	
	INDOOR AIR QUALITY (IAQ) 

EMPLOYEE QUESTIONNAIRE




	INSTRUCTIONS

	This form is a component of an Indoor Air Quality (IAQ) investigation, and should be completed by all occupants in an area/building affected by an IAQ concern.  If you have questions when completing this form, contact NORTH DAKOTA STATE UNIVERSITY IAQ Coordinator at 231-7759.

	GENERAL INFORMATION

	Building Name:
	
	Date:
	

	Room Number:
	
	Name:
	

	Department:
	
	Title:
	

	Floor Level:
	
	Phone No:
	

	Gender:
	 FORMCHECKBOX 
Female -  FORMCHECKBOX 
Male
	Date of Birth:
	     

	Employment Status:
	 FORMCHECKBOX 
FT -  FORMCHECKBOX 
PT      hrs/week – other      hrs/week

	I have worked in the area since?      


	Please express your "overall" opinion of the IAQ in your workplace:  FORMCHECKBOX 
Satisfied OR  FORMCHECKBOX 
Dissatisfied

If you check satisfied, completion of the rest of the form would be helpful, but. is optional.


	DESCRIPTION OF WORK ENVIRONMENT

	Briefly describe your areas work function and associated activities: 


	Have you had a recent change in occupation?:  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No If yes, explain      


	Have any of the following activities changed or been initiated the area in the last 6 mo.?

 FORMCHECKBOX 
Construction/remodeling -  FORMCHECKBOX 
Increase/decrease in # of associates in area -  FORMCHECKBOX 
New furniture   

 FORMCHECKBOX 
New equipment -  FORMCHECKBOX 
Heating or cooling system (describe) 
 FORMTEXT 

     
 - Housekeeping (describe) 
 FORMCHECKBOX 
Other, describe      


	How would you rate housekeeping in your work area  FORMCHECKBOX 
Poor -  FORMCHECKBOX 
Adequate -  FORMCHECKBOX 
Excellent - Other  


	Indicate the type of flooring in your work area?:  FORMCHECKBOX 
New carpet -  FORMCHECKBOX 
Carpet (>1 year) -  FORMCHECKBOX 
Terrazzo -  FORMCHECKBOX 
Tile
 FORMCHECKBOX 
Other, describe      


	Does your job require you to frequently (2+ times/hour) use a photocopier?:  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Do you frequently (30+min/hour) use a video display terminal?:  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Are there old or deteriorating books, records or other paper products in your work area?:  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Have there been any water leaks in your work area in the last 6 mo.?:  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No If yes, describe location and frequency (i.e. “when it rains”, “only once” etc.)      


	To your knowledge, are you exposed to any hazardous substances during your work day?:  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No If yes, explain      


	Do you have windows in you work area?:  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No – If yes, is one within 12 feet  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Additional comments regarding work environment: 


	DESCRIPTION OF IAQ CONCERN & SYMPTOMS

	When did the IAQ concern start? 
	Is the concern resulting in lost work hours?:  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Describe the IAQ in your work area (check all that apply)
	 FORMCHECKBOX 
Too hot -  FORMCHECKBOX 
Too cold –  FORMCHECKBOX 
Too humid -  FORMCHECKBOX 
Too dry -  FORMCHECKBOX 
Drafty -  FORMCHECKBOX 
Too stale

 FORMCHECKBOX 
Dusty -  FORMCHECKBOX 
Moisture/flood -  FORMCHECKBOX 
Odor: { FORMCHECKBOX 
Sewer,  FORMCHECKBOX 
Mold,  FORMCHECKBOX 
Chemical} 

 FORMCHECKBOX 
Too bright -  FORMCHECKBOX 
Too dark -  FORMCHECKBOX 
Other (describe) 

	When is  the IAQ concern “at its worst”? (check all that apply)
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
R   FORMCHECKBOX 
F       FORMCHECKBOX 
AM   FORMCHECKBOX 
PM

 FORMCHECKBOX 
Spring   FORMCHECKBOX 
Summer   FORMCHECKBOX 
Fall   FORMCHECKBOX 
Winter

	Does the IAQ concern go away? 


	How often is the IAQ concern occurring?   FORMCHECKBOX 
once    FORMCHECKBOX 
1/year    FORMCHECKBOX 
1/month    FORMCHECKBOX 
1/week   

 FORMCHECKBOX 
other (describe) 


	Have you noticed any other events that tend to occur around the same time as the IAQ concern? 



	Are you experiencing symptoms/illness and or an injury that you attribute to the IAQ concern?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No If yes, complete following sections.

	Check if symptom(s) interfered with work and describe.
	How long did they last?
	Check when the symptom(s) are worst.

	 FORMCHECKBOX 
Nasal Symptoms  - describe 
	
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
R   FORMCHECKBOX 
F       FORMCHECKBOX 
AM   FORMCHECKBOX 
PM

 FORMCHECKBOX 
Spring   FORMCHECKBOX 
Summer   FORMCHECKBOX 
Fall   FORMCHECKBOX 
Winter

	 FORMCHECKBOX 
Throat Symptoms  - describe 
	
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
R   FORMCHECKBOX 
F       FORMCHECKBOX 
AM   FORMCHECKBOX 
PM

 FORMCHECKBOX 
Spring   FORMCHECKBOX 
Summer   FORMCHECKBOX 
Fall   FORMCHECKBOX 
Winter

	 FORMCHECKBOX 
Eye Symptoms  - describe 
	
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
R   FORMCHECKBOX 
F       FORMCHECKBOX 
AM   FORMCHECKBOX 
PM

 FORMCHECKBOX 
Spring   FORMCHECKBOX 
Summer   FORMCHECKBOX 
Fall   FORMCHECKBOX 
Winter

	 FORMCHECKBOX 
Skin Symptoms  - describe 
	
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
R   FORMCHECKBOX 
F       FORMCHECKBOX 
AM   FORMCHECKBOX 
PM

 FORMCHECKBOX 
Spring   FORMCHECKBOX 
Summer   FORMCHECKBOX 
Fall   FORMCHECKBOX 
Winter

	 FORMCHECKBOX 
Respiratory Symptoms  - describe 
	
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
R   FORMCHECKBOX 
F       FORMCHECKBOX 
AM   FORMCHECKBOX 
PM

 FORMCHECKBOX 
Spring   FORMCHECKBOX 
Summer   FORMCHECKBOX 
Fall   FORMCHECKBOX 
Winter

	 FORMCHECKBOX 
Aches/pain Symptoms  - describe 
	
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
R   FORMCHECKBOX 
F       FORMCHECKBOX 
AM   FORMCHECKBOX 
PM

 FORMCHECKBOX 
Spring   FORMCHECKBOX 
Summer   FORMCHECKBOX 
Fall   FORMCHECKBOX 
Winter

	 FORMCHECKBOX 
Other Symptoms  - describe 
	
	 FORMCHECKBOX 
M   FORMCHECKBOX 
T   FORMCHECKBOX 
W   FORMCHECKBOX 
R   FORMCHECKBOX 
F       FORMCHECKBOX 
AM   FORMCHECKBOX 
PM

 FORMCHECKBOX 
Spring   FORMCHECKBOX 
Summer   FORMCHECKBOX 
Fall   FORMCHECKBOX 
Winter

	Additional comments regarding IAQ concern & symptoms: 


	PERSONAL INFORMATION

	Are you taking medication for symptoms previously indicated?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Have you been diagnosed as allergic?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No If yes, list allergens      


	Have you been diagnosed with asthma?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Have you been diagnosed with heart problems?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Have you been diagnosed with migraines?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Do you smoke or live with a smoker?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Do you wear contact lenses?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No

	Do you regularly drink coffee, tea, colas or eat chocolate?  FORMCHECKBOX 
Yes -  FORMCHECKBOX 
No If yes, indicate frequency      


	Additional comments regarding IAQ personal information: 


	ADDITIONAL INFORMATION

	What do you think is the most likely cause for the IAQ concern?  


	Do you have any additional information about the IAQ concern?      


	Additional comments: 
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