COUNTY OF SACRAMENTO
RESPIRATORY PROTECTION CERTIFICATION

Appendix C

SECTION I - To be completed by the SUPERVISOR (Please Print)

Employee Name:

Job Title:

Department: Division:

Cost Center:

Check if applicable: [JAsbestos Team

COHazmat Team

[JLead Exposure [JClandestine Lab

Type(s) of Respirators to be used:
[JHalf Face Air Purifying (2 Ibs.)

[IHalf Face Powered Air Purifying (5 Ibs.)
[IHood, Powered Air Purifying (4 Ibs.)
[IHalf Face, Airline (12 Ibs.)
[IDisposable N-95/P-100 (8-10 0z.)

[IMandatory Use

IVoluntary Use

CIFull Face Air Purifying (3 Ibs.)

LIFull Face Powered Air Purifying (7 Ibs.)
[LIHood, Airline (3 Ibs.)

LIFull Face, Airline (13 Ibs.)

LISCBA (24-32 Ibs.)

Estimated Usage Time: (130 or more times/year

[115-29 times/year [10-14 times/year

Respirator Usage: (Check all that apply)

[JHazardous Waste LIEmergency [IMaintenance [JWelding

[JConfined Space [JLab Work [ISpray Painting [IPesticides

[1Chemical Handling UlInfectious Disease [10ther(s):

Expected Physical Work Effort: CILight [(OModerate LJHeavy

Protective Clothing Worn: CJGloves [1Boots [JHearing Protection
[I1Chemical Handling Suit CITyvek Suit [JRain Coat/Pants

Temp/Humidity Extremes: CIndoor [(JOutdoor

Supervisor’s Printed Name: Phone: Mail Code:
Program Coordinator’s Name: Phone: Mail Code:

SECTION Il - To be completed by a Licensed Physician or other Licensed Health Care Professional

After reviewing the above named employee’s appendix B or B1, this employee:
[lis medically qualified to wear the respirator(s) listed in SECTION |
Ulis required to provide additional medical information

Clrequires a follow-up medical examination

Physician’s or other Licensed Health Care Professional’s Printed Name:
U] County [ Clinic Name:

Signature: Date:

Date of medical examination:

The above named employee is:

CImedically qualified to wear the respirator(s) listed in SECTION |
LInot medically qualified for respirator use

Physician’s recommendation:
The PLHCP has provided a copy of this certification to the employee after completing the physical.
Physician’s Printed Name:
Signature: Date:

Clinic Name:
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