
Intermediate School District 917 

Health & Safety Coordinator Indoor Air Quality Investigation Form 
 
1.  INVESTIGATOR INFORMATION 

Name:__________________________________    Date: ___________    Time: ___________ 
 
Room #/Area ____________________________    # of Occupants in Room or Area ______ 
 

2.  COMPLAINT DATA 

Name:_________________________   Date of complaint __________    Time: ___________ 
 
Room #/Area ________________________   Building Name: _________________________ 
 
Health Symptoms Associated With Complaint: 
 
 __________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________ 
 
 
Other Concerns, i.e. odor, moisture, airflow, cleaning, etc.: 
________________________________________________________________________________________________________
________________________________________________________________________________________________________
__________________________      
 
 
3.  INVESTIGATION CHECKLIST 

Air Handling Unit                                                               Comments/Action Taken 

Air Handling Unit On:                          �Yes  �No   __________________________________________ 
Air flowing from Vents:                     �Yes   �No   ______________________________ 

Exhaust Operations:                             �Yes   �No  __________________________________________    
Thermostat Properly Set:                    �Yes   �No  _______________________________ 

Other Problems 
Noted:__________________________________________________________________________________________________________________________ 

Moisture 
Any Present Signs of Moisture:        �Yes   �No  _________________________________________ 
Any Previous Moisture Concerns:      �Yes   �No   _________________________________________ 
Any signs of Biological Growth:          �Yes   �No   _________________________________________ 
Any Odors:                                            �Yes   �No   _________________________________________ 
 



Other Sources 
Any Recent Renovation in Area:          �Yes   �No  _________________________________________ 
Is it Overly Dusty/Unclean:                  �Yes   �No  _________________________________________ 
Are Chemicals Stored in Room:           �Yes   �No  _________________________________________ 
Any Pesticides Recently Applied:        �Yes   �No  _________________________________________ 
Any Tunnel System:                             �Yes   �No  _________________________________________ 
Any Unused Drains:            �Yes   �No __________________________________________ 
 
4. TEST DATA 
AHU # ________________________________             VAV/Zone # ____________________________ 
Room Temp. (°F) ____________               
Room Relative Humidity (%) _______________________ 
T’stat Setting (°F) ____________   
Room CO (ppm)  __________________________    Room CO2 (ppm)   __________________________ 
Particulates _______________________________        
Outside Air Temp (°F)______________________ 
Outside CO (ppm)__________________________ Outside CO2 (ppm)   _________________________  
 

 
5.  WATER INTRUSION  

___________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________ 

 
6. OTHER DATA 
___________________________________________________________________________________________________________________
_____________________________________________________________________________________________________ 
 
 
 
7. IMMEDIATE CORRECTIVE ACTIONS TAKEN 
___________________________________________________________________________________________________________________
_____________________________________________________________________________________________________ 
 
 
8. ADDITIONAL CORRECTIVE ACTION REQUIRED  
___________________________________________________________________________________________________________________
_____________________________________________________________________________________________________ 
 

 
9. ADDITIONAL COMMENTS 
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
_________ 
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