[image: image1.png]THE UNIVERSITY
OF VERMONT




Occupational Health Surveillance Program 

for Employees Working with Animals

Annual Questionnaire

An Occupational Health and Safety Program is a required part of the overall animal care and use program.  The focus is maintaining a safe and healthy workplace.  The UVM Department of Risk Management has contracted with an outside firm to provide occupational health monitoring for all UVM personnel who work with animals.  This firm, Champlain Medical, is located in South Burlington (802-448-9370). 

UVM employees who work with animals must complete this annual form and be cleared by Champlain Medical prior to working with animals.  The completed form is maintained at Champlain Medical.  UVM does not maintain a copy.  Employees found to have risk factors that require further medical evaluation will be contacted directly by Champlain Medical to schedule an appointment.  An employees’ supervisor may be contacted if repeated attempts to contact the employee regarding this questionnaire are unsuccessful.    

Submission Instructions:

Option 1:  Complete, scan into PDF and then email the form to iacucrpo@uvm.edu.

While we cannot completely ensure confidentiality of the information contained utilizing this option, there is only one person in our office who will reference the information on the first page only to record your name as having completed the requirement.  

Option 2:  Place completed form in a sealed envelope, legibly write your name and “CONFIDENTIAL- OCC HEALTH FORM”.  Forward the sealed envelope by campus mail to the IACUC office at the address below.


Research Protections Office - IACUC

   
213 Waterman Building, 85 South Prospect Street


Burlington, VT 05405
The form is then forwarded to Champlain Medical for review.  You will be contacted if each applicable section is not complete. 
You must sign the last page to allow Champlain Medical review. 
	Date:
	
	
	
	
	
	

	
	
	
	
	
	

	Employee Name:
	
	Job title:
	

	

	SS#:(optional)
	
	Date of Birth:
	
	Age:
	

	

	Campus Address:
	

	

	Work phone:
	
	Home phone:
	

	

	If healthcare provider needs to contact you, what is the best time to call?

	

	

	Supervisor Information:
	
	
	
	
	

	

	Name:
	
	Phone:
	
	Email:
	


ANIMAL CONTACT:

1. What animal(s) do you work with?
	


2.   Does your work require contact with biohazards, chemicals, pharmaceuticals or radioisotopes? 










Y[   ]N[   ]

If so, please list:

	


3.   Have you had any work related injuries involving animal contact this past year?  










Y[   ]N[   ]

If yes, please describe:

	


4. Have you had any contact with animals outside of work on either a regular or casual basis?










Y[   ]N[   ]

If yes, please list the species:

	


HEALTH QUESTIONNAIRE:

1.   Are you currently smoking cigarettes?
 


Y[   ]N[   ]
2. Has your health status changed in any way since the last questionnaire?




  




Y[   ]N[   ]

If so, please describe in detail:  (you may attach a separate page if needed)

	



3.   Are there any medical conditions, need for chemotherapy, chronic steroid medications, or other medical      conditions that might result in immunosuppression? 

Y[   ]N[   ]
4.   For women:  Are you currently pregnant or planning to be pregnant in the coming year?  










Y[   ]N[   ]
5.   When was your last tetanus booster?
	


6. Since the last questionnaire have you developed any of the following?


Hay fever





Y[   ]N[   ]


Eczema or hives




Y[   ]N[   ]


Asthma






Y[   ]N[   ]
7. Since the last questionnaire have you had any of the following symptoms?


Itchy or red eyes




Y[   ]N[   ]


Nasal stuffiness





Y[   ]N[   ]


Sneezing





Y[   ]N[   ]


Wheezing





Y[   ]N[   ]


Chest tightness





Y[   ]N[   ]


Cough






Y[   ]N[   ]


Shortness of breath




Y[   ]N[   ]


Skin rashes including hives 



Y[   ]N[   ]
8.  Have any of these symptoms been associated with or made worse by your work with laboratory animals?










Y[   ]N[   ]
If yes, which animals appear to be associated with these symptoms?
	


9.  For employees with chronic allergy symptoms:  Has there been any worsening of allergy symptoms (hay fever, skin problems or respiratory symptoms) since the last questionnaire?











Y[   ]N[   ]
10.   Do you have any specific concerns about your work with laboratory animals or need more information about related health risks?




Y[   ]N[   ]
Complete last page to allow Champlain Medical review. 

Occupational Health Surveillance Program 

for Employees Working with Animals

Annual General Consent for Review and Release of Medical Information

I certify that the above statements are true, complete, and correct to the best of my knowledge and belief.
I consent to review of this information by Champlain Medical on behalf of the University of Vermont.  I understand that this review is undertaken for my safety in the job environment and understand that I may be further contacted by Champlain Medical either for clarifications or further evaluation.  Further evaluation may include, but is not limited to, a physical examination, blood tests, an evaluation of lung function, and other diagnostic testing as necessary.  Costs for evaluation and testing will be covered by the University.

I further understand that this information and the results of subsequent tests or treatments that relate to my job and the performance of essential job functions may be released to my supervisor.     

Employee Signature: 
  ___________________________________________________

Employee Printed Name: ___________________________________________________

Date Signed:

  ____________________________

OR 

I understand that if I decline participation in the Occupational Health and Safety Program, my employment status might change to meet acceptable safety and wellbeing standards.

Employee Signature: 
  ___________________________________________________

Employee Printed Name: ___________________________________________________

Date Signed:

  ____________________________

Submission Instructions:

Option 1:  Complete, scan into PDF and then email the form to iacucrpo@uvm.edu.

While we cannot completely ensure confidentiality of the information contained utilizing this option, there is only one person in our office who will reference the information on the first page only to record your name as having completed the requirement.  

Option 2:  Place completed form in a sealed envelope, legibly write your name and “CONFIDENTIAL- OCC HEALTH FORM”.  Forward the sealed envelope by campus mail to the IACUC office at the address below.


Research Protections Office - IACUC

   
213 Waterman Building, 85 South Prospect Street


Burlington, VT 05405
The form is then forwarded to Champlain Medical for review.  You will be contacted if each applicable section is not complete. 
You must sign the last page to allow Champlain Medical review. 
	


Champlain Medical Use Only:

Reviewed by __________________________________________________ 

Date ____________________
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