University of Michigan

Occupational Safety and Environmental Health

Radiation Safety Service/Dosimetry Program

1239 Kipke Drive 1010 

Phone:  764-4294 / Fax:  764-6523

DOSIMETER REQUEST

REQUEST DOSIMETER (Please Type or Print)

Name _________________________________________________________________________________________________

   

Last



First



Middle

Social Security No. ___________________  
Sex  _____   
 Date of Birth  ___________________________________

Work Phone  ______________   
 Department  ____________________
Authorized User  _____Ying Qi_____________

Dosimeter Information - Please Complete
_______   I have previously been issued a radiation monitoring dosimeter at the University of Michigan.


 The name on dosimeter if different than the name listed above  _________________________________________________

_______ 
I will be working directly with radioactive materials or a machine that produces ionizing radiation.  List the type(s) of

 radiation-producing machine(s) you will be exposed to: (radiographic or fluoro x-ray / x-ray diffraction,  accelerator):


 ________________________________________________________________________________________


  List the radionuclide(s) and maximum activity of each (mCi) you could be exposed to at any one time:  _________________


  ___________________________________________________________________________________________________

I will require the following monitoring (please circle):  
WHOLE BODY          OVERAPRON      OVER & UNDERAPRON FINGER RING (1  or   2) (Sm, Med or Lg):  ___________________________________________________________________

I have taken / registered for the Radiation Safety Orientation Course:
___
YES






                   
___   
NO – (Please call 764-4420 for future sessions)

__________________________________    ___________________

             Applicant’s Signature                                    Date

DEPARTMENTAL / SERIES AUTHORIZATION
 Contact Person  ______________Ying Qi_____________________                _______________________________________



   Print





                           Signature

Campus Address  ___2219A H. H. Dow____________________________
              Campus Zip  _______2136__________

Date  ________________________
Phone  __764-3303______________
Series Code  _______N2________________

       ** Series Contact Person:  Please ensure that female applicants receive the ‘Declaration of Pregnancy’ form (RSS-105A)
Please Return to RSS/OSEH at the Address Noted Above

RSS OFFICE USE ONLY

Request Type:  _______
 Previous Series Information:  _______________________________________________

Account Number ___________      Part Number ___________     Series Code  _______     Issue/Order Date  _____________

WB Badge           __________        Binary No      ________________                      Temp Part No  _____________________

Extremity             __________        Binary No      ________________
        Temp Part No  _____________________

Special                 __________        Binary No      ________________
        Temp Part No  _____________________

Temp Wear Date  __________       Reorder for    ________________
Holder Issued/Ordered:   Yes  ____    No ____

s:/oseh/1996/dosiform.doc


