PAGE  

Naval Hospital Jacksonville 

LATEX SCREENING QUESTIONARE FOR STUDENT CLINICAL TRAINING 
DATE_____________________
STUDENTS NAME: ______________________________________________________

Last 

First 

Middle Initial

TRAINING PROGRAM: ______________________________________________________
1.   Do you have any drug allergies?
Yes (    )

No   (    )

      If yes, list them   __________________________________________________________
2.    What is your occupation/job position?   ____________________________________________

        Specific work location / department?    _____________________________________________

        How long have your worked in this setting?    __________________ Months   __________   Yrs

3. Does your occupation involve contact with products containing latex?  Yes (    )        No (    )     Don’t Know   (    )
     If   yes, which products?  _________________________________________________________
4.   Have you ever worked in a patient care setting?   Yes (     )

 No   (     )

      For how long have you worn gloves routinely?    _____ Monthly
_______ Yearly

      Do you work Full Time __________    hours per week   _________ hours per shift

      Do you work Part Time __________    hours per week _________    hours per shift

5.   Have you ever had a reaction to latex devices/ products?
Yes (   )
   No (   )   N/A (   )

      If yes, do symptoms subside on vacation or away form work?    Yes (   )   No (    )

      What type of gloves do you wear while working? 

      (    ) Latex with powder     (    ) Powder-free latex    (    ) Vinyl       (    ) Other    (    ) N/A

      Approximately how often do you change your gloves?

      (     ) Every 5 min.    (      )  Every 30 min.     (    )  60 min. or more   

     How often do you wash your hands at work? 
Brand of soap used? _________________

     (    ) Under 5 times a d ay
(    ) 5-10 times      (    ) More than 10 times

     Approx how many pairs of gloves do you wear every day while working?

     (     ) 0-5      (     ) 6-9      (    ) 10-20     (     ) 21 or more

6.   Has a doctor ever told you that you have an allergy to any latex products?  Yes (     )     No (     ) 
      If  yes, what specifically did the doctor say were allergic to?     

       _____________________________________________________________________

7.  Have you had a reaction to the following personal sources of latex?

                                  Yes        No                                                   Yes    No                                               Yes        No

Hot Water Bottles  [   ]      [   ]     Belts, Bras, Suspenders   [   ]    [   ]          Poinsettia Plants   [   ]       [   ]

Rubber Gloves       [   ]      [   ]      Diaphragms                    [   ]    [   ]          Baby Nipples       [   ]        [   ]
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Balloons

  [   ]      [   ]      Condoms                        [   ]     [   ]           Ostomy Bags      [   ]        [   ] 

Rubber Bands        [   ]      [   ]      Erasers

       [   ]     [   ]           Orthodontics       [   ]        [   ]

Baby Bottles          [   ]      [   ]      Face Mask                      [   ]    [   ]            Band Aids           [   ]        [   ]

Rubber Balls          [   ]      [   ]     Foam Pillows                  [   ]    [   ]            Shoe Wear          [   ]        [   ]

Tape                       [   ]      [   ]    Elastic Waste Bands        [   ]    [   ]           Other                    [   ]        [   ]
8.  After handling latex products , have you experienced any of the following?

                            YES          NO                                                                YES            NO

   Redness         _____      _____
      Runny Nose/Congestion          _____          _____

   Swelling        _____      _____             Difficulty  Breathing              ______        ______

   Hives            _____      ______           Chapping Hands                     ______        ______

  Itching          _____       ______            Other                                     ______       _______

9.   Do you have of the following? 

                       YES
  NO




YES
     NO

      Asthma    _____          ______


Hay  Fever         _____           _____

       Eczema   _____         ______


Rhinitis              _____           _____

10.  Do you have any food allergies?
Yes (    )

No (     )

11.  Have you had any reaction during/after dental work?
Yes    (      )       No   (      )

       If yes, please select from the following:

       Fatigue
 (   )
Sneezing
(   )
Drowsiness
(    )

       Runny Nose   (   )
Watery Eyes        (   )         Itching 

(    )

Other, explain: _______________________________________________________________

Provider Comments:    _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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