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Bowdoin  College Occupational  Health  and  Safety  Program 
Animal Use Questionnaire  

 

The questionnaire should be completed within 30 days prior to the date you will begin working 
directly  and repeatedly with  vertebrate animals or vertebrate animal tissues under the auspices of 
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6. A r e  you  alle r gi c  to  an y  animals?  □ No  □ Yes  

If yes, what anima l(s)?    
 

7. D o you have an ima l s at home ?  □ No  □ Yes 
If yes, what anima l an d for how lon g?  

1-2 years  2-3 years  3-4 years  ov er  4 years  
Dogs  □ □ □ □ 

Cat    □ □ □ □ 
Oth er  (Type)    □ □ □ □ 

8. Ha ve you  or  do you  cu rren t l y  use  an y  of  the  follo wi n g  it ems  wh en  worki n g 
with anima l s?  

 

Mask/Respirator  □ No  □ Yes  
Ey e  Protection  □ No  □ Yes  
Gloves  □ No  □ Yes  
Pr o t ect iv e  Clothing  □ No  □ Yes  

 
9. P l e a se  ch eck  all sympt om s th at  app ly  to you  in  th e  list belo w,  and  give  the year  of 

onset: 
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11. Ha ve  you  ever  rece i ve d  alle r gy  (dese n sit i z at i on/immu n ot he r a p y)  shots?  

□ No  □ Yes  
 

12. If you  have  asthma: 
A.  Wh e n did your asth m a  start   (year)  
B.  A r e  you  cu rren t l y  takin g  an y  med icin e  (prescr ip ti o n  or  over  th e  cou nt e r)  to 
con t r o l you r asth m a ?  □ No □ Yes If yes, please list:    

 
13. In  the  last  4 month s  have  you  had an y  su rge r ie s or  take n an y  med icat i o n s  that: 

□ Lo w er  yo ur  bod y ’ s  immu n e  system  
□ I n cr ea s es/decr ea s es  yo u r  heart  rate  
□ A lt er s  yo ur  nor ma l  br ea t h in g  pattern 

 
If  yes  to  an y  of  th e  above,  has  your  Doct o r  clear e d  to  ret u rn to  work  an d/or 
to work with an ima l s?  □ No □ Ye s   
 

14. P l e a se pro vi de in f o rm a t io n for the most recen t immu n iz a t io n date for the follo w in g:  
- T e t an u s: ______ _ _ _ __ _ __ _ _ _ _ _ _  
- He p a t it i s B: ______ __ _ __ _ _ _ _ _ __  
- Ot h e r:_______ _ _ _ __ _ _ __ _ _ _ _ _ _   

 
Please  sign,  dat e,  and  forw a r d  to  Oc c upational Health Associates : support@o h a m a i n e.com  (staf f) or  
Healt h  Servi ce s :  healt h se r vi ce s@b o w do i n.ed u  (student).  
I hereby certify that the information contained in this document is true and complete. I 
understand that false statements or misrepresentations on this document may result in 
the inability to work with animals. 

 

 
(Signature)  (Date)  

 
 

(Prin t  Name)  
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AUTHORIZATION TO RELEASE 

EXAMINATION RESULTS 
 

 

This authorization is for use or disclosure of protected health information (PHI) pertaining to: 
 
Name:________________________________________________________________________ 
Address: ______________________________________________________________________ 
______________________________________________________________________________ 
 
DOB : __________________________Phone:________________________________________ 
 

I hereby authorize the following health care provider: 

Occupational Health Associates of Maine, P.A. 
270 State Rd West Bath, Maine 04530 

To release my protected health information to: 

Name of Employer: Bowdoin College-Occupational Health And Safety Program 
Address:  3500 College Station, Brunswick, ME 04011 

 
Purpose of disclosure: 
Required examination. Animal Use Questionnaire Results 

 
Protected health information to be released: 
Examination results pertaining to the ability to do my job. 
 
Expiration:  
This authorization becomes effective immediately and shall expire on: One (1) year from signature date. 
 
This consent to release information does not extend to Mental Health, HIV or Substance Abuse information. 

• I understand that I am not required to sign this form; however, Occupational Health Associates may 
condition eligibility for the examination service on whether I sign this form. I understand that my 
refusal to sign may result in adverse consequences. 

• I understand that PHI released pursuant to this authorization may include records generated by another 
healthcare provider or facility. 

• I understand that I have the right to access or copy the PHI described in this form by making a written 
request to the Privacy Officer. 

• I understand that I have the right to withdraw my authorization at any time except to the extent that 
action has been taken in reliance on this authorization. I understand that I may revoke this 
authorization by submitting a written revocation to the Privacy Officer at Occupational Health 
Associates. 

• I understand that PHI used or disclosed pursuant to this authorization may be re-disclosed by the 
recipient and no longer be protected by confidentiality laws. 

• I understand that I have a right to receive a copy of this authorization. 
 

Signed:______________________________________________________


