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Occupant Comfort Survey








Name:                                                                                                       Gender:	Male	Female





Date:                                         	Age:	Under 20   20-29   30-39   40-49   50-59   Over 59





Location in building (Room #):                                                                                       





Please place a check mark next to each symptom you have or are experiencing.  Check if you experience the symptoms at home, work or seasonally.  If you do not experience a symptom, please leave the space blank.  Please comment on any symptoms listed or concerns. 








Symptom�
Yes�
No�
Seasonal�
Work�
Home�
Comments:�
�
Headache/all forms�
�
�
�
�
�
�
�
Cough, chest congestion, wheezing�
�
�
�
�
�
�
�
Chest tightness, shortness of breath�
�
�
�
�
�
�
�
Dizziness/lightheadedness�
�
�
�
�
�
�
�
Nausea/upset stomach�
�
�
�
�
�
�
�
Drowsiness/unusual fatigue�
�
�
�
�
�
�
�
Nose irritation, congestion�
�
�
�
�
�
�
�
Swelling, itching, irritated eyes�
�
�
�
�
�
�
�
Sore or dry throat�
�
�
�
�
�
�
�
Dry or itchy skin�
�
�
�
�
�
�
�
Asthma/allergies�
�
�
�
�
�
�
�









Circle the times when you are most aware of your symptoms.�
 Comments:�
�
If Seasonal:�
Time of Day:�
 �
�
Winter�
Mornings�
 �
�
Summer�
Afternoons�
 �
�
Spring�
Evenings�
 �
�
Fall�
During the night�
 �
�















1.  How long have you worked in this building, to the nearest year?                                       





2.  Have you missed work or left work because of the symptoms you experience?		Yes	No





3.  Have you seen a physician about these symptoms?	Yes	No





4.  Are you currently taking prescribed medicines for these symptoms?	Yes	No





5.  Is there carpeting on most or all of the floor in your area?	Yes	No





6.  What are the environmental conditions in your room/area? (Circle as many as apply)





Too hot				Too cold			Too dim		Clean


Too humid				Too dry			Too bright		Dusty


Too much air movement		Too little air movement	Just right		Dirty





7. During the PAST THREE MONTHS, have the following changes taken place within 15 feet of your current     


    work area?





	New carpeting		Yes	No


Walls painted		Yes	No


New furniture		Yes	No


	New partitions		Yes	No


	New wall covering	Yes	No


	Water damage	Yes	No	When?                   





8.  How often do you use a computer during your workday?





     Very often	Fairly often	Sometimes	   Occasionally		Rarely





9.  Do you smoke tobacco?		Yes	No    If yes what amount daily?                           





10.  Do you live with someone who smokes?	Yes	No








This survey has been adapted by NH COSH from a Symptom Survey developed by Priscilla Santiago, School Nurse for Little Harbour Elementary School,


Portsmouth, New Hampshire. 





Updated - �DATE \@ "MMMM d, yyyy�January 5, 2009� - svc 











