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Exp. Date 09/30/2021
	PHYSICIAN APPLICATION FOR CERTIFICATION 
Department of Health and Human Services
Centers for Disease Control and Prevention
National Institute for Occupational Safety and Health
	STATUS
	FOR NIOSH USE ONLY

	
	NIOSH
Coal Workers’ Health Surveillance Program (CWHSP)
1000 Frederick Lane, M/S LB208
Morgantown, WV 26508
FAX: 304-285-6058
	ACTIVE STATE LICENSE(S)
State: ______  License #: __________________
State: ______  License #: __________________
State: ______  License #: __________________

	NIOSH READER ID


	NAME (LAST-FIRST-MIDDLE)

	INITIALS 

	DATE OF BIRTH


	HOSPITAL OR DEPARTMENT


	STREET ADDRESS


	
CITY
	STATE
	ZIP CODE


	COUNTRY
	TELEPHONE NUMBER


	EMAIL ADDRESS


	During the last year, average number of chest radiographs viewed and assessed per month: ______
During the last year, average number of chest radiographs classified according to ILO system per month:  ______

	SPECIALITY:
	Primary:  ________________________
Secondary: ______________________
	Board Certified? 
	Primary
	Yes   [image: ]
	No   [image: ]

	
	
	
	Secondary:
	Yes   [image: ]
	No   [image: ]

	[image: ]
	I am applying to be an A Reader, and

	     [image: ]
	I am submitting six chest radiographs, along with my classifications performed according the Guidelines
for the use of the ILO International Classification of Radiographs of Pneumoconioses; or

	      [image: ]
	I have taken instruction in the current edition of the ILO International Classification of Radiographs of
Pneumoconioses
    I attended the approved course at: ______________________ on _________________
                                                              City                                             Date

	
[image: ]
	
I am applying to be a B Reader.


	[image: ]

[image: ]

[image: ]

	Do not show any contact information on the internet (name and state only).

Use the same contact Information as provided above for the internet. 

Use the following contact information on the internet.

	
	HOSPITAL OR DEPARTMENT


	
	STREET ADDRESS


	
	
CITY
	STATE
	ZIP CODE


	
	COUNTRY
	TELEPHONE NUMBER


	
	EMAIL ADDRESS



CDC 2.12 (E), Rev. 03/2021

	Are you employed by a Federal Government Agency?   
	Yes   [image: ]
	No   [image: ]


	     If so, which one and where is your duty station? _____________________________________________________

	

	Would you be interested in classifying chest radiographic images for NIOSH programs (e.g. CWHSP) Yes [image: ] No [image: ]

	
Do you hold an active academic teaching appointment at a U.S. medical school?  Yes [image: ] No [image: ]

     If yes, where? _______________________________________________________________________________

Do you anticipate that you will use this certification to document your credentials to classify chest radiographs for

	other (non-NIOSH) programs or purposes?

	   Government Programs
	Yes   [image: ]
	No   [image: ]
	Medical-Legal Activities
	Yes   [image: ]
	No   [image: ]

	   Individual Patient Care
	Yes   [image: ]
	No   [image: ]
	Occupational Health Programs
	Yes   [image: ]
	No   [image: ]

	   Investigations / Research
	Yes   [image: ]
	No   [image: ]
	Other (describe below)
	Yes   [image: ]
	No   [image: ]

	
	
	
	
	
	

	      Describe “other” activity: ____________________________________________________________________


	I agree that I will abide by the B Reader Code of Ethics when classifying chest radiographic images. If I participate in
the Coal Workers’ Health Surveillance Program, my performance will be conducted in the manner specified by HHS
regulation 42 C.F.R. Part 37, and I understand that information related to classifications of individual radiographs
made in connection with this program will be treated in a secure manner and will not be disclosed, unless otherwise compelled by law.  I further understand that: 1) My B Reader certification requires an active license to practice
medicine in the United States and I must notify the NIOSH B Reader Program within 60 days if my medical license is
revoked, suspended, voluntarily relinquished or surrendered, or converted to inactive status*; 2) NIOSH does not
regulate or monitor my classification of chest images performed for non-NIOSH purposes; 3) If NIOSH becomes
aware of violations, or allegations of violations, of the B Reader Code of Ethics, it may, at its discretion, notify
appropriate authorities, including the applicable State Board(s) of Medicine.

*Send written notification to:
NIOSH Coal Workers’ Health Surveillance Program, 1000 Frederick Lane, M/S LB208, Morgantown, WV 26508


	DATE
	PHYSICIAN SIGNATURE


	FOR NIOSH USE ONLY

	CERT DATE
	DATE OF EXAM
	TYPE OF EXAM
B                  R 
	SCORE

	STUDY METHOD
A          B          C          D
	EXAM SITE
	EXAM FORMAT
 A               D

	Public reporting burden of this collection of information is estimated to average 10 minutes per response, including
the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and
completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to a collection of information unless it displays a currently valid OMB control number. Send
comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden to CDC, Project Clearance Officer, 1600 Clifton Road, MS D-24, Atlanta, GA
30333, ATTN: PRA (0920-0020). Do not send the completed form to this address.
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WINER IDENTIFICATION DOCUMENT
DEPARTMENT OF HEALTH AND HUMAN SERVICES FOR NIOSH USE ONLY
UNITED STATES PUBLIC HEALTH SERVICE Anatog 7]
CENTERS FOR DISEASE CONTROL AND PREVENTION pigitat [
NATIONAL INSTITUTE FOR OCCUPATIONAL SAFETY AND HEALTH || (0 iy
COAL WORKERS' HEALTH SURVELLANCE PROGRAM (CWHSF) P Y
DIRECTIONS FOR X-RAY FACILITY: X-RAY FACILITY: NAME GERTIFICATION NO.
PLEASE MAKE SURE THAT ALL ITEMS ARE
COMPLETED. THEN RETURN FORM AND X-RAY
COALWORKERS- HEALTH SURVEILLANGE | | TYPE OF XRAY
PROGRAM o ownse [T]OTHER | DATE OF X-RAY (MMWDDIYYYY)
1095 WILLOWDALE ROAD M/S LB208 / /
MORGANTOWN, WY 26508
DIRECTIONS FOR THE MINER WINER'S SOCIAL SECURITY NUMBER SEX
PLEASE COMPLETE AND MAKE ANY CORRECTIONS 7O
THE INFORMATION BELOW. (PLEASE PRINT) - - D M m F
MINER'S NAME {LAST} {FIRST} (M) | BIRTH DATE (MM/DDIYYYY)
MINER'S MAILING ADDRESS [ind STATE 2P
MINER'S TELEPHONE NUMBER RACE {check all that apply) ETHNICITY
( 1 ) ‘ . 73 American ngian or Atasta Native [ isparic or atno
Asian 3 wotrispanic or Latino
MINE NAME 73 siack or atiican American
[ watve Hawaiian or Other Pacitc tsander
3 wniee
Is your employer a [ Mine Opesator [ contractor
EMPLOYER'S NAME MSHA Mine ID Number
If contractor, enter
MSHA Contractor Number
STREET CiTY STATE ZiP
When Did You First Stat Work  started / Started
in the Coal Mine Industry? Underground Surface
TR Vesi Torl e
How Many Total Years You Have
Worked in the Coat Mine industry?  ©neerground Surface
Veirs Vesrs
How Many Total Years You Have How Many Totaf Years You Have
Worked Underground at the Face? Worked at Your Current Coal Mine?
Ve Vesrs
Do you wear a respirator (including dust masks) at work (exclude self-rescuers)? [ JNo [ _]Yes

1f Yes, what type? (Mark all that apply)

D Dust mask (disposable) D Half - face mask {other than disposable) [:3 Full - face B Hood / Helmet

twish to participate in the Coal Workers' Heaith Surveillance Program conducted under Section 203 of the Federal Mine Safety and Health Actof 1977 (30 U.8.C 843).
1 understand that a repost of my X-ray il be malted fo ma anif my healfh nformation will e confidential wriess oiherwiss Compeliad by law,

Signature
COCNIOSH (1) 2.8

(MM /DD YYYY)

Date Signed
/ /

REV. 707 --> Please Complete Form on Reverse Side <- -





image3.png
OMB No.: 0920-0020

MINER IDENTIFICATION DOCUMENT -
DEPARTMENT OF HEALTH AND HUMAN SERVICES FOR NIOSH USE ONLY
UNITED STATES PUBLIC HEALTH SERVICE Analog
CENTERS FOR DISEASE CONTROL AND PREVENTION Digital
NATIONAL INSTITUTE FOR OCCUPATIONAL SAFETY AND HEALTH | | ¢ & - = oy
COAL WORKERS' HEALTH SURVEILLANCE PROGRAM (CWHSP) | | SPirometry

DIRECTIONS FOR X-RAY FACILITY: X-RAY FACILITY: NAME CERTIFICATION NO.
PLEASE MAKE SURE THAT ALL ITEMS ARE -

COMPLETED. THEN RETURN FORM AND X-RAY

TO: NIOSH

) 1 TYPE OF X-RAY

COAL WORKER?);'(EQ;ZI:ASURVEILLANCE NIOSH CWHSP SL?eES'zecify DATE OF X-RAY (MM/DD/YYYY)

1095 WILLOWDALE ROAD M/S LB208 / /

MORGANTOWN, WV 26505

DIRECTIONS FOR THE MINER MINER'S SOCIAL SECURITY NUMBER SEX
PLEASE COMPLETE AND MAKE ANY CORRECTIONS TO v
THE INFORMATION BELOW. (PLEASE PRINT) - = D M

MINER'S NAME (LAST) (FIRST) (M) | BIRTH DATE (MM/DD/YYYY)
/ /

MINER'S MAILING ADDRESS : STATE  zIP

MINER'S TELEPHONE NUMBER RACE (check all that apply) ETHNICITY
( ) _ American Indian or Alaska Native Hispanic or Latino
Asian Not Hispanic or Latino
MINE NAME Black or African American
Native Hawaiian or Other Pacific Islander
— White
Is your employer a (Ej Mine Operator Contractor
EMPLOYER'S NAME MSHA Mine ID Number
If contractor, enter

MSHA Contractor Number
STREET CITY STATE zZIP
When Did You First Start Work  started ' / Started
in the Coal Mine IndustrY? Underground Surface /

Month Year Month Year
How Many Total Years You Have
Worked in the Coal Mine Industry? ©nderground Surface
Years . Years
How Many Total Years You Have How Many Total Years You Have
Worked Underground at the Face? Worked at Your Current Coal Mine?
Years Years

Do you wear a respirator (including dust masks) at work (exclude self-rescuers)? No Yes
If Yes, what type? (Mark all that apply)

Dust mask (disposable) Half - face mask (other than disposable) Full - face Hood / Helmet

I wish to participate in the Coal Workers' Health Surveillance Program conducted under Section 203 of the Federal Mine Safety and Health Act of 1977 (30 U.S.C 843).
I understand that a report of my X-ray will be mailed to me and my health information will be confidential unless otherwise compelled by law.

] Date Signed
Signature (MM/DD/YYYY) / /
CDC/NIOSH (M) 2.9

; REV. 7/07 - -> Please Complete Form on Reverse Side <- -





