


Ohio Department of Health 
 

Physician’s Written Opinion - Recommended Form 
 
 
The following individual has been examined in accordance with the Occupational Safety and 
Health Administration (OSHA) Asbestos Construction Standard, 29 CFR 1926.1101: 
 
Name of Individual:   ______________________________________ 
 
Birth Date of Individual:   ____________________ 
 
Date of Examination:   ____________________ 
 
Name of Examining Physician: ______________________________________ 
 
Name of Medical Facility:  ______________________________________ 
 
Address of Medical Facility:  ______________________________________ 
 
     ______________________________________ 
 
Phone No. of Medical Facility: ____________________ 
 
 
In accordance with the requirements of Section (m) of the OSHA Asbestos Construction 
Standard, 29 CFR 1926.1101, the examining physician will provide the employer with a written 
opinion which shall contain the following: (the physician must check a box for each statement 
below) 
 

1. Based on the results of the medical examination, I have determined this individual ⁪ may 
⁪ may not use a respirator while performing asbestos work.  Recommended limitations for 
respirator use:______________________________________________________________ 
_________________________________________________________________________
_________________________________________________________________________ 

 
2. The results of my examination today ⁫ have ⁫ have not detected a medical condition 

which would place the employee at an increased risk of material health impairment from 
exposure to asbestos. 

 
3. ⁪ I have informed the above named individual of the results of the medical examination 

and of any medical conditions that may result from asbestos exposure. 
 

4. ⁪ The employee has been advised of the increased risk of lung cancer attributable to the 
combined effect of smoking and asbestos exposure. 

 
 
Signature of Examining Physician: ________________________________________ 
 
Date: ___________________ 


