AVERA WORTHINGTON SPECIALTY CLINICS
GENERAL EMPLOYELE PHYSIC: AL

I quthorize the refease of my records from this visif to my employer.

gl

(Patient ﬁonatur ') _ {Date) ;
Patient Name: ﬁ? e-’f1 /"/’4‘/‘/145 DOB: iz )77 DATE: "%[ {710 b'd

Physical Exam: Wi Q44 Hi AUS BIPj34/70 P P& —ﬁ\;
)

444 7-09

Greneral Appearance: ~__ Normal Abnormal ohe
A_bnormal

Head: Normai

Eyes:
Distance Vision R gﬂ/ﬁﬂ
Holmgrens Colo

71\ Jormal

I, ;?Z gaé with/ orrective lenses

Abnormal

Ears: +/ Normal ___ Abnormal
Nose: ZNormai ___ Abnormal
Mouth/Teeth: / Normal ___ Abnormal
Throat: o/ Normal ___Abnormal
Neck: 4/ Normal __ Abnormal
Chest/Lungs: v/ Normal _ Abnoymal
Heart Vascular: J Normal ﬂAbnc?rmal
Abdomen: Normal __ Abnormal
Skeletal: Normal ___Abnormal
Lymphoid: ~/ Normal __Abnormal
Skin: zNOIfll"lal __ Abnormal
UPPER EXTREMITY:

Inspection: _+/ Normal ___Abnormal
Strength testing: _/ Normal __ Abnormal
Abductor pollicis brevis: _/ Normal __ Abnormal
Opponens pollicis: / ,Normal ~__ Abnormal
Shoulder range of motion: 7Normal ___ Abnormal
SPINE:

Inspection: v/ Normal ___ Abnormal
Range of motion: / Normal ___ Abnormal
LOWER EXTREMITIES:

Inspection: / Normal __ Abnormal
Heel/Toe walk strength: Normal __ Abnormal
Proximal strength: Normal __ Abnormal
Deep tendon reflex symmetry Nm mal ~__ Abnormal
Achilles: _ ~/ Normal ___Abnormal
Patellar: 7Normal __ Abnormal
Knee: . \/

Collateral stability, Lachman’s: Normal __Abnormal
Inflammation or effusion: _+/ Normal ____Abnormal

VYes No

Physician’s Signature:

_ Able to perform functions of attached job description.

SundarC Nata MD, FAAFP
508 10th Street Date: / 17 0

(507) 372-2921



AVERA WORTHINGTON SPECIALTY CLINICS
GENERAYL EMPLOYEE PHYSICAL

I authorize the release of my records from this visit o my employer.

J@»«Ly oo, £H47-04

(Patient onature) ) (Date) i

Patient Name: ng%/ ’4/’4?‘/»45 DOB: /8/t2/77 DATE: "7£[ [17/0%

Physical Exam: Wt gﬁﬁ Ht éé’@ “ BIPFA ¢/’7ﬂ P Y& he_fg
OReRWy «

General Appearance: ~ Normal \/ Abnormal
Flead: J Normal Abnormal
Eves: Normal Abnormal

Distance Vision R ﬂﬂ/ ”:Mj L .34/3}&__ with/ arrective lenses
Holmgrens Colo s

Ears: v/ Normal _ Abnormal
Nose: ~V/ Nomnal ~__ Abnormal
Mouth/Teeth: _J_LNorma] ___ Abnormal
Throat: /. Normal ~__Abnormal
Neck: Normal ____ Abnormal
Chest/Lungs: Normal A‘onormal
Hearr Vascular: t/ Normal m#\bnormal
Abdomen: Normal ____Abnormal
Skeletal: Normal __Abnormal
Lymphoid: ~/ Normal ____Abnormal
Skin: _ZNormal ____ Abnormal
UPPER EXTREMITY:

Inspection: = _+/ Normal ____ Abnormal
Strength testing: _/ Normal ____Abnormal
Abductor pollicis brevis: _J/ Normal _ Abnormal
Opponens pollicis: _J/ Normal __Abnormal
Shoulder range of motion: _«/ Normal ~_Abnormal
SPINE:

Inspection: /' Normal ____Abnormal
Range of motton: ¢/ Normal ~__Abnormal
LOWER EXTREMITIES:

Inspection: / Normal ___Abnormal
Heel/Toe walk strength: ~ /"Normal ~__ Abnommal
Proximal strength: Normal __ Abnormal
Deep tendon reflex symmetry Normal __ Abnormal
Achilles: ~/ Normal ~_Abnormal
Patellar: 7Normal ~_Abnormal
Knee: . \/ 4
Collateral stability, Lachman’s: ¥, Normal ___Abnormal
Inflammation or effusion: v/ Normal ___ Abnormal

/ Yes No - Able 1o perform functions of attached job description.

.. SundargC. Nalla T.VI‘D, FAAFP ‘
Physician’s Signature: __m Date: /}'/ l'[/ o
; f
(607) 372-2921 [
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RESPIRATOR MEDICAL RECOMMENDATION
;«@ 77 0[6’

SSN:

Based on reprew of OSHA Respirator Health Questionnaire this individual is:

Based on interview, physical examination and further ev
Medically approved for all respirators including

Medically approved for only the following type(
Dust Mask
Negative pressure
Powered air purifying
Supplied air

Medically approved for al respirators with the exception of SCBA, subject to fit testing.

aluation as appropriate, this individual s
SCDA, subject to fit testing.

5) of respirator(s), subject to fit testmg.

Seif-contained breathing apparatus (SCBA)

Employee may decline respirator-requiring assignments for emporary health related difficulties.

Respirator assignment srust not be for IDLH (fmmediate Dangerio Life or Health) environments.

Emplovees should not be expected to peiform 1€
able 1o wear a respirator at the time, then rescue

Requires further medical information/evaluation

R

scue duty or serve as a member of a rescue team., If
duties mayhe performed.

prior to qualifying for respirator use.

Other recommendations and suggested accommodations:

- T

Recommended time period for next exam:
% I year
o 2 years
O D years

0

Employee hiad been provided with a copy of this writlen
Yes

o No

i

Sundafa C. Nalla MD, F
508 1Gih Stresl
Worthington, MN 56187

’ (507) 372-2921

recommendadation:

Y/17/2008

s
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MEK & Associates Spirotech Integrity PFT Snellville, GA 30078

(SN#: 7806067 V4M  Version: 4.1.0) Calibration Date:  04/17/2008
Name: RANDY HUGHES Test Date:  04/17/2008
iD: 004-63-011 Age: 30 Sex: M Technician: L. BRANDT Temperature: 202C
Height: 66.01in Race: Caucasian Physician: S. NALLA Pressure: 760.0 mm Hg
Waight: 252.01b BML 40.7F BTPS: 1.10
Comments: SUZLON PRE EMPLOY EXAM Predicted Set: Knudson-1983
Preélnterpretation: Modified Test Quality: 4 of 4 Effort/Position: Maximal/Sitting Criteria Met: Yes
Normal expiratory flows and a normal FVC. SYR VOL 3. 88 MEAS VOL 3.84.
Post-Interpretation: Test Quality: 0 of 0 Effort/Position: Criteria Met: No

- Flow/Volume Loop Physicians Comments:
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MEK & Associates Spirotech Integrity PFT
‘ ) (SN#: 7806067 V4M  Version: 4.1.0) Calibration Date:
Name: RANDY HUGHES Test Date:
D: 004-63-011 Age: 30 Sex: M Techniciam: | BRANDT Temperature:
Height: ©6.01in Race: Caucasian Physician: S. NALLA Pressure:
Weight: 25201b Bu!: 40.7* BTPS:

Comments: SUZLON PRE EMPLOY EXAM

Predicted Set: Knudson-1983

Snellville, GA 30078

04/17/2008
04/17/2008
202C

760.0 mm Hg
1.10

Spiromeiry Pre Resuits *
04/17/2008 16:28
Parameter Predicted Best: # 3 %Pred
FVC 447 4.37 g97.70
FEV.5 2.95 2.68 91.29
FEV1 3.78 3.32 88.36
FEV3 439 405 92.33
PEFR 8.72 11.26 129.20
FEF 25%-75% 4.10 2.62 63.90
FEV1/FVC 0.84 0.76 80.98
FEV3/FVC 0.93
FET 6.26
MV 137.60
Reproduciblity: % Vol Cmet
FVC (5% / 200 ml) 046  0.02 Y
FEV1 (5% / 200 mi) 3.92 0.13 Y
PEFR (15% /300 mf) 0.53 D.06 Y

NOTICE: DLCo resuits are based on the following values: Hb = gidl, COHb = gfdl
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U.S. Department of Labor

Dccupational Safety & Health Administration

www.osha.gov = soarch ©

meguiations {Srandards - 28 CFR)
OQSHA Respirator Medical Evaluation Questionnaire (Mandatory). -
1610.134 App C

= Regulations (Standards - 29 CFR) -

e Part Number: 1910

e Part Title: Occupational Safety and Health Standards

e Subpart: I

s Subpart Title: Personal Protective Equipment

* Standard Number: ;9_1Q,_ﬁ4ﬁp,a§ :

s Title: OSHA Respiralor Medical Evaluation Questionnaire

(Mandatory).

Appendix C to Sec. 1916.134: OSHA Respirator Medical Evaluation Questionnaire
(Mandatory) -

To the employer: Answers 10 questions in Section 1, and to question 9 in Qection 2 of Part A, do
not require a medical examination.

Tao the employee:
Can you read (circle one): Yes/No

Y our employer must allow you 1o answer this guestionnaire during normal working howrs, or al a
time and place that 1s convenient to you. To maintain your confidentiality, your employer-of
supervisor must not look at or review your answers, and your employer must tell you how 1o

Jeliver of send this quéstionnaire to the Liealth-care professional who will review it.

Part A. Section 1. (Mandatory) The following information must be provided by every employee
who has been selected to use any 1ype of respirator (please print).

. Today's date: &{H / @F 0

1

2. Your name: /?Qﬂ )\ —é’j
3. Your age (to nearest year): %l }

4. Sex (circle one): Female

5. Your height: 5 ft. CO in.

6, Your weignt: 2\ L( @ ius.

_Your job title:

-1

http //werw.0sha. gov/pls/ oshawebx’owadisp.show_documant'?p_tabLZSTANDARDS&pﬁi. . 1172772007
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8. A phone number where you can be reached by the health care rofessional who reviews this
questionnaire (include the Area Code): - 310 f H'Cél

9 The best time to phone you at this number: A"\ \J

10. Has your employer told you how o contact the health care professional who will review this
questionnaire-{circle one}: Yes@

11. Chycl’_the type of respirator you will use (you can check more than one category):

a. (){R, or P disposable respirator (filter-mask, non- cartridge type only).

b. Other type (for example, half- or full-facepiece type, powered-air purifying, supplied-
air, self-contained breathing apparatus).

12. Have you worn a respirator (circle one): @/N 0

If "yes,-” what type(s): d: 9{,90ﬁ6?é/é CCV‘%}"!‘A G € “4}/P€

4

Part A. Section 2. (Mandatory) Questions ] through 9 below must be answered by every
empioyee who has been selected 1o use any type of respirator (please circle "yes" or "no").

1. Do you currently smoke iobacco, or have you smoked tobacco in the last month: Yes@
2. Have you ever had any of the following conditions?

Seizures (fits): Yes/No

Diabates (sugar disease): Yes/No

Allergic reactions that interfere with your breathing: Yeﬁ
Claustrophobia (fear of closed-in places): Yes/No

Trouble smelling odors: Yes/No

0o ww

3. Have you ever had any of the following pulmonary or lung problems?

Asbestosis, Yes/@

AsthmarTea/No

Chrond ronchitis@es/@

Emphysema: Yes/

preumonia: Yes/flo

Tubercutosis: Yes/[NO

Silicosis: Yes/

pneumothorax (coligpsed lung): Yea@
Lung cancer: Yes/@i

8roken ribs: Yes/{g

Any chest injuries or surgeries: Yes/@>
Any other lung problem that you've been told about:@l\}o

CFLe T AP0 TN

B
v
%)

you currently have any of the following symptoms of pulimonary or lung illness?

3. Shortness of breath: Yes,’ﬁa’

k. Chaortnace of hreath when walking fast on level ground or walking up a stight hill or
inciine: Yes/ ' I e

c. Shortpass of breath when walking with other people at an ordinary pace on level ground:
Yes/

hitp//www.osha. gov/plsfoshaweb/owadisp .show_documen’t’?p_table:STANDARD S&p i.. 11/27/2007
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Have to stop for breath when walking at your own pace oh levgi ground: Yes/@
Shortness of breath when washing or dressing yourself; Yes/

Shortness of breath that interferes with your job: Xes
Coughing that produces phlegm (thick sputum)éﬁ/l\lo
Coughing that wakes you early in the morning: /No
Coughing that occurs mostly when you afe lying down:(YesyNo
Coughing up,glood in the last month: 7No

Wheezing: §eg/No
Wheezing that interferes with your job: Yesﬁ@_g})

Chest pain when you breathe deeply: Ye
Any other symptoms that you think may be related to lung problems: Ye@

:_”S.E.""F"."":"'.j@ ~n D O

h

. Have vou ever had any of the following cardiovascular or heart problems?

Heart attarék: Yes@g
Stroke: YES%

Angina: Yes/

Heart fatlure: Yes@

Swelling in your legs or feet {not causad by walkingy: Yes(_@%}
Heart arrhythmia (heart beating irregularly): Yesifg

High blood pressure: Yes/ >
Any other heart problem that yeu've been told about:No
6. Have you ever had any of the following cardiovascular or heart symptoms?

a. Frequent pain-or tightness in your chest: Yes@

b, Pain or tightnass in your chest curing physica activity: ‘{es@

c. Pain or tightness in your chest that interferes with your job: Yes(@

d /ﬁ
e

f.

TO w0 2o T

In the past two years, have you noticed your heart skipping gr missing a beat; Yes
Heartburn or indigestion that is not related to eating: Yes/
Any ofher symptoms that you think may be related to heart or circulation problems:

Yes/

7. Do you currently take medication for any of the following problems?

a. Breathing or lung prgbiems: é/r\io
b, Heart trouble: Yes

c. Blood pressure: Yes

d. Seizures (fits): Yes/

8. [f you've used a respirator, have you ever had any of the following problems? (If you've never
used a respirator, check the following space and go fo question 91}

Eye irritation: Yes/(]ﬁ)

Skin allergies gy rashes: Yes

Anxiety: Yes&

General weakness or fatigue: Yes/l@ @

Any other problem that interferes with your use of a respirator: Yes

E‘DCL(‘]U'DJ

9. Would you like to talk to the health care professional who will review this questionnaire about
your answers to this questionnaire: 0

Questions 10 to 15 below must be answered by every employee who has been selected to use
either a full-facepiece respirator or a self-contained breathing apparatus (SCBA). For employees

http://\wuw.ésha. gov/plsioshaweb/ owadisp,show_document?pjablezsTANDARDS&p_i. . 11/27/2007
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who have been selected 1o use other types of respirators, answering these questions is voluntary.
10. Have you ever lost vision in either eye (temporarily or permanently): Y es@
11. Do you currently have any of the following vision probiems?

Wear contact lenses: Yesﬁ
Wear glasses: Yesfe
Color blind: Yes/ @

Any other eye or vision problem: Yes

fen U

12. Have you ever had an injury to your ears, including a broken ear dru/N 0
13. Do you currently have any of the following hearing problems?

2. Difficulty hearing: Yes@
b, Wear a hearing aid: Yes/@
c. Any other hearing or ear problem:@/No

14. Have you ever had a back injury: Yes@
15. Do vou currently have any of the following musculoskeletal problems?

Weakness in any of your arms, hands, legs, or feet: Yes@

Back pain: Ye )

Difficulty fully moving your arms and legs: Yes

Pain or stiffness when vou lean forward or backwarg, at the walst: Yes/@

Difficuity fully moving your head up or down: Yes

Difficulty fully moving your head side tg side: Yes

Difficulty bending at your knees: Yes/

Difficulty sguatting to the ground: Yes/@

Climbing a flight of stairs or a ladder carrying more than 25 lbs: Yes@

Any other muscie or skeletal problem that interferes with using a respirator: Yes/@

T 00 U

[ T—

Part B Any of the following questions, and other questions not listed, may be added te the
questionnaire at the discretion of the heaith care professional who will review the questionnaire.

1. Tn your present job, are you working at high altitudes (over 5,000 fzet) or in a place that has
lower than normal amounts of oxygen: Yes

If "yes," do you have feelings of dizziness, shortness of breath, pounding in your chest, or other
symptoms when you're working under these conditions: Yes/No

2. At work or at home, have you ever been exposed to hazardous solvents, hazardous airborne
chemicals (e.g, gases, fumes, or dust), or have you come into skin contact with hazardous

chemicals: CasNo

If "yes,” name the chemicals if you know them:

3. Have you ever worked with any of the materials, or under any of the conditions, listed below:

T

hitp:/f www,osha. gov/pls/oshaweb/owadisp.show_document?p_table=S TANDARDS &p .. 1172772007
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Ashestos /NO

Silica (e.g-, in sandb!asting)]o :

Tungsten/cobalt (e.g., grindifig or welding this material): Ye
Beryllium: YegNg
Aluminum: XESNo
Coal (fgr exampie mining): Yes@
Iron.

Tin:Yés

Dusty environments:No

Any other hazardous exposures: @No

ves des ibe these exposures: & 2(/7()5&1)"(0 ‘gD 3K V -QC e\zei/ﬂ €
Or‘C WmMe s

G TE a0 a0 T

4. 1ist any second jobs or side businesses you have:

5. List vour previous occupations:

6. List your current and previous hobbies:

7. Have vou been in the mititary services? Y@

If "yes," were you exposed to biological or chemical agents {either In training or combat):
Yes/No

8. Have you ever worked on a HAZMAT team? Vet
0. Other than medications for breathing and lung problems, heart trouble, blaod pressure, and
seizures mentioned earlier in this guestionnaire, are you taking any other medications for any

reason (including over-the-counter medications): Yes/No

If "yes," name the medications if you know them:

10. Will you be using any of the following ftems with your respirator(s)?

HEPA Filters: Yes/No A nj‘bj T e
Canisters (for example, gas masks): Yes/No
Cartridges: Yes/No

o oo

11. How often are you expected to use the respirator{s) (circle "yes" or "no" for all answers that
apply to you)?:

Escape only (no rescue): Yes/No

Ermergency rascue only: Yes/No

Less than 5 hours per week: Yes/No

Less than z now s per day: TEd NG 0
2 to 4 hours per day: Yes/No

Over 4 hours per day: Yes/No

S0 R0 T

hitp://www.osha.gov/pls/oshaweb/ owadisp.show document?p_table=STANDARDS&p ... 11/27/2007
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12. During the period you are using the respirator(s),.is your work effort:
a. Light (less than 200 kcal per hour): Yes/No

If "yes," how long does this period last during the average
shift: hrs. mMins.

Examples of a light work effort are sitting while writing, typing, drafting, or performing light
assembly work; or standing while operating a drill press (1-3 1bs.) or controlling machines.

b. Moderate (200 to 350 kcal per hour): Yes/No

If "yes,' how long does this period last during the average
shift: hrs. mins.

Examples of moderate work effort are sitting while nailing or filing; driving a truck or bus in
urban traffic; standing while driliing, nailing, performing assembly work, or transferring a
moderate load (about 35 Ibs.) at trunk fevel; walking on a level surface about 2 mph or down a
5-degree grade about 3 mph; or pushing a wheelbarrow with a heavy load {about 100 lbs.) on a

level surface.
c. Heavy (above 350 kcal per hour): Yes/No

If "yes,” how long does this period last during the average
shifi: , hrs. mins.

Examples of heavy work are lifting a heavy load {about 50 1bs.) from the floor to your waist or
shoulder; working on a loading dock; shoveling; standing while bricklaying or chipping
castings; walking up an 8-degree grade about 2 mph; climbing stairs with a heavy load (about 50

ibs.).

13. Will you be wearing protective clothing and/or equipment (other than the respirator) when
you're using your respirator: Yes/No

If "yes," describe this protective clothing and/or equipment:

14. Will you be working under hot conditions (temperature exceeding 77 deg. F): @No
15. Will you be working under humid conditions: ¥ es@

16. Describe the work you'll be doing while you're using your respirator(s):

17. Describe any special or hazardous conditions you might encounter when you're using your
respirator(s) (for example, confined spaces, life-threatening pases):

http://wvrw. osha. gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS &p i.. 112772007
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18. Provide the following information, if you know it, for each toxic substance that you'll be
exposed to when you're using your respirator(s):

Name of the first toxic substance:
Fetimated maximum exposure level per shift:
Duration of exposure per shift:
Name of the second toxic substance:
potimated maximum exposure level per shift:
Duration of exposurs per shift:
Name of the third toxic substance:
Fatimated maximum exposure level per shift:
Duration of exposure per shift:
The name of any other toxic substances fhat you'll be exposzed to
while using vour respiratol:

19. Describe any special responsibilities you'll have while using your respirator(s) that may
affect the safety and well-being of others (for example, rescue, security):

[63 FR 1152, Jan. 8, 1998; 63 FR 20098, April 23, 1998]

£ Next Standard (191C.134 App D)

¢& Regulations (Standards - 29 CFR) - Table of Contents

(&} Back to Top WWW,0sha,uov

Contact Us | Freedom of Information Act | Customer survey
ri

vacy and Security Statement | Disglaimers

Occupational Safety & Health Administration
200 Constitution Avenue, NW
washington, DC 20210
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