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MEDICAL CLEARANCE FORM 
RESPIRATORY PROTECTION 

 
 
 
 
Employee:   ___________________________________________________________________ 
 
 
Examining Physician:  __________________________________________________________ 
                                                                     (Printed Name) 
 
 
 
 I have examined the above named employee and can find no physical limitation 
 that would prevent him/her from working in respiratory protective equipment; 
 i.e., self-contained breathing apparatus, respirators, etc. 
 
 
 
 
Signed:   ________________________________ 
 
Date:  ________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


