THE MOUNT SINAI SCHOOL OF MEDICINE

Occupational Health and Safety Questionnaire - 2008
PERIODIC REVIEW

PLEASE RETURN THIS FORM TO BOX 1162
Privileged and Confidential Information
Note: Please complete this form if you have two (2) or more hours of contact with     animals per week or you work with recombinant DNA in any setting
The information provided in this questionnaire is collected to protect your health and provide you with a safe working environment. The information will be kept confidential and will be available to medical personnel of the Employee Health Service, the Institutional BioSafety Officer, or as otherwise required by law. 
Complete page 1, have Supervisor sign, then complete page 2 and forward to the Biosafety Officer, Box 1162
(Please print or type)

A. Employee Information  

Name (first, last):_______________________________________________
Department:___________________________________________________
Life#:_____________________   Mail Box#:_________   Tel#:___________
New Employee:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   

Gender:  FORMCHECKBOX 
 Female     FORMCHECKBOX 
 Male       
PI / Supervisor Name and Tel#_______________________________________


(required)
B. Animal Species Contact 

(This section is to be completed by your PI / Supervisor and reviewed by the Biosafety Officer and Employee Health Service).

1.Animal Species contact within MSSM (check all that apply)
   FORMCHECKBOX 
Dog;   FORMCHECKBOX 
Cat;     FORMCHECKBOX 
Rabbit;
 FORMCHECKBOX 
 Not working with animals currently (worked in the past)
   FORMCHECKBOX 
Non-Human Primate (Monkey, Baboon etc.),specify _______________________________
   FORMCHECKBOX 
Sheep, Goats, Pigs, specify: _________________________________________________
   FORMCHECKBOX 
Rodents (mice, rats, hamsters etc.), specify:______________________________________
   FORMCHECKBOX 
Other,specify:______________________________________________________________

2. Number of hours of animal contact per week:___________
3. Work with live animals injected / treated with hazardous agents:  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes 
If "Yes"; check all that apply:
 FORMCHECKBOX 
Infectious agents, specify: _____________________________________________________
 FORMCHECKBOX 
Blood-borne pathogens, specify: ________________________________________________   

 FORMCHECKBOX 
Human tissue-cell line, specify: _________________________________________________

 FORMCHECKBOX 
Toxic, radioactive agents, specify: _______________________________________________

 FORMCHECKBOX 
Recombinant DNA, specify: ____________________________________________________
 FORMCHECKBOX 
Inhalant anesthetics, specify: ___________________________________________________

PI / Supervisor's signature:   __________________________________         Date: ___/___/___

For Biosafety Officer Use only: Actions taken: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
BSO Signature:____________________________________________
  Date: ___/___/___

C. Health Survey** 
(This section is to be completed by the employee and reviewed by EHS).
1. During the last year have you been bitten by any animals at work?             FORMCHECKBOX 
No     FORMCHECKBOX 
Yes
2. If yes, identify the species:______________________________________________________

3. Any infections?   FORMCHECKBOX 
No;    FORMCHECKBOX 
Yes (describe)_________________________________________

4. Since the last evaluation, have you experienced any of the following? (check only if "Yes" )

 FORMCHECKBOX 
 Allergy
   FORMCHECKBOX 
 Fever / chills      FORMCHECKBOX 
 Rashes       
 FORMCHECKBOX 
 Breathing Difficulty       
 FORMCHECKBOX 
 Nausea / vomiting for more than two weeks       
 FORMCHECKBOX 
 Swollen Lymph nodes
5. During the last year have you had a needle stick or other exposure to recombinant DNA vectors other DNA -related material in any research setting (animal / non-animal)  FORMCHECKBOX 
No     FORMCHECKBOX 
Yes
If any of the above boxes above were checked, please explain:

____________________________________________________________________________
____________________________________________________________________________

_________________________________________________________________________
6. Are you in contact with sheep and/or goats?


 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No       

    If you responded “Yes”, please answer the following

    Do you have any valvular disease or prosthetic valves?
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No       

    Do you have a pre-existing hepatitis?



 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No       

    If you are female, are you pregnant?



 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No       

    Are you on immunosuppressive drugs?


 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No   

7. Please describe any health history that you consider to be significant:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Employee Signature:________________________________________
Date___/___/___

Note: you may want to provide a copy of the completed form to your private physician

FOR EHS USE ONLY:

Actions taken:__________________________________________________________________
__________________________________________________________________________________________________________________________________________________________
PPD test: 
 FORMCHECKBOX 
Neg
  FORMCHECKBOX 
 Pos Date___/___/___

Chest X-Ray:  
 FORMCHECKBOX 
Neg
  FORMCHECKBOX 
 Pos
Date___/___/___
    If Pos, explain________________________
Vaccinations:
MMR
 FORMCHECKBOX 
 Current
 FORMCHECKBOX 
 Recalled
Date___/___/___


HepB
 FORMCHECKBOX 
 Current
 FORMCHECKBOX 
 Recalled
Date___/___/___


Rub
 FORMCHECKBOX 
 Current
 FORMCHECKBOX 
 Recalled
Date___/___/___


D-T
 FORMCHECKBOX 
 Current
 FORMCHECKBOX 
 Recalled
Date___/___/___


Rabies
 FORMCHECKBOX 
 Current
 FORMCHECKBOX 
 Recalled
Date___/___/___


CBC
 FORMCHECKBOX 
 Current
 FORMCHECKBOX 
 Recalled
Date___/___/___


LFT
 FORMCHECKBOX 
 Current
 FORMCHECKBOX 
 Recalled
Date___/___/___
EHS Supervisor signature: _________________________________
Date___/___/___
**The information on page two is confidential and is handled in compliance with HIPAA requirements. it is in your best interests to report any condition that may be work-related in order to be covered under NYS workman's compensation. You may wish to discuss the questions with the Biosafety Officer, at 241- 5169 prior to completion.
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