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For use of this form, see TB-MED 509; the proponent agency is OTSG.
1 a.  EMPLOYEE
b.   EMPLOYEE NUMBER
f.   HEIGHT
i.   EMPLOYER
h.   JOB TITLE
c. DATE
d. DATE OF BIRTH
e. SEX
M
F
g.   WEIGHT
2. TYPE OF RESPIRATOR TO BE USED (Check all that apply)
5. SPECIAL WORK CONSIDERATIONS (i.e., high places, temperatures, protective clothing etc.)
4. EXTENT OF USAGE (Check one)
DURATION OF ANTICIPATED EFFORT IN HOURS
3. LEVEL OF WORK EFFORT (Check one)
Powered air purifying full face respirator
Other (list) 
Light 
Strenuous 
Heavy 
Moderate 
Emergency escape device (EED)
Self Contained Breathing Apparatus
N100 respirator
Powered air purifying hood
Full face negative pressure air purifying
Half face piece respirator
Rarely, or for emergency
escape situations only 
Occasionally 
Daily 
Employer Representative Signature 
PRIVACY ACT STATEMENT
AUTHORITY:
PRINCIPAL PURPOSE(S):
ROUTINE USES:
DISCLOSURE:
29 CFR 1910, DoD 6055.05-M, AR 11-34, AR 40-68. 
The Occupational Health and Safety Administration (OSHA) Respirator Standard 1910.134 requires medical clearance of all personnel wearing a respirator due to the potential or actual exposures to airborne contaminants.  This form is used to inform commanders and supervisory personnel as to the ability of personnel to wear respiratory protective devices without medical restriction.
 
For civilians, hard copies of the completed form will be filed in the Civilian Employee Medical Record (CEMR) at the individual's servicing occupational health clinic, as required by OSHA.  Completed forms for military personnel (Active Duty, National Guard, and Reserve) will be filed electronically in the Armed Forces Health Longitudinal Technology Application (AHLTA) and/or the Medical Protection System (MEDPROS), as applicable.
None; the DOD blanket routine uses may apply to this collection.
Voluntary; however, failure to provide the information may result in the inability to file this form in the appropriate medical file as well as the loss of OSHA-required documentation.
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MEDICAL CLINIC CLEARANCE FOR RESPIRATOR USE (continued)
6. WRITTEN RECOMMENDATION FOR USE OF RESPIRATORY PROTECTIVE DEVICES
OPTICAL INSERTS
I have completed a medical evaluation of                                               for the use of the respiratory device(s) indicated in block 2 and in compliance with OSHA Respirator Standard 1910.134 effective April 8, 1998.  Based upon my evaluation, I find that this individual        IS       IS NOT (check the correct variant) able to  wear indicated device(s) in a safe and healthful manner.  I        HAVE       HAVE NOT (check the correct variant) identified the following limitations on the use of the indicated device(s):
No 
Yes 
Other  
In my judgment, this individual       DOES       DOES NOT (check the correct variant) require a follow-up medical examination to make a final determination as to his or her ability to wear the respiratory protective device(s) indicated in block 2.
 
The individual named above has been provided with a copy of this written recommendation, and has been advised to request a follow-up medical evaluation if he or she develops medical signs or symptoms that impair his or her ability to use the indicated respirator protective device(s) safely and as intended. 
Printed name and title of licensed healthcare provider 
Date
Certification expires 
Signature 
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