INDOOR AIR QUALITY MANAGEMENT PLAN

STAFF CHECKLIST

BUILDING _______________________________

STAFF MEMBER NAME __________________________________

DATE COMPLETED ___________________________

YES           NO                                                                                                                 COMMENTS

___             ___                1) IS DUST BUILD-UP A PROBLEM IN YOUR      

                                             WORK AREA?

___             ___                2) IS TRASH REMOVED REGULARLY?

___            ___                 3) HAVE YOU OBSERVED ANY PESTS ON A 

                                             REGULAR BASIS?

___            ___                 4) HAVE YOU OBSERVED ANY ODORS ON A 

                                             REGULAR BASIS?

___            ___                 5) DO ANY CLEANING SUPPLIES CAUSE A 

                                             PROBLEM FOR YOU?

___            ___                 6) ARE SPILLS CLEANED PROMPTLY?

___            ___                 7) DO YOU HAVE ANY PETS IN THE WORK

                                             AREA? 

A) HOW OFTEN IS THE CAGE CLEANED?

B) DESCRIBE ANY PROBLEM YOU OR YOUR

                                                   STUDENTS HAVE EXPERIENCED BECAUSE

                                                   OF THE PET?

___              ___                8) HAVE ANY ASTHMATIC PERSONS EXPERIENCED

                                              DIFFICULTIES IN YOUR WORK AREA?

___              ___                9) ARE THERE ANY SINKS OR FLOOR DRAINS IN 

                                              YOUR WORK AREA?

A) HOW OFTEN IS WATER ADDED TO THE DRAIN?

B) IS THERE ANY ODOR THAT MAY BE FROM A DRY DRAIN?

___                  ___           10) HAVE YOU OBSERVED EXCESS MOISTURE IN 

                                               YOUR WORK AREA?

___                  ___            11) HAVE YOU REGULARLY OBSERVED MOISTURE

                                                LEAKS IN YOUR WORK AREA?

___                  ___             12) IS ADEQUATE VENTILATION AVAILABLE TO 

                                                 YOUR WORK AREA? (Air Handler,Vents,Windows)

___                  ___             13) IS POOR CIRCULATION A FREQUENT PROBLEM 

                                                 IN YOUR WORK AREA?

___                  ___             14) DOES YOUR AREA HAVE AN EXHAUST FAN?

A) Does it function properly?

B) When is it used?

___                  ___             15) DO YOU HAVE ANY OF THE FOLLOWING IN 

                                                 YOUR WORK AREA?

1) Solvents

2) Inks

3) Glue

4) Waxes

5) Stains

6) Varnishes

7) Chemicals

8) Acids

9) Other (Describe) _________________________

                                            ** HAVE THEY CAUSED AN ODOR SENSITIVITY 

                                                 PROBLEM FOR YOU OR ANYONE ELSE? YES___   NO___

___                ___               16) ARE ANY WET MATERIALS STORED IN YOU AREA

                                                 FOR MORE THAN A SHORT TIME? (Towels,clothing)

___                ___               17) IS THE TEMPERATURE COMFORTABLE?

A) ARE THERE DRAFTS?

B) IS THE SUNLIGHT SHINING DIRECTLY ON THE OCCUPANTS?

C) IS THE HUMIDITY TOO HIGH OR LOW?

