is changed from Friday, July 13, 2018, 3pm TO Thursday, July 26, 2018 3pm. 
 
 
I acknowledge that I have read and understand this addendum in its entirety.  
 
 
______________________________  ____________ 

Signature   Date 
 
 
 

 
Revised 01/01/2018 

 



Attachment D
Sample Forms

Ill VirginiaTech 

Medical Questionnaire 

Environmental Health and Safety 
Medical Services 

www.ehss.vt.edu 

All information is part of your confidential medical record. 

The Genetic lnfonnation Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or 
requiring genetic information of a·n individual or family member of the individual, except as specifically allowed by this law. To comply with this law, 
we are asking that you not provide any genetic information when responding to this request for medical information. 'Genetic information' as 
defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests, the fact that an 
individual or an individual's family member sought or received genetic services, and genetic information of a fetus carried by an individual or an 
individual's family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services. 

PLEASE ANSWER ALL QUESTIONS 

Name: -------------First Name Middle Initial Last Name 

Gender: D Male D Female DOB: I I ------- Age: __ _ 

Height: __ Ft. __ In. Weight: ___ lb. Email/PIO: 

Phone Number: (,.__~) _____ _ Vf/Hokie ID: 

Department: __________ _ Job Title: 

Supervisor: ___________ _ Supervisor Phone#: ( __J ____ _ 

Please describe your primary job duties: 

What types of personal protective equipment have you been told you will use during your job? 
Please check all that apply: 
D Respirator D Hearinq Protection D Chemical resistant qloves D Eve/Face Protection 

Yes No Please check Yes or No for each of the questions below. 

D D 1. Have you ever spent time i~ the hospital as a patient? If "YES", what kind of problem 
were you having, ar,d when did the problem occur? 

D D 2. . Have you been under the care of a physician during the past year? If "YES", for what 
condition(s)? 

Yes No 3. Have you ever beeri told you had any of the following: 

D D a. Asthma, hayfever, or sinusitis? 

D D b. Emphysema, bn;mchitis, or other respiratory problem? 

D D C. Hepatitis? 

D D d. Cirrhosis? 
D D e,. Cancer? 

D D f. Arthritis 9r Joint Pain? 

D D g. High Blood Pressure? 



/ 
Yes No Please check Yes or No for each of the questions below. 

D D 4. Have you ever had a heart attack or heart trouble? 

D D 5. Has there been a change in yo_ur general health in the last year? If "YES", please 
describe: 

D D 6. Has there been a change in your breathing in the last year? tf "YES", please describe: 

D D 7. Have you ever smoked? If "YES", then how many cigarettes per day and for how Jong? 

#Per Dav: #Years: If vou quit, when did you quit: 
D D 8. Do you drink alcohol? If "YES", in what quantity per week? 
D D 9. Do you wear glasses or contact lenses? 

D D 1 O. Do you consider your job to have a high level of stress? If "YES", explain: 
.. 

Yes No· 11. Do you have any of the following symptoms? 

D D a. Shortness of breath? 

D D b. Persistent Cough? (more than 3 months out of the year) 

D D C. Feeling of smothering, not able to take a deep breath? 

D D d. Wheezing? 

D D e. Burning, tearing, redness of eyes at work? 

D D f. Sore, burning, or itching throat or nose at work? 

D D g. Stuffiness or dryness of nose? 

D D h. Swelling of eyelids or face? 

D D i. Jaundice? 

D D j. Frequent headaches? 

D D k. Frequent episodes of nervousness or irritability at work? 

D D l. Trouble concentrating or remembering? 

D D m. Dizziness, light-headedness, or drowsiness at work? 

D D n. Blurred vision at work? 

D D 0. Numbness or tingling hands, feet, or other body parts? 

D D p. Chronic fatigue or weakness? 

D D q. Heartburn or indigestion? 

D D r. Itching, dryness, or peeling of the skin on your hands? 

D D s. Swelling of the hands or feet? 

D D t. Difficulty in walking? 

D D u. Easy bruising? .. 

D D V. Bone or joint problems? 

D D w. Back trouble? 

D D X. Problems with urination? 

D D y. Blood in urine? 

D D z. Change in bowel habits? 

D D aa. Habitual constipation? 

D D bb. Blood in stools? 

D D cc. Black or tarry stools? 

D D dd. Any symptoms not mentioned here?. If "YES", please list your symptoms: 
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Yes No Please check Yes or No for each of the questions below. 

D D 12. Do you feel that any of the above symptoms may be related to your work? If "YES", 
please describe: 

D D 13. Do you get any regular physical exercise? If "YES", what type and how often? 

D D 14. Do you do any activities outside of work that may .bring you into contact with chemicals, 
such as furniture·stripping, sand blasting, insulation installation, etc.? If "YES", list th~ 
activities and the exposures: 

D D 15. Do you do any activities outsid.e of work where you may be exposed to very loud noise, 
such as shooting firearms, work with power tools, etc.? If "YES", please list the 
activities: 

D D 16. Do you have any medical complaints today? If "YES", please describe: 

' 

D D Do you take any medications (prescribed or over-the-counter)? If yes, please list: 

Medication Name/Dose: Used for: How long have you been taking 
this medlcation? 

' 

,"\ 

If you have any additional comments, please enter them here: 

Employee Signature: _______________ _ Date: 
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PHYSICIAN'S WRITTEN OPINION 
To Physicians: Please check "yes" "no" or "NN beside the following statements and include any detailed comments 
or notes in th~ space provided below. 

Name of Employee: 

Yes No NA 

According to my'review of this employee's medical chart, it is my opinion that this employee 

D D D has detectable medical conditions that would increase the risk of material health impairment 
through the performance of the job functions. These conditions are described below. 

D D D 
I recommend that limitations be placed on this employee's use of personal protective 
equipment, such as respiratory protection. Limitations are described below. 

I have reviewed the Respirator Fitness Questionnaire and have determined that this 

D D D employee is medically able to wear the respiratory pr~tection devices assigned, in the 
workplace conditions described. 

D D D 
I recommend that special protective measures be provided to the employee as described 
below. 

D D D It is my opinion that additional medical opinion be sought as described below. 

COMMENTS AND NOTES (please do not provide non-work related comments on this form): 

, 

Signature of Physician: 

Revision bate: 08/02/2016 Page 1 oft 



Medical Survey Questionnaire https: / /www.ehss.vt.edu/med _survey /medsurvey A. php 

1 ofl 

!IVirginiaTech 
Invent the Future 

EnvironmentalJ Health and Safety Services 

Medical 
Survey 
Questionnaire 

Progress: , .. , .. ···.•·········· .................. , ...•......•...... ·'···-······ .....•....................................... , ....•...........•..............•......................•....••.....................•.................•.................. , ....................................... '" ..•......•. , 

The purpose of this questionnaire is to obtain an inr;tividua I health history for employees working· with animals and/or 

p0:tentially infectious material, including toxins of biological origin, unfixed tissue and microorganisms. lt will be used 

in conjunction with individual'protocol risk assessments to evaluate appropriate medical survey needs and to 

determine appropriate individual personal protective equipment (PPE) needs. 

CONFIDENTIALITY STATEMENT: This form asks that you provide personal health Information that is 

protected by University policy and State and Federa I law. Your rights to the confidentiality of your personal 

health information will be strictly maintained by Environmental Health and Safety. Your information will be 
used or disclosed in accordance with those policies·and laws only to the minimal extent necessary for your 

treatment or business operations. You have the right to review and obtain a copy of your medical or health 

record. This is a secure website. Information that is electronically transmitted on this farm will be maintained 
in.a secure environment. 

If you ~re a minor, this questionnaire will not collect a medical history and the information you provide will not be 

reviewed by the Occupational Physician. Rather, EHS will need,a parent or legal guardian to provide written 

authorization for this information to be collected by us. You will be contacted directly by·us if it is determined that you 

are a minor. 

All fields in this form are required. 

First Name: 

Last Name: 

Sex: 

Email: 

Date of Birth: 

Virginia Tech ID: 

Zack 
--~--~·-------------------

Adams 

Male 

adamsz@vt.edu user@domain ,com 

1979--04 

909999991 

YYYY-MM 

90XXXXXXX 

E~~~~~a~'!~~~~;~~@~;§JJ 
••••n•~•nnHoon•n•-nmHomcnHomH••n•~n•nn,on•~•n•ou,unomm mcrno,unnonu, .. ,un,,Hnomnomcncnonn•n•-,,umn,mn,mmcnmcnc,,mcn-n,nc•n••cu--~ ,ncrmmcn-, • .- .. ,-~, - _,,,.,,,-~-,-r·n-~,-c~n 

7/5/2018, 3:20 PM 



Medical Survey Questionnaire https://www.ehss.vt.edu/med_survey/medsmveyB.php 

{11~Tech 
Invent th1;1 Future 

Environmental, Health and Safety Services 

Medical 
Survey 
Questionnaire 

Progress: , ......... ., .... ··""· ··""···""""""" ··········""·""·""""""" .. ""··""-• _ ··"··· . ·"· ·········""··"·· ····""················"·····'······················""·""····'·· .............•.... ······''···-·oc··,··· ., .. , .... ,.L. .... _ ··-,- . . _ .,.. •. . . .. " 

Current Employment/Academic Status (check all that apply): 

!;a Faculty 

D Classified Lab Technician/ Staff 

0 Other. {please specify) 

Ov.siting Faculty 

0 Animal Care Siaff / 
Herdsman 

Ostudent 

0 Volunteer 

-------------------------------
Job Title: asdfa 

Provide the name of the faculty member or supervisor to whom you report. asdf 

Your supervisors email address "(indude full address) lance3~.edu . user@domain.edu 
•n••••-•-••••••nHoH••••••n•n•••mmm••••••••••••••••••--·•·-···-··---•••-~• . .....,.• .. ••••••••~'""'"'""'"""'"'"""'""''"''""'""'""'""' .. '""'""'""••••••••n•m•nHou,,~,,un,n·~mmo•••••••••••••••·-··--·--•-••••~-••-•a• •a• uau., .. , ••• ,., .. ,,.,,,ououHoHoHo•••••••••HnomHoHoonHoononHoHoHoHoH 

Your supervisor's Phone Number 

In which College are you employed? 

In which Department are you employed? 

'Miere is your primary work location? (Building) 

Room Number 

Mail Code 

Your Phone Number 

540-231-5985 

College of Science 

Psychology 

asdfas 

U3 

1233 

540-231-5985 

555-555-5555 

555-555-5555 

1 ofl 7/5/2018, 3:21 PM 



Medical Survey Questionnaire https://www.ehss.vt.edu/med _ survey /medsurveyC .php 

1 of3 

Environmental, Health and Safety Services 

Medical 
Survey 
Questionnaire 

You are listed in a Respirator Hazarn Assessment (RHA). Please use the prompts, to guide your 
answers below. 

I am potentially exposed lo: {check all !hat apply) 

[?.; Invertebrates/Microbes/Cell Unes 

RHA 
An RHA.indicates 

you wor1<. with lnvertet>rates. 

Are you currently orwin you be listed on a IBC prvtocol(o)? 

~'le~ 0 No 

Pl Name: asdfasdf 
Pl Name:-' 

PIName: 
-·--~-----

PIPID: 

PIPID: 

PIPID' 

An RHA Indicates 
you work with Animals. 

IBC Numbet. 

IBC Numbec 

IBC Number. 

Pl Name: Pl PIO: IBC Number. 

Pl Name: , PIPID: IBCNumbec 

Do you conduct fie•d work (e.g, observing/handling wild animals, wvrking oLRd1;1i::tts)? 

®ves O No 

Pleas.e describe the ecosystem and s~ecif1c geographic locmlon~ ·sdfasdf 

Are you eKposed to animals at home? 

®ves O No 

· What type of anlmols '"" you exposed lo !!!.l!!!!!!!!? (Check all that appll(l: 

DM1lhibians 

OIMldManmals 0 other: 

De. .. 

Pl Chemicals 

An RHA indicates 
you wor1<. with Chemicals. 

Oshe-ep/Goats 

Dongs 

o ... ,ce 

Os-..ne 

Rl Noise 

An RHA indicates 

you wor1<. with Particulates. 

----· . --- .-· ·-·.-·-·--·----~-~---- ---·-----··--·--·-··----·-·-···-----···-----·-----

Oo. you pertonn \YDrk with Infectious organisms (~.g., bacteria. v•ruses, l'lckettslal Grganlsms. tungal organisms, or parashes), animals known to be lnlected \Ylth transmissible lntectious 
organisms Pr in wtdC:h th• e.xperiment lnvolves infecting the animals? 

An R.HA tndic:ales you work with infedious organ-isms. [Yes). 

@ves O No 

ii::atease Jis:tthe organisms tllat you ~Llrrently orpLan J1;1 l'n4'1nlpuLat:E! and, lfknav,,n, organisms that others manlpulate. in 1he &a.me v.iortc area tcommon names are acceptab~. but please do not use 

acrtmymsJ: 
RHA 

An RHA indi~it!S you work with the fcClrlowlng'. Age-nts Llst,. :Ilia me weird bacteria, ,vtrus.es, Bacteria, Worms, 

pseudornonas sp. 

Are aEI manipulations of these animals and organlsms done eJ1clusWely in a Biosafety Cabinet? 

Jul RHA lndlca,es your work is performed. in e Bicsetety cabinet [YesJ. 

@: Yes O No 

Which Biosalety Cabinet are you 11slng? 

RHA 
An RH.A indicates you wont with the folKJWing 8'c,$8efty Cabinet'. Type HI fBiosafety C,abine.l). I \¥Ork in my unventilated garage..t 

7/5/2018, 3:25 PM 



Medical Survey Questionnaire https://www.ehss.vt.edu/med _ survey /medsurveyC.php 

2 of3 

II, A2 

Which of the fol•o'Wi-ng acti'll'itie.s do yOu perfcmn i1S. part of yo1.1r Job [ehocA: artthm .app1)1: 

B Cu.~uring / propa_gating. the organisms 

D lnoculaling-animals with the organisms 

[2} Colecting blood or other samp'ies from living animals. 

D Handling animals. caging. or soiled bedding (huSbendry, or tfansrior1 to Pt's lab) 

D Anlmal care staff I h.erdsrnan 

0 Performing eul:hariasia of the an1mals 

D CoDedlng posi:mor1e!m tlstue.s or samples 

D None 

D Otner. 

Please name and de.scribe the invertebrate.sJmlcrobesJeeH lines you are W'Drking 'With: 

:111 

Are you cummtty orwm you~ listed on a IACUC protocol(s}? 

(!)ves O Na 

Pl Name:·-asdfsdf 

Pl Name.: 

Pl Name: ------
PINamo: 

'Pl Name: 

PIPIO: 

Pl PIO: 

Pl PIO: 

PIPIO: 

PIPID: 

IA.CUC Number. 

IA.CUC Number. 

IACUC Number. 

IA.CUC Numbec 

IA.CUC Number.· 

~ndicate. below the sp-e~~e~ that you art! WDrlfing with orp,otentlafly e!P9s:ed to os pa11. of your dut;r,s fur V,rqirria Tech. lr.c•ude work with tissuesMuids that have no1 been treated Ytith c:hemi,;:,d 
pr8$1i!NatiVal.. 

An RHA indica1es you work with these anlrna1s:·Amphrblans., Bats., othar::othe.r Animal, 

0 Amphibians 

OH.amsters 

Oswine 

Osats 

0Horses 

Ow.id Animals 

0Birds or Poun:ry Deats 

0Humans 

Oo!her. 

Indicate the level or contact for each group. Enter le.ss than whole values as decimals. 

Level 1- No direct conlact, but enters animal facility. 

Dcattle 

0Rabbits 

Level II • Does not conduct procedures on live animals but handles "unfixed'' animal lissue.s and fluids. 
Level Ill - Minor exposures: changes cages. bedding, wa.ler bottles, handles or transports occupied cages. 

Ooogs 0 Fish/Aquatics 0Gu!n~a Pigs 

0Roplilos D SneeplGaats 

Level IV - Major expcsule5: handles, restra·,ns, collection of specimens (blood, unne, Feces) or administers substances to live animals (via injection, gavage, doseo feed, dosed water), 
performs invasive procedures (such as surgery or necropsy}. 

Animal 
E>lp0SU"'5 

Birds 

1. ...... 11 

0 

Level II Lovol 111 

0 

Level IV ,11.vg , hourslda)' 

0 :1 

,11.vg 
exposure 

1 

days/vroek 

Do you trap, hatidle: or house~ rod'ent& re.g.1 deer m~ce.? Peromyscus. spp.). or come into con\a,;twtth burrows ore.quipmenl ccmtamlnated \Nlth their urin-e: and feces? 

Oveo @No 

P~s.a name the chemlc:.als you are workinEI with that are causing you to complete this survey. 

An RHAinDicates youwo-rk:with 1hese chemicals.: Chemical Names, stuff, 

PEase est,mate how Often yaurwork with these chami.ca!s occurs: 

RriA 
An'RHA lndca'le~ you worli::with these chemicals: 1 Minutes perd.ay. 2. Days per Week. 2 Minutes per uar, 2 Days perWeelc, 

Are all manipulations of these ~hemiRh• done exclusively In a Fume Hood, Biosa1'ety Cabinet, or1Pthl;!.r-e:rig:i~eering.eontrol? 

An RHA lndieates you work with these engineering con1ra~: Biosafety Cabinl!::t, Fume Hood, other Engineering Control. 

0·Fume Hood O BiMafety Cabinet Cother Engineering Control D Ne 

7/5/2018, 3:25 PM 



Medical Survey Questionnaire https://www.ehss.vt.edu/med_survey/medsurveyC.php 

Ple.as-e des-tribe the. s.auroe of norse: 

Do you wear he.a ring pTOtec.tion tPIUig& or muffs) for this 1NOrk rel:a1-ei;I noise exposure? 

What are the dusts, mists, rumes, or particulates? PJYse de!liieribe; 

An RHA lndieales )'01) work with these chemicals: Dust ~cription, 

' . . " 
/D.andar f"rO:!l rny ot:fic-Q: n'linte.s 

Please est;ma1e how often your Vii'D-rkwtlh these particulates occurs: 

An RHA.indicates you wcrkwith these c:hemi:i;.als,: 3 MLnutes per day. 4 Days pet Month. 9 Minutes :per day. 9 Days pef Month. 

·2 Minutesperday. ~JOaysper @Week 0Month 

Are aH manipulations of these pa~culates done- nc.luslve!y in .a Fume Hood. BiosafetyCab~n-et, or otherengtneering cDnltOI? 

RHA 
An RHA indicates you work wttn the.$.$ engineering controls: Fume Hood, Biosafety Cabin-et, 

D Fume Hood O 8iO$afetyCAbinel £Z!·otherEngineeringControl D No 
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IVirgµrlaTech 
lnv&nl the Fulure 

Environmental, Health and Safety Services 

Medical 
Survey 
Questionnaire 

Do you work with any of the following gases? 

Halothane @Yes O No 

lsoflurane ® Yes 

Carbon Dioxide ® Yes 
----~---·---••--•--n--'--·---·-------~~---------,--,~•,-•,n••••-••n-•-•n•-•~-+-m••m--~--------

Sevoflurane ®Yes 

Ether ®Yes 

Nitrous Oxide 0Yes 

For what purpose ~re you using Sevoflurane, Halothane, Lsoflurane and Ether? 

anesthettze animals 

0 No 

0 No 

How many times a day/how many hours do you perform this task with Sevoflurane, Halothane, lsoflurane and Ether? 

·--~~~~~~::P.~~:-~~-V.~:'. .... ::'. .... -·-····-------··'·······-·····=''··--·----····--·-'.· .................................. _ .. ..: ....•....... -....•.•.•.. _: _____ •.... ::::::: .......... ___ , _________ , _________ ::::c~--·: ______ :: ........... ·--·-···-···················--········---············----

Do you or someone else refill vaporizers containing.Sevoflurane, Halothane, lsoflurane and Ether? lfso, how often? 

myself; dally 

What engineering controls are available to prevent personal exposure to Sevoflurane, Halothane, lsoflurane and Ether? (fume hood, BSC, local 
exhaust, etc,I 

none 

Are you using Sevoflurane, Halothane, lsoflurane and Ether in a lab or non.Jab environment? 

non-lab 

Have you been trained on potential exposure risks of Sevoflurane, Halothane, lsofiurane and Ether and the use of the anesthesia machine. If so, 
who provided the training? 

no 
• , ""-'"" •• •<•••'-••••-~• ••~- •. ~. n~• -~. : .:.n•••••n •••nu ••• •;••••••••••• • ••• """'"••••••~•• ,, • 

0 I have read and understand the guidelines stated in the Waste Anaesthetic Gas Fact Sheet 

Does your work involve any of the following !check all that apply): 

Recomblnenl ONA @Yes 0 No 
.... -........ ~ ..................... -

Human Blood, Tissue, Cells, or Cell Lines ® Yes 0 No 

Caustic, Flammables,. or Cryoagents @ Yes Q No 

Radiation 1'.!) Yes Q No 
-------·---------- .. _____ 
Class 3b, 3r or 4 Lasers © Yes Q No 

Drugs/Pharmaceuticals (!} Yes 0 No 

Chemotherapel.ltic Agents 0 Yes @No 
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Heavy Metals ®Yes 0 No 

®ves Carcinogens 

Formalin/Formaldehyde 0 Yes ® No 

Biological or Chemical Toxins @ Yes O No 

Nanomaterials ® Yes O No 

Please list the Biological or Chemical Toxins you use and its application: 

r~d fish fin toxin 

Have you been told you will need to wear respiratory protection for your wortc (e.g, research protocol, wortc duties, eme'¥ency 
use, Jab SOP, etc.)? 

® Yes O No 

Please enter the PID of the Pl or Supervisor that has told you to wear a respirator: 

lance3 

Are there others in yourwortc group who wear a respirator? 

0 Yes·® No 

!'lease check if you use any of the devices below to protect yourself from potential airbomen contaml nants ·in your 
wortcplace. Examples · 

RHA 
An RHA indicates you.use these respirators: Full Face, Half Face, Loose-f"lt:ting PAPR, Tight-f"rtting PAPR, 2-strap 
N95/100 disposable, One-strap dust mask, 

__ , '' '' ' ''' . ,, - '' ....... - - - - - - .. . 

0 Fullface 
respirator 

0 Ha~face 
respirator 

D Loose-fitting 2i Tight-fflting 0, 2-strap N95/100 
PAPR PAPR disposable 

How often are you using respiratory protection? 

RHA 

D One-strap 
dust mask 

0 None 

An RHA indicates you use these respirators: 3 Minutes per day. 4 Days per Month, B Minutes per day. 8 Days per 
Week, 

1 ! Minutes per day. 1 Days per ® Week O Month 

What contaminants are you potentially exposed to that requires the use of a respirator? 

coal dust from that stupid power plant 

Persons who use respirators must be emolled in Virginia Tech's Respiratory Protection 
Program. 
Training anq fit testing are ANNUAL requirements. 
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l~Tech 
Invent thli> Fvture 

Environmental, Health and Safety Services 

Medical 
Survey 
Questionnaire 

Progress: .................................................................. ·---··-· .. ,. ................... -...... ··-·'"·"·· ................ ,. .............. ·-·····-········ .. , ..................... ·-·-·············-····················· ., ........................ ·-············- ................ , 

Please have your medical records handy as many of the following. questions may require detailed answers. 

Note:· The following questions relate to your current health status, and are designed to help the Occupational Health Nurse and/or 
Physician determine if there are additional risk factors that should be considered in· relation to the work you perform for Virginia Tech. 
They also help us assure that you are offered vaccinations, titers and other medical services that are appropriate for your worlc-related 
exposures. You can choose to dedine to provide this information; however, by doing so, you will not be enrolled in-the Occupational 
Health Assurance Program and will not be offered vaccinations, titers or other medical services that may be recommended based on_ 
your work-related exposures. If you choose to dedine, please click here. 

By completing and submitting this form you are providing consent to and authorize employees.of the Occupational Health Assurance 
Program of Environmental Health and Safety at Virginia Tech, including nursing, medical service technician/coordinators, contracted 
Occupational Health Physician (OHP) and other staff members to render medical services/evaluations which include health history 
collection, specimen collection/testing, physical exam and other occupational health testing as requested-by my employer, as is 
necessary in the judgment of the OHP. The duration of this consent is indefinite·and continues until revoked in writing. The following 
information.will become a part of your CONFIDENTIAL medical records maintained by the department of Em1ironmental Health and 
Safety. 

----··---·------------·------·-----·-·-----------

Please list any and all prescription or. over.the counter medication, along with dosing, you are currently taking. Enti!r "None" if none. 

ncne 

Have you traveled outside the U.S. in the last year? 

@ Yes 0 No 
--------·--·-------···· .. -·-----··--·-·-·····•·"'--··--·-------------·--·-·-··'"·---·--·----·-·--·-------.. --·--···-·--------

Please describe your travel Including dates and locations. 

Brazll on 

Have you received a vaccination for travel outside the U.S.? 

® Yes 0 No 

Please describe your travel vaccinations: 

.... ~~i-°-~-~-~~~-~~-~.~~~-~:~~-~~~~~~°.~~---··:.:.:::.::.===:==-=--·-··-----·=·=-=-...... -_ .. ::::.:-. ---'--
Wiliyou be traveling outside the U.S. for work related business? 

@Yes 0 No 

! 

Plea~e describe your work related travel plans including dates and locations. 

Have you had a Tetanus booster in the last 10 yea·rs? 

@Yes Q No 

What was the year of the last Tetanus booster you received? 

2010 YYYY 

Have you had a Tuberculosis (TB) test? 

@ Yes 0 No 
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What was the year of the last TB test? 

2010 yyyy 

What were the results of your last TB test? 

0 Positive ® Negative 

Have you ever been vaccinated against Rabies? 

® Yes 0 No 

What was the year the intlal series, of your Rabies vaccination was completed? 

2016 YYYY 

What year was your most recent Rabies titer? 

2018 YYYY or NIA 

·eased on your last Rabies titer result, did you require a rabies booster vaccination? 

Yes Q No @ NIA 0 
·--------------·-·----------··-·----·-·----·-----------------------.. ·-----

Have you ever been vaccinated against Polio? 

®Yes 

Have you had a Yellow Fever booster in the last 1 O years? 

® Yes Q No 
·--,. .. ·~--·---~-----------·-----·, ......... , .... --------···-·--·--·-··-·-··-------------.....-----·-----

What was the year of the last Yellow Fever booster you received? 
------------------------- -------------·--·----------

2010 YYYY 

Have you ever been vaccinated against Measles/Rubeola? 

® Yes 0 No 

What was the year of your last Measles/Rubeola booster? 

1999 YYYY 
. -.. · .................... ·· .·. ---------- - . -----· --- ---------··--··-··-·--·-·--·-·-··· ·--·-·-·-·-·-· ·----··· .............. -...... _ ... _ .. ,_, .. , .......... _ .. , .......................... , .. ,.,, .............................................. , .... _., ...................... , ... _ ............. _., .... _, .. ~-~·~· 

Have you·ever been vaccinated against Hepatitis B? · 

0 Yes @ No 
-----·-----------------------

Have you ever been diagnosed with any of the following (check al/ that apply); 

D Pneumonia 

D Heart Disease 

0 Diabetes 

D Cancer 

D SeiZures 

0 Cystic Fibrosis 

0 Recurrent BroncMis 

D Rheumatic Fever 

Ga Kidney Disease 

b::'.! Gastrointestinal Disorder 

i2J Arthritis 

0 Emphysema or Chronic Lung Condition 

Are worxing with ruminants? 

®Yes Q No 

0 Tuberculosis 

f2l Heart Murmur & Valve Disease 

D Liver Disease 

D Loss of Consciousness 

0 Chronic Back or Joint Pain 

D None 

Please contact EHS at 231-8733. For more information-on this issue, click here. 
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Has,your health status changed in the last year? 

® Yes 

in your health. 

got older 

Have you ever smoked? 

@Yes , 0 No 

Are you cu!'l'8nHy smoking? 

® Yes Q No 

Do you currently have or have you had a history of allergies? 

l!J Yes 0 No 

To which are you allergic? (check all that apply): 

0 Pollen/Grasses/Etc. 

0 Latex 

0 Other (please describe): 

Are you allergic to household pets? 

@ Yes 0 No 

g Food 

D' Iodine or Disinfectant Chemicals 

What species of household pets are you allergic to? 

cats 

Do you have any allergic symptoms when working with or near animals or their bedding/cages at work? 

®Yes 0 No 

About when did the work related animal exposure allergic symptoms begin? 

2011 YYYY 

Are the symptoms worse than one year ago? 

@Yes QNo 

What are your symptoms? (Please complete all fields all that apply to your allergic symptoms or select "Never" under 
Frequency) 

Symptoms Frequency 

Sneezing Every Time 

Watery/Itchy Eyes Most Times 

Runny Nose (Nasal Dripping) Rarely 

Shortoess of Breath Never 

Chest Tightness Never 

Coughing Spells Never 

Skin Rash Never 

1-"!ives Sometimes 

Severity 

Moderate 

Severe 

Severe 

N/A 

N/A 

N/A 

N/A 

Moderate 

Primary Animal Species Causing Problem 

Cats 

Horses 

Rabbits 

N/A 

N/A 

N/A 

N/A 

Wild Mammals 
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Do you have any additional comments about anfmal species that are causing you to experience allergic symptoms, or allergic 
symptoms in general that are not addressed above? 

·Have you ever changed jobs/working habits because of symptoms from handling a·nlmals? 

® Yes O,No 

Have_you had to wear a respirator, goggles or protective clothing to protect yourself from 
allergies je.g;, hay fever [rhinitis], eye symptoms, hives or asthma) at work? 

0 Yes @ No 

Do you take prescription drugs that suppress your immune system? 

®Yes 0 No 

What drugs are you taking? 

abstain 
If you prefer not to answer, just enter ''abstain'', 

You should seek the advice of your personal physician before continuing animal exposure or exposure to/work 
with infectious agents. 

------------------···------ . ---·~~- . -~-------

Note: Any employee who has an autoimmune disease (no matter how well managed) or is taking immune suppressing medications 

or is pregnant or planning conception should be aware that working with mutagenic, teratogenic and/or infec:tious agents poses a 

special risk to them or a fetus. See N!OSH guides Effect of Workplace Hazards on Female Reproductive Health and Effect of 

Workplace Hazards on Male Reproductive Health for more information. In addition, employees should consult with !_heir Primary 

Care Physician or Obstetrician regarding their work and the implications to their health or that of their unborn child. lf an employee 

chooses to communicate this medical information to his/her supervisor, there are several options that can be offered to the 

employee. These options include: 

1. Consultation with EHSS and Virginia Tech's Occupational Health Physician regarding the hazard~ in the employee's work place, 

evaluation of work practices, upgrades·in PPE, changes to duties. 

2. Consultation between the Occupational Health Physician and the employee's PCP or Obstetrician to thoroughly analyze the 

specific medical concerns for the employee in relation to the workplace hazards in order to make recommendations for 

accommodating the employee. 

3. Consultation with Human Resources as needed to facilitate implementation of recommendations made by the medical providers 

orEHSS. 

lf submitting, please enter the phrase in the box to the right 
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ANNUAL MEDICAL SERVICES 
The Genetic·fnformation Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title 
II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically 
allowed by this law. To comply with this law, we are asking that you not provide any genetic information when responding to 
this request for medical information. 'Genetic information' as defined by GINA, includes an individual's family medical history, 
the results of an individual's or family member's genetic tests, the fact that an individual or an individualls family member 
sought or received ·genetic services, and genetic information of a fetus carried by an individual or ari individual's family 
member or an embryo lawfully held by artindividual or family member receiving assistive reproductive services. 

All of your answers will be kept.confidential, as is all medical information; 

PLEASE ANSWER ALL QUESTIONS 

Name: Date: -----------------

Job Title: Hokie ID No. -----------------! 

Phone No: ------- Mail Code: Supervisor: 

Department Number of Years in Current Position: 

What types of personal protective equipment do you use during .yourjob? (Check all that apply) 

D Respirator: Type(s): 
D Disposable Dust Mask D Disposable Half Mask (N95, N100) 
D Half-Mask 0Full Face DPAPR 0SCBA 

D Hearing Protection: Type(s): D Plugs D Muffs D Both D Other 

D Eye/Face Protection Type(s): D Welding D' Laser D Safety Eyeglasses/Goggles 

Please describe your primary job duties:. 

. 

Exam Date: 



..J C 
..J <( w 
<( ~ I- :E 
~ 0::: 00::: 
0::: 0 zf2 0 z 

TOBE z .co .0::: 

EXAMINED <( w 
D. 

11~11 TESTS AND EXAMINATIONS RESULTS/ COMMENTS 

D Tier 1 D D D 
,, 

D Bloodwork D D D 

D Audiometric Test D D D 

D Chest Roentgenogram D D D 

D Audiological Evaluation D D D 

D Hemoglobin & Hematocrit D D D 

D Medical History D D D 
.. 

D OSHA Respiratory D D D Questionnaire 

D Physical Exam: D D D 

D Pulmonary Function Test D D D 

D PPD (Tuberculosis Screen) D D D 

D Urinalysis/Urinary Cytology D D D Exam 

D Vision Test D D D 
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PHYSICIAN'S WRITTEN OPINION 
To Physicians: Please check "yes" "no" or "NA" beside the following statements and include any detailed comments 
or notes in the space provided below, 

Name of Employee: -----------------------

Yes No NA 

According to the finding of this examination/evaluation, it is my opinion that this employee 

D D D has detectable medical conditions that would increase the risk of material health impairment 
through the performance of the job functions. These conditions are described below; 

D D D 
I recommend that limitations be placed on tt.iis employee's use of personal protective 
equipment, such as respiratory protection. Limitations are described below. 

I have reviewed the Respirator Fitness Questionnaire and have determined that this 

D D D employee is medically able to wear the respiratory protection devices assigned, in the 
workplace conditions described. 

D D D 
I recommend that special protective measures be provided to the employee as described 
below. 

D D D It is my opinion that additional medical opinion be sought.as described below. 

D D D According to my me9ical determination, this employee is subject to "Medical 
Removal", as mandated by OSHA This determination is based on: 

D The employee has been referred to a hematologist/internist due to 
abnormalities from Benzene exposure in excess of 0.5 ppm. 

D The employee has a blood-lead level in excess of 50 µg/1009. 

D The employee has a condition that will increase the risk of material 
health impairment from cqntinued exposure to lead concentrations 30 
µg/m3 of air. 

D Other 

D D D I have informed the employee of the increased risk of lung cancer attributable to 
the combined effect of smoking and asbestos exposure; 

COMMENTS AND NOTES (please do not provide non-work related comments on this form): 

I have informed the employee of the results.of the medical examination, test(s) performed and any medical condition 
which requires further examination or treatment. 

Signature of Physician: 
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Respirator Medical Evaluation Questionnaire 

Because your job tasks at Virginia Tech may subject you to occupational exposures that 
require the use of a respirator, our contract physician will help us determine your ability 

to use a respirator without compromising your health. Our contract physician for all 
annual medical evaluations is ScottJamison, MD in Christiansburg. 

All of your answerswill be kept confidential, as is all medical information. 

PLEASE ANSWER ALL QUESTIONS 
' 

Name: Date: ---------------- -----------
Height: Ft. --- ln. ---Sex: (check one) D Male D Female 

Age: ---- Weight: _____ 1...;..bs ____ _ 

Job Title: Phone No: 

Department: 

Have you worn a respirator before? D Yes DNo 

Type(s) of respirator: D Disposable (for example: N95, N99, N100)* 
D Half-mask negative pressure (Approximately. 75-1 lb.) 
D Full face negative pressure (Approximately 2 lbs.) 
D Powered Air Purifying Respirator (PAPR) (Approximately 3.5-5.0 lb) 
D Other, Describe: __ 
• Note.' Single-strap dust masks and comfort masks are not respirators. 

Duration of Use Frequency of Use 
D 1-2 hours PER D Day 
D 3-5 hours PER D Week 
D 6-8 hours PER D Month 
D 10-12 hours 
D 13-15 hours 
o· 16-18 hours 
D 19-24 hours 
D Not Applicable 

Physical Effort Required: ,D Mild D Moderate D Strenuous 
Temperature Extreme: D Low D High 
Humidity Extreme: D Low D High 

Additional PPE Required? Please describe: 

~-------------------- Invent the Future 

VIRGINIA POLYTECHNIC INST.ITUTE AND STATE UNIVERSITY 
An equal opportunity, affirmative action institution 



Yes No Please check Yes or No for each of the questions below. 

D D 1. Do you currently smoke tobacco, or have you smoked tobacco in the last 
month? 

Yes No 2. Have you ever had any of the following conditions? 

D D a. Seizures (fits) 

D D b. Diabetes (sugar) 

D D c. Allergic reactions that affect your breathing 

D D d. Claustrophobia (fear of closed-in places) 

D D e. Trouble smelling odors 

Ye~ No 3. Have you ever had any of the following pulmonary or lung problems? 

D D a. Asbestosis 

D D b. Asthma 

D D c. Chronic bronchitis 

D D d. Emphysema 

D D e. Pneumonia 

D D f. Tuberculosis 

D D g. Silicosis 

D D h. Pneumothorax (collapsed lung) 

D D i. Lung cancer 

D D j. Broken ribs 

D D k. Any chest injuries or surgeries 

D D I. Any other lung problem that you've been told about? 
Please describe: 

i 

Yes No 
4. Do you currently have any of the following symptoms of pulmonary or lung 

illness? 

D D a. Shortness of breath 

D D b. Shortness of breath when walking fast on level ground or walking Lip a slight hill 

D D c. Shortness of breath when walking with other people at an ordinary pace on 
level around 

D D d. Have to stop for breath when walking at your own pace on level ground 

D D e. Shortness of breath when washing or dressing yourself 

D D f. Shortness of breath that interferes with your job 

D D g. Coughing that produces phlegm (thick sputum) 
' 

D D h. Coughing that wakes you early in the morning 

D D i. Coughing that occurs mostly when you are lying down 

D D j. Coughing up b·lood in the last month 

D D k. Wheezing 

D 0 I. Wheezing that interferes with your job 

D D m. Chest pain when you breathe deeply 

D D n. Any other symptoms that you think may be related to lung problems? 
Please describe: 
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Yes No 5. Have you ever had any of the following cardiovascular or heart problems? 

D D a. Heart attack 

D D b. Stroke 

D D c. Angina 

D D d. Heart failure 

D D e. Swelling in your legs or feet (not caused by wal~ing) 

D D f. Heart arrhythmia (Irregular heart beat) 

D D g. High blood pressure 

D D h. Any other heart problem that you've been told about 
Yes No 6. Hav~ you ever had any of the following cardiovascular or heart symptoms? 

D D a. Frequent pain or tightness in your chest -

D D b. Pain or tightness in your chest during physical activity 

D D c. Pain or tightness in your chest that interferes with your job 

D D d. In the pasttwo years, have you noticed your heart skipping or missing a beat 

D D e. Heartburn or indigestion that is not' related to eating 

D D f. Any other symptoms that you think may be related to heart or circulation 
oroblems 

Yes No 7. · Do you currently take medication for any of the following problems? 

D D a. Breathing or lung problems 

D D b. Heart trouble 

D D c. Blood pressure 

D D d. Seizures (fits) 
Yes No 8. If you've used a respirator, have you ever had any of the following problems? 

D D a. Eye irritation 

D D b. Skin allergies or rashes 

D D c. Anxiety 

D D d. General weakness or fatigue 

o· D e. Any other problem that interferes with your use of a respirator? 
Please describe: 

D D 9. Would yoµ like to talk to the health care professional.who will review. this 
auestionnaire about vour answers? 
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Answer the following questions ONLY if you wear either a full 
facepiece respirator or self-contained breathing apparatus (SCBA) 

Which type of respirator do you· use? D Full Facepiece D SCBA 

Yes No Please check Yes or No for each of the q1,1estions below. 

D D 1. Have you ever lost vision in either eye (temporarily or permanently)? 
2. Do you currently have any of the following vision problems? 

D D a. Wear contact lenses 

D D b. Wear glasses 

D D c. Color blind 

D D d. Any other eye or vision problem? 

D D 3. Have you ever had an injury to your earsJ including a broken ear drum? 
4. Do you currently have any of the following hearing problems? 

D D a. Difficulty hearing 

D D b. Wear a hearing aid 

D D c. Any other hearing or ear problem 

D D 5. Have you ever ha~ a back injury? 
6. Do you currently have any of the following musculoskeletal problems? 

D D a. Weakness in any of your arms, hands, legs, or feet 

D D b. Back pain 

0, D c. Difficulty fully moving your arms and leg 

D D d. Pain or stiffness when you lean forward or backward at the waist 

D D e. Difficulty fully moving your head up or down 

D D f. Difficulty fully moving your head side to side 

D D g. Difficulty l::iending at your.knees 

D D h. Difficulty squatting to the ground 

D D i. Climbing a flight of stairs or a ladder carrying more than 25 lbs. 

D D j. Any other muscle or skeletal problem that interferes with using a respirator? 
Please describe: 
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MEDICAL HISTORY UPDATE 

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from 
requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. 
To comply with this law, we are asking that you not provide any genetic information when responding to this request for medical 
information. · Genetic information' as defined by GINA, includes. an individual's family medical history, the results of an individual's or 
family member's genetic tests, the fact that an individual or an individual's family member sought or received genetic services, and 
genetic information of a fetus carried by an individual or an individual's family member or an embryo lawfully held by an individual or 
family member receiving assistive reproductive services. 

A.II of your answers will be kept confidential, as is all medical information. 
PLEASE ANSWER ALL QUESTIONS 

Name: Date: 

Birth Date: Hokie ID No. 

Job Title: PIO/email: 

Department: Phone No: 

Supervisor: Height: Weight: 

Yes No Please check Yes or No for each of the questions below. 

D D 1. Has your general health changed in the last year? If "YES", what kind of problem were you 
having, and when did the problem occur? · 

D D 2. Have you been under the care of a physician during the past year? If ·"YES", for what 
condition( s )? 

D D 3. Have any of your medicines changed in the last year? If "YES", what are you currently taking? 

0 D 4, Has there been a chang~ in your breathing in the last year? 

D D 5. Are you a smoker? D Yes D No 

D D 6. In the past year, have you had any chest illnesses that have kept you off work, indoors at home, 
or in bed? 

D D 7. In the past year, how many such illnesses with (increased) phlegm did you have which lasted a 
week or more? 

D D 8. Have there been any changes in your alcohol consumption, use of tobacco products, exercise 
routine, or other wellness factors? If "YES", please describe: 

D D 9. Do you have any other comments? lf "YES", please write them here: 

Employee Signature:----------------

Revision Date: 10/16/2014 
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Environmental Health and Safety 

Occupational Health Clearance for Work with Select Agents 
To Physician: Please check "yes" or "no" beside the following statements. Any fonns for personnel who mustbe referred.to EHS for 
follow up must be faxed to 1-866460-0028 and discussed with the Occupational Health Nurse as soon as possible. 

Employee Name:----------------------

Yes No 

D D Reports use of tobacco, alcohol, controlled substances, illicit drugs 

D D Reports admission for mental health evaluation, treatment of a mental health disorder, 
treatment for depression, suicide attempt 

D D Reports change in sleep or eating habits, weight change 

D D Reports major life change: marriage, new baby, divorce, job change, loss of parent or 

- spouse, other significant life event: 

D D Reports a general sense of well being 

D D Reports being comfortable with the type of research he/she is doing 

D D Reports being overwhelmed by the pressures of research and/or coursework 

D D Reports concerns regarding colleagues or his/her hierarchy 

D D Reports having pulled off an attached tick in the last year or has had a diagnosis 
of Lyme disease 

D Discuss medical history 

D Discuss medications/review titer results 

D Physical exam 

Occupational Health Provider Signature Date 

Revision Date: 10/14/2015 



Ill VirginiaTech 
Environmental Health and Safety 

Occupational Health Clearance for Work with Select Agents 
Tier 1 BSAT 

Employee Name: 

VT ID: 

Department: 

Supervisor: 

Status: 

0 Cleared to perform work in the Tier 1 BSAT program 

0 Conditional clearance to perform work in the Tier 1 BSAT program 

D NOT cleared to perform work in the Tier 1 BSAT program: 

D Indefinitely D Temporarily 

If "Conditionally Cleared" or ''Temporarily Not Cleared" please provide relevant 

information as it pertains to employee's job duties in the Tier 1 BSAT program (do not 
include medical information): 

This decision was based on health information obtained during this assessment. Future changes in health 

status could lead to a change in occupational health clearance and will need to be re-assessed by 
occupatiqnal health. · 

Occupational Health Provider Signature Date 

Date: 

Revision Date: 10/1412015 
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