HEALTH QUESTIONNAIRE

This is an anonymous questionnaire submitted by The Healthy Air Alliance and the PHS PTSA.  The goal of the findings will be to help determine if there is a source(s) which is contributing to the current Indoor Air Quality (IAQ) problems at Poolesville High School (PHS).  Please answer the questions completely and honestly. If you (or your child) have no symptoms or problems related to the IAQ at PHS, it is just as important that we have your response as that of those who have problems. Please be assured that it is our intent that the responses to this questionnaire are anonymous and we guarantee that you will not be identified in any way.  Thank you in advance for your time to help us solve this problem.  

Please mail this completed questionnaire to The Healthy Air Alliance, 19628 Selby Avenue, Poolesville, MD 20837 by Monday, March 12th 2007. 

Dates that you attended or worked @PHS_______________________(optional)

What types of health effects or symptoms are you (your child) experiencing?  (Check only those that apply.)

Sinusitis______



Need for antibiotics ______


Blocked, stuffy or runny nose______
Sore throat______


Hoarseness______
    


Nasal bleeding______


Cough without phlegm______

Cough with phlegm______


Nocturnal cough______


Wheezing______


Eye symptoms______


Ear symptoms______


Fever______




Fatigue______


Headache______



Difficulties in concentration______


Muscular pain______


Asthma______


None of the above ______


Please describe any other symptoms you may be experiencing or expand on the items checked above: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When did they begin? ________________________________________________________________________________________________________________________________________________________________________________________________

When do they occur? (Check all that apply.)

All year long______

In the morning______


In the afternoon______
In the evening______


Only during certain seasons of the year  -When?_____________________

Only at school

· In Room #_______


      In Room #_______

· Times_______ to _________             Times_______ to _________

How long do your symptoms last? ________________________________________________________________

What happens to those symptoms when you’re away from PHS? ____________________________________________________________________________________________________________________________

Are symptoms being experienced throughout PHS, or in any particular area?____________________________________________________________

Are odors present? (Describe) o Yes o No

________________________________________________________________

Are you a smoker? o Yes o No

Is your spouse or any other occupant of your home a smoker?  o Yes o No

Do you have pets at home?  o Yes o No

Are you seeking medical advice? o Yes o No

Has there been a diagnosis/referral to a specialist? o Yes o No  Diagnosis__________________________________________

Do you take medication? o Yes o No

Do you (or your child) have a history of allergies? o Yes o No   When Diagnosed___________

Do you (or your child) have a history of asthma?  o Yes o No    When Diagnosed___________      

THANK-YOU FOR YOUR HELP!
