
FOX ARMY HEALTH CENTER INDUSTRIAL HYGIENE INDOOR AIR QUALITY 
Occupant Health and Comfort Questionnaire 

Please email completed form to: usarmy.redstone.medcom-fahc.list.ih-section@health.mil 
Phone #: 256-955-8888 ext. 1372 

1. NAME (Optional): Building Number: 

2. What are the specific complaints and

what do you suspect is the cause?

3. Are you usually in a particular place at those times? YES NO 

3a. If yes, where in the building 

are the complaints occurring? 

4. After leaving the area, do your
symptoms improve ...

YES When returning to the area, do your 
symptoms return or worsen … 

YES 

Immediately? Immediately? 

Within a few hours? Within a few hours? 

Overnight? Your symptoms appear to be associated with 
time of day, weather, or some other factor. 
Please explain below: 

Over the weekend? 

5. Are you aware of any changes in the area—new furniture, carpet, paint,

remodeling or construction projects, leaks or other moisture problems, etc.?

YES NO 

5a. If yes, 

please explain: 

6. Have you recently started working with new or different materials or

equipment? (These may include chemicals, cleaning products, etc.)

YES NO 

6a. If yes, 

please explain: 

7. Is there any environmental condition (e.g., weather) or activity (e.g., use of the

photocopier, spraying of pesticides) inside or outside the building associated with

occurrence of the problem?

YES NO 

7a. If yes, 

please explain:   

8. Have you seen a health care practitioner for any or all of the symptoms? YES NO 

8a. If yes, please explain if the health care 

provider related this to your work environment 

and what their recommendations were? 

9. Has the facility manager, building engineer, and/or HVAC technician evaluated

the area?

YES NO 

9a. If yes, what were their 

conclusions? 

10. Comments: Please take this

opportunity to comment on any factors

you consider important concerning the

air quality in your work environment.
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