
 
 

Pennsylvania State Police Fire Marshal Unit 
 

 
Member’s Name: ______________________________________ 
 
To the Physician: 
 
The above named individual is a member of the Pennsylvania State Police Fire Marshal Unit.  The duties of this 
position include assignments which may necessitate wearing Personal Protective Equipment (PPE) to include 
bunker coat, bunker pants, bunker boots, helmet, air purifying respirator and gloves.  The combined weight of 
this PPE is approximately 40 pounds.  Situations may also arise during field duties or training exercises that 
would require the use of self-contained breathing apparatus (SCBA) with respirator.  The physical activity 
engaged in during the performance of the duties of this position include: climbing, bending, kneeling, lifting, and 
digging.  The member will perform these tasks during all seasons of the year and may be in an enclosed structure, 
partially collapsed structure or fully exposed to existing climate conditions. 
 

Respirator Physical Test 
 
Please check one block indicating your determination for the member:  

☐ - Member is physically cleared for half face/full face respirator Fit Testing and Fire Investigation Duty without 
limitations. 

☐  -  Member is NOT physically cleared for half face/full face respirator Fit Testing and Fire Investigation Duty. 

☐ -  Member is physically cleared for half face/full face respirator Fit Testing and Fire Investigation Duty with 
the following limitations: 

  ___________________________________________________________________________________  
  __________________________________________________________________________________   

☐ - There is insufficient information to make a determination at this time due to: 

  ___________________________________________________________________________________  
  __________________________________________________________________________________   
I have reviewed and discussed the OSHA Respirator Fit Testing Questionnaire and Medical Surveillance 
Program Personal Information and Medical History with the member.        Yes / No (Circle one) 
 

************************************************************************************************************************ 
Medical Surveillance Exam 

 
Please check one block indicating your determination for the member: 

☐ -  NO medical restrictions are indicated. 

☐ - The following medical restrictions are indicated: 

  ___________________________________________________________________________________  
  __________________________________________________________________________________   

☐ - There is insufficient information to make a determination at this time due to: 

  ___________________________________________________________________________________  
  __________________________________________________________________________________   
 
 

           
         Printed Name of Physician 

 _____________________________________  
Physician’s signature 

 _______________  
Date



 
 

 


