Permission for Indoor Air Quality (IAQ) Assessment

This is to confirm that permission has been granted to the _______________________ to perform an indoor air quality assessment within this residential property.  It is understood that the __________________________ may use and share the information gathered during the assessment with other intra-tribal programs.  The information gathered during the assessment will kept on file at the ______________________ and may also be used as part of reporting procedures to funding agencies.

On Behalf of the _______________________, we would like to thank you for your voluntary participation in this assessment.  Please do not hesitate to call _____________________ with any questions or concerns at ___________________.

------------------------------------------------------------------------------------------------------------

Resident (owner/renter):

Name (print)
____________________________________________________


Residential
____________________________________________________ 


Address



____________________________________________________

Phone
______________________________

Signature 
______________________________
Date _______________

Tribal Program (representative/technician/specialist)

Name (print) 
____________________________________________

Tribal Program
____________________________________________

Address
____________________________________________


____________________________________________

Phone
________________________

Signature
________________________
Date & Time________________

INDOOR AIR QUALITY

ASSESSMENT CHECKLIST
CONDITIONS OUTSIDE THE RESIDENTIAL PROPERTY

Weather
Ambient Conditions (circle one):
Sunny
Raining
Cloudy

Temperature _________ ((F or (C)
Relative Humidity
_________(%)

Predominate Wind Direction (winds coming from…) ____________________


Wind Speed ________ 

Outdoor Sources

1.  Circle all the facilities below that are closest to the residential property:

Airport
Factory _____________________________

Auto Body

Farm(s) _____________________________

Agricultural Fields
Gas Station

Bus Station
Railway Station

Dry cleaners
Other ______________________________

2.  Are there unpaved areas or areas with no vegetative cover nearby home (please circle)?   

            Yes / No
Briefly describe: ________________________________________

3.  Is there evidence of windblown dust around residential property (please circle)?

Yes / No
Briefly describe: ___________________________________________

4.  Are there any woodstoves, fireplaces, barbeques or outdoor burning at nearby residences       

            Yes / No
If yes, estimate distance from residential property: 

_____________________________________________________________

General Information about Residential Home

1.  Type (circle one):

Adobe/Stucco 
Modular

Apartment
Stick Built

Masonry
Steel Frame



Mobile Home
Other ______________


If apartment complex, how many stories high? _________

2.  Age of Home: _________
Number of occupants in household __________

3.  Number of levels/floors of residential property:  __________

4.  Square footage of first floor: ____(sq.ft.)
Square footage of second floor ____(sq.ft.)

NOTE: To calculate, multiply the width of the house by its length to obtain square footage.

Crawlspace

Based on observation, Indicate Yes or No for the following if they exist and comment on extent of damage if evident:

1.  Is there evidence of moisture, mildew and/or mold?  Yes / No
Describe: _________


_____________________________________________________________________

2.  Are there any visible water stains?  Yes / No
Describe: _______________________


_____________________________________________________________________

3.  Do you see any discoloration on floor/walls?  Yes / No
Describe: _______________


_____________________________________________________________________

4.  Are any odors present such as sewer gas, dead animals, chemicals, etc.?  Yes / No

Describe _____________________________________________________________ 

5.  Is there evidence of plumbing leaks? Yes / No
Describe: _______________________


__________________________

6.  Is crawlspace vented? Yes / No

7.  Is crawlspace area dry?  Yes / No  

8.  Is soil covered with durable plastic sheeting? Yes / No


If yes, is it for reducing moisture or radon mitigation? ______________________


__________________________________________________________________

9.  Is there evidence of pests in the crawlspace? Yes / No
Describe ________________

________________________________________________________________________

Roof 

1.  Condition:
Good
Fair
Poor
Comments: ________________________

2.  Roof type (circle all that apply):


Asphalt Roll
Wood


Metal
Other: _____________________


Three Tab

Exterior Siding 

1.  Condition: 
Good
Fair
Poor
Comments: ________________________

2.  Type of siding (circle all that apply):


CDX plywood
Metal


Cedar Shingle
T1-11


Cedar Lap
Vinyl


Hardi-board
Other: __________________________


Masonry

3.  Exterior Door Condition: 



a.  Front Door:
Good
Fair
Poor
Comments: ____________________


b.  Back Door:
Good
Fair
Poor
Comments: ____________________

CONDITIONS INSIDE THE RESIDENTIAL PROPERTY

1.  Number of Bedrooms _________
Number of Bathrooms _________

2.  
a.  Which type of heating system do you use?


Central Heating/Cooling


Electric baseboard



Forced air


Fuel:
Propane
Natural Gas
Kerosene
Other: __________


Heat pump


Portable heater: ____________________________


Portable air conditioner


Other: _________________________


b.  Is this your primary or secondary source of heating/cooling? ______________

c. If central heating/ air conditioning is used, what is the condition of the filters:


i.  Heating unit:
Good
Fair
Poor
Comments: ______________


ii. Heating unit:
Good
Fair
Poor
Comments: ______________


c.  Is there an air cleaner within the duct units (installed in central heating and/or air conditioning)?  Yes / No
Describe: _____________________________


d.  Is a portable air cleaner used in the home (ozone-producing)?  If so, which type:
Electrostatic precipitator
Ion generator



Hybrid device
Mechanical filtration

3.
a.  Do you smell moldy or dusty odors when the heating or cooling equipment is operating?  Yes / No
Describe: ________________________________


b.  Check the condition of the filters for the heating/cooling system.  Does the filter need to be replaced?  Yes / No

4.  If fireplace is used,

a.  Where is wood stored? ______________

b.  Is there sufficient air exchange?  Yes / No
Describe: __________________

c.  Do you detect odors from fireplace?  Yes / No
Describe: _______________

d.  Is it vented to the outside?  Yes / No
Describe: _______________________

e.  Is there evidence of back drafting?  Yes / No

f.  Check condition of damper.  Is it operating properly?  Yes / No


g.  Is this your primary or secondary source of heating? _____________________


h.  How often do you use the fireplace (days, months, etc.)? _________________


i.  Condition of the fireplace: _________________________________________


_______________________________________________________________

5.  If woodstove is used,


a.  EPA Certified?  Yes / No 


b.  Is there sufficient air exchange?  Yes / No
Describe: __________________


c.  Is there evidence of back drafting?  Yes / No
Describe: __________________


d.  Check condition of flue.  Is it operating properly?  Yes / No


e.  Is it vented to the outside?  Yes / No
Describe: _______________________


f.  Do you detect odors from woodstove?  Yes / No
Describe: ______________


g. How often do you use the woodstove (days, months, etc.)? ________________
h.  Condition of the wood stove: _______________________________________


_______________________________________________________________

6.  If Pellet Stove/Natural Gas/Propane Stove is used,


a.  EPA Certified?  Yes / No 


b.  Is there sufficient air exchange?  Yes / No
Describe: __________________


c.  Is there evidence of back drafting?  Yes / No
Describe: __________________


d.  Check condition of flue.  Is it operating properly?  Yes / No


e.  Do you detect odors?  Yes / No
Describe: __________________________

f. How often do you use the pellet/natural gas/propane stove (days, months, etc.)? _______________________


g.  Condition of the pellet/natural/propane stove: __________________________


_______________________________________________________________

7. What is the condition of the water heater:
Good
Fair
Poor
Comments: _____


_________________________________________________________________


a.  Indicate type of water heater:
Electric
Gas
Propane
Other: __________


b.  Is there any evidence of back drafting?  Yes / No
Describe: ______________

8.  Is there any evidence of fire damage?  Yes / No
Indicate date and describe extent of


damage: __________________________________________________________


__________________________________________________________

9.  Do you store any of the following in your home (circle all that apply)?


Herbicides
Pesticides
Insecticides
Other: ______________

10.  Do you frequently use pesticides indoors on pets, houseplants or other pests?


Yes / No
Describe: ________________________________________________

11.  Do you use a humidifier or dehumidifier in any of the rooms?  Yes / No


If yes, which and what rooms: _________________________________________

12.  If there is carpeting, does the resident use a vacuum cleaner regularly?  Yes / No


Comments: ___________________________________________________________

13.  If possible, test for evidence of lead in one or more rooms where residents spend the majority of their time.

Entryway

1.  Is a walk-off mat present in the entryway?  Yes / No
Describe: _________________

Living Room

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)
CO2 _____ (ppm)

2.  Is there any evidence of moisture, mildew and/or mold on:


a.  Walls?  Yes / No
Describe: _______________________________________


b.  Floor?  Yes / No
Describe: _______________________________________


c.  Ceiling?  Yes / No
Describe: ______________________________________

3.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

4.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

5.  Are pets permitted on furniture?  Yes / No

6.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

7.  Circle the cleaning products that you frequently in the living room area: 


Air fresheners 
Furniture polish


Ammonia
Floor cleaners


Bleach products
Spot/Stain removers


Carpet shampoos
Other: ________________


Disinfectants

8.  Is there evidence of dust/particulate in the living room?  Yes / No
Describe: ______


__________________________________________________________________

Family Room/Den

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)
CO2 _____ (ppm)

2.  Is there any evidence of moisture, mildew and/or mold on:


a.  Walls?  Yes / No
Describe: _______________________________________


b.  Floor?  Yes / No
Describe: _______________________________________


c.  Ceiling?  Yes / No
Describe: ______________________________________

3.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

4.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

5.  Are pets permitted on furniture?  Yes / No

6.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

7.  Circle the cleaning products that you frequently in the living room area: 


Air fresheners 
Furniture polish


Ammonia
Floor cleaners


Bleach products
Spot/Stain removers


Carpet shampoos
Other: ________________


Disinfectants

8.  Is there evidence of dust/particulate in the living room?  Yes / No
Describe: ______


__________________________________________________________________

Kitchen

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)
CO2 _____ (ppm)

2.  
a.  Is there any evidence of moisture, mildew and/or mold on:


Walls?  Yes / No
Describe: _______________________________________


Floor?  Yes / No
Describe: _______________________________________


Ceiling?  Yes / No
Describe: ______________________________________


b.  Check plumbing.  Describe: ________________________________________


_______________________________________________________________


c.  Check for a plastic drip pan underneath the refrigerator and/or freezer, which catches condensation.  Describe: ____________________________________

3.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

4.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

5.  Is there an exhaust fan above the stove?  Yes / No

a.  Test and record flow readings: __________________ (cubic feet/minute)

b.  Describe fan condition:
Good
Fair
Poor


c.  Check condition of filter: 
Good
Fair
Poor

6.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

7.  Circle the cleaning products that you frequently in the kitchen: 


Ammonia
Oven cleaners


Aerosol sprays
Scouring powders w/ bleach


Bleach products
Spot/Stain removers


Disinfectants
Other: ________________


Floor cleaners


Bathroom #1

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)

2.  Type of flooring: 
Carpet
Tile
Wood
Linoleum
Other: ____________

3.  
a.  Is there any evidence of moisture, mildew and/or mold on:


Walls?  Yes / No
Describe: _______________________________________


Floor?  Yes / No
Describe: _______________________________________


Ceiling?  Yes / No
Describe: ______________________________________

b. Check plumbing.  Is there any evidence of stains and/or leaks:

Sink?  Yes / No
Describe: _______________________________________

Toilet?  Yes / No
Describe: _______________________________________

Tub or shower?  Yes / No
Describe: ________________________________

Other?  Yes / No
Describe: _______________________________________

4.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

5.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

6.  Type of venting: 
Exhaust Fan
Window
Other: ________________


a.  If exhaust fan, test and record flow readings: ______ (cfm)


b.  Describe exhaust fan condition:
Good
Fair
Poor

7.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

8.  Circle the cleaning products that you frequently in the bathroom: 


Ammonia
Floor cleaners


Aerosol sprays
Oven cleaners


Air Fresheners
Scouring powders w/ bleach


Bleach products
Spot/Stain removers


Carpet shampoos
Tub/Tile cleaners


Disinfectants
Other: ________________

NOTE:  If more than one bathroom at this residence, use additional sheets at the end of this checklist.

Utility Room

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)
CO2 _____ (ppm)

2.  Type of flooring: 
Carpet
Tile
Wood
Linoleum
Other: ____________

3.  
a.  Is there any evidence of moisture, mildew and/or mold on:


Walls?  Yes / No
Describe: _______________________________________


Floor?  Yes / No
Describe: _______________________________________


Ceiling?  Yes / No
Describe: ______________________________________

b.  Check plumbing.  Is there any evidence of stains and/or leaks:

Sink?  Yes / No
Describe: _______________________________________

Toilet?  Yes / No
Describe: _______________________________________

Tub or shower?  Yes / No
Describe: ________________________________

Other?  Yes / No
Describe: _______________________________________

4.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

5.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

6.  Type of venting: 
Exhaust Fan
Window
Other: ________________


a.  If exhaust fan, test and record flow readings: ______ (cfm)


b.  Describe exhaust fan condition:
Good
Fair
Poor

7.  Is there a clothes dryer?  Yes / No


a.  Is it vented to the outside?  Yes / No
Describe: _______________________

8.  Are clothes ever hung to dry indoors?  Yes / No

9.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

10.  Circle the cleaning products that you frequently in the bathroom: 


Ammonia
Dry-cleaning fluids


Aerosol sprays
Floor cleaners


Air Fresheners
Oven cleaners


Bleach products
Scouring powders w/ bleach


Carpet shampoos
Spot/Stain removers


Detergents
Tub/Tile cleaners


Disinfectants
Other: ________________

Comments: _______________________________________________________ 

Bedroom #1

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)
CO2 _____ (ppm)

2.  Type of flooring: 
Carpet
Tile
Wood
Linoleum
Other: ____________

3.  Is there any evidence of moisture, mildew and/or mold on:


a.  Walls?  Yes / No
Describe: _______________________________________


b.  Floor?  Yes / No
Describe: _______________________________________


c.  Ceiling?  Yes / No
Describe: ______________________________________

4.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

5.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

6.  Are pets permitted on furniture?  Yes / No

7.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

8.  Circle the cleaning products that you frequently in the bedroom: 


Air fresheners 
Furniture polish


Ammonia
Floor cleaners


Bleach products
Spot/Stain removers


Carpet shampoos
Other: ________________


Disinfectants

10.  Is there evidence of dust/particulate in the bedroom?  Yes / No
Describe: ______


__________________________________________________________________

Additional Notes & Observations

















Health Questions  ( Optional )

1.  What are the health symptoms? ___________________________________________


____________________________________________________________________

2.  How many individuals in the home experience symptoms listed above? ___________


____________________________________________________________________


____________________________________________________________________


____________________________________________________________________

1.  When do health symptoms occur (%)?


Spring _____
Summer_____
Fall_____
Winter_____


Daily _____
Occasionally _____

2.  Do symptoms persist when individuals leave the home?________________________

3.  Does anyone in the home have asthma? _____________________________________

4.  Does anyone in the home have allergies? ____________________________________

5.  Is anyone in the home sensitive or otherwise reactive to chemicals or smells? ____ _____________________________________________________________________

6.  Does anyone smoke inside this home? ______________________________________

7.  Do any pets (cats, dogs, birds, or other pets) live inside the home? ________________


_____________________________________________________________________

8.  Other Respiratory Illness? ________________________________________________


_____________________________________________________________________


_____________________________________________________________________


References

1.  Home Checklist and Action Plan Community Health Partnership in Albuquerque, NM http://www.energy.wsu.edu/ftpep/pubs/building/iaq/homes/checklists/home_ch.pdf
2.  Makah Indoor Air Quality Project Indoor Assessment Worksheet.

3.  University of Wisconsin Extension Indoor Air Quality Assessment Checklist.  http://cecommerce.uwex.edu/pdfs/B3439.PDF

Supplemental Sheets for Bathrooms and Bedrooms

Physical Address of Residence:____________________________________________

Date and Time: __________



Name of Person Conducting Assessment: _______________________________

Bathroom #2

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)

2.  Type of flooring: 
Carpet
Tile
Wood
Linoleum
Other: ____________

3.  
a.  Is there any evidence of moisture, mildew and/or mold on:


Walls?  Yes / No
Describe: _______________________________________


Floor?  Yes / No
Describe: _______________________________________


Ceiling?  Yes / No
Describe: ______________________________________


b. Check plumbing.  Is there any evidence of stains and/or leaks:

Sink?  Yes / No
Describe: _______________________________________

Toilet?  Yes / No
Describe: _______________________________________

Tub or shower?  Yes / No
Describe: ________________________________

Other?  Yes / No
Describe: _______________________________________

4.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

5.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

6.  Type of venting: 
Exhaust Fan
Window
Other: ________________


a.  If exhaust fan, test and record flow readings: ______ (cfm)


b.  Describe exhaust fan condition:
Good
Fair
Poor

7.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

8.  Circle the cleaning products that you frequently in the bathroom: 


Ammonia
Floor cleaners


Aerosol sprays
Oven cleaners


Air Fresheners
Scouring powders w/ bleach


Bleach products
Spot/Stain removers


Carpet shampoos
Tub/Tile cleaners


Disinfectants
Other: ________________

Bedroom #2

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)
CO2 _____ (ppm)

2.  Type of flooring: 
Carpet
Tile
Wood
Linoleum
Other: ____________

3.  Is there any evidence of moisture, mildew and/or mold on:


a.  Walls?  Yes / No
Describe: _______________________________________


b.  Floor?  Yes / No
Describe: _______________________________________


c.  Ceiling?  Yes / No
Describe: ______________________________________

4.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

5.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

6.  Are pets permitted on furniture?  Yes / No

7.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

8.  Circle the cleaning products that you frequently in the bedroom: 


Air fresheners 
Furniture polish


Ammonia
Floor cleaners


Bleach products
Spot/Stain removers


Carpet shampoos
Other: ________________


Disinfectants

9.  Is there evidence of dust/particulate in the bedroom?  Yes / No
Describe: ______


__________________________________________________________________

Bedroom #3

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)
CO2 _____ (ppm)

2.  Type of flooring: 
Carpet
Tile
Wood
Linoleum
Other: ____________

3.  Is there any evidence of moisture, mildew and/or mold on:


a.  Walls?  Yes / No
Describe: _______________________________________


b.  Floor?  Yes / No
Describe: _______________________________________


c.  Ceiling?  Yes / No
Describe: ______________________________________

4.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

5.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

6.  Are pets permitted on furniture?  Yes / No

7.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

8.  Circle the cleaning products that you frequently in the bedroom: 


Air fresheners 
Furniture polish


Ammonia
Floor cleaners


Bleach products
Spot/Stain removers


Carpet shampoos
Other: ________________


Disinfectants

9.  Is there evidence of dust/particulate in the bedroom?  Yes / No
Describe: ______


__________________________________________________________________

Bedroom #4

1.  Indoor temperature _____ ((F or (C)
Humidity _____ (%)
CO2 _____ (ppm)

2.  Type of flooring: 
Carpet
Tile
Wood
Linoleum
Other: ____________

3.  Is there any evidence of moisture, mildew and/or mold on:


a.  Walls?  Yes / No
Describe: _______________________________________


b.  Floor?  Yes / No
Describe: _______________________________________


c.  Ceiling?  Yes / No
Describe: ______________________________________

4.  Is the paint on the wall peeling?  Yes / No
Describe: ________________________

5.  Is the wallpaper becoming detached?  Yes / No
Describe: ____________________

6.  Are pets permitted on furniture?  Yes / No

7.  Describe the condition of the windows:
Good
Fair
Poor 


Comments: ________________________________________________________ 


a.  Type of window(s):
Single pane
Double pane
Other: _____________

8.  Circle the cleaning products that you frequently in the bedroom: 


Air fresheners 
Furniture polish


Ammonia
Floor cleaners


Bleach products
Spot/Stain removers


Carpet shampoos
Other: ________________


Disinfectants

9.  Is there evidence of dust/particulate in the bedroom?  Yes / No
Describe: ______


__________________________________________________________________
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