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Animal Care Program Occupational Health Questionnaire

NOTE: This must be completed prior to working with animals.  This questionnaire is designed to collect information to assist with assessing possible health impacts of having contact with animals.  It is important that all questions be answered completely.  A letter will be sent to you annually asking you to voluntarily submit a risk assessment follow-up form, however, you may submit a new form if your risk status changes at any time.   
Name: (Last)
     

 FORMTEXT 
     


(First)             

Home Mail Address:             
Phone Number Where You Can Be Reached:     
E-mail Address:      

 FORMTEXT 
     
Name of Investigator/Employer:
     

 FORMTEXT 
     

 FORMTEXT 
      
1.  Unit where employed or where contact with animals occurs:
 FORMCHECKBOX 
 School of Public Health 
 FORMCHECKBOX 
 College of Letters and Science
 FORMCHECKBOX 
 College of Health Sciences

 FORMCHECKBOX 
 US&A/Animal Program     FORMCHECKBOX 
 School of Freshwater Sciences
 FORMCHECKBOX 
 College of Nursing
 FORMCHECKBOX 
 EMS
 FORMCHECKBOX 
 Other
2.  Status (check all that apply):

 FORMCHECKBOX 
  Faculty/staff
 FORMCHECKBOX 
  Graduate Student/TA/RA  FORMCHECKBOX 
  Undergraduate Student
 FORMCHECKBOX 
  Other:
     

 FORMTEXT 
      
3.  Animal Contact
Category 1:

 FORMCHECKBOX 
  I have no direct contact with animals, but I currently work in areas where animals are used or housed.  (This includes administrative, facility, maintenance, IACUC members and safety personnel who provide service support to animal care facilities).
Category 2:
 FORMCHECKBOX 
  I have contact with animals in teaching or research through an approved animal care and use      protocol or I provide animal care to research and/or teaching animals.
4.  Animal(s) or animal tissues you are in contact with and frequency of exposure:
	Animal
	Hours per Week of Contact While at Work

	 FORMCHECKBOX 
 Rats
	

	 FORMCHECKBOX 
 Mice
	

	 FORMCHECKBOX 
 Fish
	

	 FORMCHECKBOX 
 Amphibians
	

	 FORMCHECKBOX 
 Reptiles
	

	 FORMCHECKBOX 
 Wild Rodents
	

	 FORMCHECKBOX 
 Other:(please note:      
	


Medical History

1.  Do you have any ongoing cardiac or pulmonary problems that affect your breathing?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

If yes, explain.       

 FORMTEXT 
     
2.  Have you been told by a physician that you have an immune compromising medical condition or are you taking medications that impair your immune system (steroids, immunosuppressive drugs, or chemotherapy)?





  FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
If yes, explain.      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
3.  Have you ever injured your back, or been diagnosed with carpal tunnel syndrome?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
If yes, explain.      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
4.  Have you had a tetanus booster in the past 10 years? (If not, please contact your own physician to arrange for one)

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   FORMCHECKBOX 
 Don’t know
If yes, in what calendar year if known (i.e. 2016):     
5.  For women: If you are pregnant, or planning to become pregnant in the next year, do you understand the risks of working with Hazardous Agents, such as anesthetic vapors, toxic chemicals and radioactive materials?

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No   FORMCHECKBOX 
 NA

 FORMCHECKBOX 
If no, I will discuss with my physician.
Allergy History

1.  Do you have any of the following symptoms or conditions?  

 FORMCHECKBOX 
  Chronic cough


 FORMCHECKBOX 
  Asthma





 FORMCHECKBOX 
  Skin rash



 FORMCHECKBOX 
  Chronic allergies (food, pollens, dust)

 FORMCHECKBOX 
  Itchy, irritated eyes

 FORMCHECKBOX 
  Hay fever 

2.  Are you allergic to any of the following?  (Check all that apply)

 FORMCHECKBOX 
  Mice


 FORMCHECKBOX 
  Rats
 FORMCHECKBOX 
  Rabbits
 FORMCHECKBOX 
  Birds (feathers)

 FORMCHECKBOX 
  Cats


 FORMCHECKBOX 
  Dogs
 FORMCHECKBOX 
  Frogs
 FORMCHECKBOX 
  Latex
 FORMCHECKBOX 
  Other: 
     

 FORMCHECKBOX 
  Not sure
3.  Are you currently taking any allergy medications? If yes, list medications and frequency:       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
4.  If you are allergic to an animal or other material you are in contact with at work, what will you do to minimize your exposure?

 FORMCHECKBOX 
Wear appropriate PPE (gloves, mask, clean lab coat, eye protection)
 FORMCHECKBOX 
Use dump stations for bedding changes

 FORMCHECKBOX 
Get fit tested for respirator use

 FORMCHECKBOX 
Take allergy medications

 FORMCHECKBOX 
Notify your supervisor/physician of any issues
WORK ENVIRONMENT
1.  Will you work with hazardous chemicals in the workplace?
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  FORMCHECKBOX 
  Not sure but I will ask my supervisor
1a.  If yes, are you aware of any dangers to you and preventative measures?
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No, but I will ask my supervisor and read the SDS

2.  Will your work involve human or animal pathogens? 
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  FORMCHECKBOX 
  Not sure but I will ask my supervisor
If yes, list:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
2a.  If yes, are you aware of any dangers to you and preventative measures? 
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No, but I will ask my supervisor 

3.  Will your work be at a field site(s):
  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If yes list site(s):      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
3a.  Are you aware of the hazards that are present at the field site(s)?
  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, but I will ask my supervisor
Please be informed that certain medical conditions increase your risk of potential health problems when working with animals, these can include: animal-related allergies, chronic back injury, pregnancy and immunosuppression.  If any of these conditions apply, inform your personal physician/health care professional of your work.

I agree to have the above information reviewed by the appropriate party listed below:
______________________________________        _________________________

Signature





Date

(Please mail or fax to:  (262) 268-9303)
Columbia St. Mary’s Corporate Worx-Occupational Health

830 E. Green Bay Avenue

Saukville, WI 53080
ATTN: Nursing Staff

