MEDICAL EVALUATION REPORT FOR OQ CONTRACTORS - SUMMARY

| ICATION
Civil ID/ Passport#| Company ID# Position
ent 18100 Reg.Dt 2a110/2022
Nationality Age Sex 5 LOVEPRFET SINGH Location
| EXAMINATION TYPE il
Examination { [ T Pre-empioyment [ 1Periodic [ IExt |
| VITAL SIGNS & BODY MEASURES |
Bloed Pressure Category: i= 0!2@[ H’ﬂ';rmal [ ]Prehypertension [ ] Hypertension Stage1 [ ] HypertensionStage2 [ | Hypertension Crises
BMI Category: 2 C! tﬂ: [ ]Underweight [ ]Normal [.~TOverwsight [ ]Obese [ ]Morbid Obesity
Remarks:
| e VISUAL TEST
viswel acuiyTest [RT 4 /6 T &6( G| Visual Field Test b1Roma [ 1Abnormal
Colour VisionTest [ ]JMNormal [ ]Abnormal [ ] Mot Required Stereoscopic Vision Test [ INormal [ ]Abnormal [ ] Not Required
Pre-existing condition:
Remarks:
[ RESPIRATORY SYSTEM
Spirometry Test ’prnfrmal [ ]Abnormal [ ]NotRequired Chest X-Ray [‘a]ﬁ:-m}ai [ ]Abnormal [ ] Not Reguired
Pre-existing condition: Physical Assessment ormal [ ] Abnormal
Remarks:
| ENT SYSTEM |
Audiometry Test }/fﬁ_rmal [ JAbnormal [ ] Not Required Otoscopy f-ANormal [ ]Abnormal [ ] NotRequired
Pre-existing condition: Physical Assessment L Normal [ ]Abnormal  (Whisper, Weber & Rinne Tests)
Remarks:
| CARDIOVASCULAR SYSTEM |
ECG Test \LTNormel [ ]Abnomal [ 1NotRequired Physical Assessment {_JNGimal [ ] Abnormal
Pre-gxisting condition:
Remarks:
L NEUROLOGICAL SYSTEM |
Physical Assessment Wmal [ ]Abnormal
Pre-existing condition:
Remarks:
| MUSCULOSKELETAL SYSTEM |
Physical Assess. U-Nn’rrnal [ 1Abnormal Lumbar X-Ray anmal [ ]Abnormal [ ] Not Required
Pre-existing condition:
Remarks:
[ X = LABORATORY INVES TIGATIONS i
Lab Tests: [\/]ﬁormal [ ]Abnommal If abnormal, please specify below: Blood Grouping: B r']"\m
Pra-existing condition:
Remarks:

Glucose Level Category
Cholesterol Risk Category

el ﬂ [“TNormal 80100 mg/dl [ ] Pre diabelic 100—125mg/dl [ | Diabetic > 126 mgfd
12.9 [\ oW Risk LDLis less 130 mo/dl [ ] Moderate Risk LDL 130-159 mg/dl [ ]High Risk LDL >160 mg/di

Routine Urine Analysis [ ]Mormal [ ]Abnormal [ ] Mot Required Stoal Analysis [ | Mormal [ ] Abnormal [ ] Mot Required
L ; QUESTIONNAIRES |
Medical & Surgical History Qu waire Remarks
Respiratory Protection Questionnaire Remarks
Hearing Conservation Questionnaire Remarks
Screening Questionnaire Remarks
Fagerstrom Test- Smoking [ ]Mon-smoker [ ]Lowdependence [ ]Lowto Mod depend [ 1Moderate dependence [ ] High dependence
CAGE Questionnaire Alcohol Use [ ]No use ofalcohol [ ] Screening negative [ ] Clirically significant
 SRQ-20 Self-reported Questionnaire [ ] No positive answrs. —{..] Positive answers Factor | (1106) [ ] Positive answers Factor Il (7 fo 12)
f § Dr. MOHAMMOD Ui i 5 [ |Pusttnreag;ﬁa:\rg]=ll 'nsm\tg) [ 1Positive answers Factor [V (17 o 20)
" Clinic Doctor Name___ . Licsm‘ﬂ" _ftuiepin’i?ﬁﬁ'l’injej,_ Doctor Signature & Clinic Stamp _—. Issue Date
| MOM Liconzp Mo« 7 ‘-',r' A (‘E— A/} W: 25'-‘-’0.-—2_ « B
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FITNESS TO WORK CERTIFICATE - 0Q CONTRACTORS
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[ iTher T, : = |
Civil ID / Passport # Company ID # Position
ent 18100 Reg.Dt 24/10/2022
Nationality Age Sex i LOVEPRFET 8INGH Location

o . [ St l

EPm—employmem Examination (PRE)
:lcnanga of Position Examination

Dperbdic Medical Examination (PME)

I:IExit Examination

DEmergenw Response Team

:Post-ahsanoe Examination
I:Cnﬂnal Activities Examination

l:ITravemg Examination

I:'Madical Surveillance

[ it to work

[ ]1Fitwith following restrictions
Medical Suitability for Work

[ 1Pending Fitness

[ ]Notfit to work
Restrictions

|:|Working at height
Ewm(ing In confined space
:Working with electricity
|:Iwmchg near rotaling machinery
I:lwﬂrkhg in noise area
|:|Worlchg in extreme heat
I:IHandlng chemical products
:Uss of respirator

|::|Pulng. pushing or carrying weight
l:Asomd!demnd ladders and stairs
I:Walklng or standing for long distance/period

:l Repetitive movements
Dmbﬂa machinery operation
:lHeaw liting operation

I:lnﬁmg vehicle

|:Emargsnoy response duly

Other, specify
New Position New Function New Department
NA NA NA
Examanation Date Exams Perfomed
24 —-jo-2020
Medical Review Date Employee Signature
S

I1¥5 5 r TIE0 T
7. Dy PostorName: [ £ |

Medical License

Madical Doctor Signature

Zeneral Fractitioner
MOH Licanse Neo. : 7780
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0Q - Occupational Health Depatment
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