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Blood Pressure Category: /,,?D 801 INomal [  Prehypertension [ 1 Hypertension Stage 2 |
BMI Category: @O . [ IUnderweight [ ] Normal [ Overweight [ |Obese [ ]Morbid Obesity
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Glucose Level Category 5] HO reva [l ] Normmal 80~ 100mg/dl [ ] Pre diabetic 100 125 mgral 1\ Diabetic > 126 mg/cy

Cholestero| Risk Categary @Ag ! | 1LowRisk LDL s less 130 mg/dl [ 1 Moderate Risk LDL 130-158 mg/dl (V] High Risk LDL >160 mg/ai

Rautine Urine Analysis [* ] Normal [ "1Abnormal [ ] Not Required Stool Analysis Nermal [ ]ab |
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rsersom Test- Smokng [ | Nonsmaker | ] Lowdeperdence | ] Lowio Hod deperica [ I Moderate dependence | ] High deporone
CAGE Questionnaire Alcohal Use [ 1Mo use of alcoho! [ ]Sereening negative [ ] Clinically significant
SRQ-20 Self-reported Questionnaise olive answers [ ] Positive answers Factor | (1 to 6) [ ] Positive answers Factor || (7 to 12)
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Civil ID / Passport # Company ID # Position
—lent 16062 Reg.Dt 28/11/2022
Nationality Age Sex ne AMIR MASDOD Location
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Epeﬁoﬂlc Medical Examination (PME)
EEXII Examination
ETraveHing Examination

@Fw—empmyrnent Examination (PRE)
I:,Changa of Position Examination
l:Emargency Response Team

l:lPoslahsence Examination
Dcmlcal Activities Examination
':Medical Surveillance

L5 T SR | Medical Sultabiity for Work_ o
% to work
[ IFitwith following restrictions
Medical Suitability for Work
[ 1Pending Fitness
[ ]Notfit to work
Restrictions
DWorking at height Dpuﬂng. pushing or carrying weight
EWorkhg in confined space !:Mcandidescand ladders and stairs
:lwmmg with electricity l:IWalking or standing for long distance/period
[:Workhg near rotaling machinery l:ﬁape&ihm movaments
l:IWoﬂdng in noise area ,:]Mubue machinery operation
:]Wamng in extreme heat DHaavy lifting operation
DHandlng chemical products [:’Dming vehicle
DUsa of respirator | I Emergency response duty
Other, specify
New Position New Function New Department
NA NA NA
Examanation Date . Exams Perfomed
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Medical Review Date Employee Signature
Doctor Name Hospital o r Signature
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