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	SBAR Facility:
	

	   Address: 
	

	Person Performing Evaluation:
	

	Job Title:
	

	Date of Evaluation:

(Evaluations are performed at least every six months)
	


1.
Review of Written Program 

1.1 Is written program up-to-date?  Review SBAR Respiratory Protection Program WI (CP-00-7000-04), associated respiratory protection program forms, and any contract/facility specific WIs.

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no, what changes are needed? 

	

	


1.2 Have there been any changes in respirator use or exposure conditions since the last review?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If yes, summarize the changes: 

	

	


1.3 Are all personnel responsible for the respirator program properly listed?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no, what changes should be made? 

	

	


2.
Observation of Respirator-using Employees 

2.1 When asked, are employees satisfied and comfortable with respirator use and the employer's program?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no, what problems need to be corrected? 

	 

	


2.2 Are respirators in use properly fitted (check for obvious poor fits, facial hair, other interferences)?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no, fit-testing should be required: 

	

	


2.3
Are respirators in use appropriate for exposure conditions and required work?
    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no, what problems should be corrected? 

	

	


2.4
Are respirators in use fitted with the proper cartridges?
 FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no: 

	

	


2.5 Are respirators in use properly maintained in terms of sanitation, parts in place, etc.?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no: 

	

	


3.
Respirators In Storage 

3.1 Are all respirators in storage in sealed plastic bags and properly stored?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no: 

	

	


3.2 If an emergency device, is the unit being inspected monthly, and is this inspection specifically documented with a tag or otherwise?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no: 

	

	


3.3 Are all SCBA air tanks on devices not in use and tanks in storage filled to 90% of capacity?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no: 

	

	


4.
Documentation Review 

4.1 Are records available indicating initial and/or respirator fit-testing and training for all users within the past 12 months?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If no: 

	

	


4.2 Are there initial medical evaluation documents for all employees who use respirators?

    FORMCHECKBOX
 Yes    FORMCHECKBOX
  No    If no: 

	 

	


4.3 Is there a need for more frequent periodic evaluations for any employee or group of employees?

    FORMCHECKBOX
  Yes    FORMCHECKBOX
  No    If yes: 

	

	


5.
Comments/Recommendations:

	

	

	

	


6.  Recommended date for next periodic respirator program evaluation:  ___/___/___.
	(Evaluator’s Name)
	(Signature and Date)
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