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Box 2415 
Edmonton, AB T5J 2S5 
Fax: 780-427-5863 or 1-800-661-1993 
contact.centre@wcb.ab.ca  

C013 
PULMONARY HISTORY QUESTIONNAIRE 

WORKER DETAILS
WCB claim number 

Surname First name and initial Date of birth (yyyy/mm/dd) 

Address City or town Postal code 

Telephone number Email address Height Weight Legal gender 

☐ Male  ☐ Female ☐  X

OCCUPATIONAL HISTORY
Please confirm if you have worked in any of the following settings: 

☐ Abrasive factory 
☐ Agriculture / farming 
☐ Brick factory 
☐ Carpentry 
☐ Ceramic or pottery factory 
☐ Chemical plant 
☐ Environmental abatement services (asbestos, lead, mould, etc.)
☐ First responder (firefighter, EMT, etc.) 

☐ Flour and/or grain milling 
☐ Foundry 
☐ Glass factory 
☐ Mine 
☐ Quarry 
☐ Textile mill (cotton, flax, hemp, etc.)
☐ Welding or metal processing 
☐ Wood, pulp, or paper mill 

Please provide a brief summary of your employment history in these settings:

Have you been exposed to any of the following chemicals or irritants while employed? 

☐ Acids 
☐ Adhesives 
☐ Asbestos 

☐ Coal and/or coal dust 
☐ Grain dust 
☐  Mould 

☐ Plastics 
☐ Sand and/or silica 
☐ Solvents

☐ Toluene diisocynate (TDI)
☐ Uranium 
☐ Wood dust 

If yes, describe exposure details, including frequency of use (e.g., daily, monthly): 

MEDICAL INFORMATION 
Do you currently have or have you ever had any of the following conditions? 

Yes Since when? (yyyy/mm/dd) Treating physician or hospital Medication prescribed 

1. Asbestosis ☐

2. Asthma ☐

3. Chronic bronchitis ☐

4. Chronic obstructive pulmonary
disease (COPD) ☐

5. Cystic fibrosis (CF) ☐

6. Emphysema ☐

7. Lung cancer ☐

8. Pleurisy ☐

9. Pneumonia ☐

10. Pulmonary fibrosis ☐

11. Tuberculosis (TB) ☐

Other (specify): __________________ ☐
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FAMILY HISTORY
Describe your family history 
Do you have any family members that have suffered from pulmonary-related conditions in the above section? ☐ Yes    ☐  No 
If yes, please indicate below: 

Relationship Condition Deceased? 
(Mother, brother, grandparent, etc.) (Please specify)    No  Yes, age upon death 

☐

☐

☐

☐

☐

LIFESTYLE
Smoking 
Have you ever smoked cigarettes?  ☐  Yes    ☐  No If yes, how many per day? 
Do you currently smoke any of the following? 

Minimum 
amount per day 

Average 
amount per day 

Maximum 
amount per day 

From – to 
(mm/yy) 

Cigarettes 
Pipe or cigars 
Vaping / e-cigarettes 
Other (specify):  

Have you quit smoking?  ☐  Yes    ☐  No   If yes, when? (mm/yy): 

Does anyone in your household smoke? ☐ Yes    ☐  No 

SYMPTOMS
Coughing 

Do you cough? ☐  Yes    ☐  No If yes, when? 

When you cough, do you produce phlegm? ☐  Yes    ☐  No   If yes, how many times per day?  

What colour is the phlegm?  Is the phlegm ever bloody? ☐  Yes    ☐  No Is the phlegm: ☐  Thick    ☐  Thin 

Chest pain 

Do you have chest pain? ☐ Yes    ☐  No 

If yes: 
Where on the chest do you feel pain?  What does the pain feel like? 

What makes the pain worse? What makes the pain better?  

Breathing 

Do you experience shortness of breath? ☐  Yes    ☐  No 

If yes, in what situations do you experience shortness of breath? 

When you breathe, is it noisy? (wheezing)  ☐  Yes    ☐  No 

If yes, in what situations do you experience wheezing?  

Comments 

I declare the above information to be true and correct to the best of my knowledge. 

Printed name   Date 

Signature 
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