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APPLICATION FOR PERSONAL RADIATION DOSIMETER DEVICE
(PRINT OR TYPE APPLICATION)
Last name:_________________________  First name:_________________________  Middle initial:_____
Other names used:_________________________  Male:_____  Female:_____  Title:_____
Social security number (last 4 only):XXX/XX/_______________  Birth date:_______/_______/_______
Are you pregnant?

Voluntary answer:  Yes:_____  No:_____  Est. date of conception (month/yr only):_______/_______
Job title:___________________________________  Supervisor:___________________________________
Service:_______________________  Section:____________________  Telephone:____________________
Radiation work you will be involved with:_____________________________________________________
Employment start date:_______/_______/_______  end date: _______/_______/_______
Have you worked with radioactive material(s) in a previous job?  Yes:_____  No:_____

Have you worked with X-ray machine(s) or fluoroscopy?  Yes:_____  No:_____

Were you issued any radiation monitoring devices?  Yes:_____  No:_____
If yes, please complete the following information for each place where you worked:
1.
Employer:______________________________  From:_____/_____/_____  To:_____/_____/_____
Address:____________________________________________  Supervisor:____________________
2.
Employer:______________________________  From:_____/_____/_____  To:_____/_____/_____

Address:____________________________________________  Supervisor:____________________

Signature__________________________________________________  Date:_______/_______/_______
***************************************************************************************

Badges assigned:  Whole body:__________  Collar:__________ Ring:__________

Participant number:__________  Location:__________  Fetal badge:__________
Begin wear date:_____/_____/_____  End wear date:_____/_____/_____  Training date:_____/_____/_____ 
