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I __EXAMINATIONTYPE |
Examination | [ \A"Pre-empioyment [ ]Periodic [ 1Ext N
[ VITAL SIGNS & BODY MEASURES |
Blood Pressure Category: | )D !E@I\I]/Nonna[ [ ]Prehypertension [ ]Hypertension Stage 1 [ | Hypertension Stage2 [ ] Hypertension Crises
BMI Category: i g tﬂ:] I nderweight [ ]Normal [ ]Overweight [ ]Obese [ ]Morbid Obesity
Remarks:
G VISUAL TEST |
VisialAcutyTest |RT &/ 1 6 /6 | Visual Field Test [“rfcrmal [ ]Abnormal
Colour Vision Test [v{ﬁarmal [ 1Abnormal [ ]NotRequired Stereoscopic Vision Test M@nal [ lAbnormal [ ] Net Required
Pre-existing condition;
Remarks: e
[ RESPIRATORY SYSTEM B i
Spirometry Test 1Normal [ ]Abnormal | ] Not Required Chest X-Ray M Normal [ lAbnormal [ ]NotRequired
Pre-existing condition: Physical Assessment tﬁal [ ]Abnormal
Remarks:
| ENT SYSTEM |
Audiometry Test A Romel [ JAbnormal [ ]NotRequired Otoscopy PTNormal | ]Abnormal [ ] NotRequired
Pre-existing condition: Physical Assessment %ﬂ [ ] Abnormal (Whisper, Weber & Rinne Tesls)
Remarks:
L P CARDIOVASCULAR SYSTEM ]
ECG Test WA Nomal [ ]Abnormal [ ]Not Required Physical Assessment [\Rormal [ ] Abnormal
Pre-existing condition;
Remarks:
| NEUROLOGICAL SYSTEM |
Physical Assessment [\,rﬁmai [ ]Abnormal
Pre-existing condition;
Remarks:
I MUSCULOSKELETAL SYSTEM = =]
Physical Assess,  \fKormal [ ]Abnormal Lumbar X-Ray M TNormal | ]Abrormal [ ] Not Required
Pre-existing condition;
Remarks:
& = LABORATORY INVESTIGATIONS ]
Lab Tests: Pﬂmm [ ]Abnormal  If abnormal, please specify below: {Blood Grouping: /)3 \ /@ _
Pre-existing condition:
Remarks:
-

Glucose Level Category ,G, [\-f'No | 80-100mg/dl [ ]Prediabetic 100-125mg/dl [ ] Diabetic > 126 mg/dl
Cholesterol Risk Category [ Risk LDLis less 130 mg/dl [ ]Moderate Risk LDL 130-159 mg/dl [ ]High Risk LDL >160 mgidl
Routine Urine Analysis Normal [ ]Abnormal [ ] Not Required EmIAnaIysis%nal [ lAbnormal [ ]MNotRequired
I QUESTIONNAIRES ]

Medical & Surgical History Questionnaire  Remar}

Respiratory Protection Questionnaire Remarks

Hearing Conservation Questionnaire Remarks

Sc g Questionnaire Remarks

Fagerstrom Test- Smoking [ ] Non-smoker [ ]Low dependence [ ]Lowto Mod dependence [ ] Moderate dependence [ ] High dependence

CAGE Questionnaire Alcohol Use [ ] No use of alcohol [ | Screening negative [ 1Clinically significant
SRQ-20 Self-reported Questionnaire [ ] No positive answers [ rs Factor| (1t06) [ ] Positive answers Factor Il (7 to 12)
[ 1Positive answers F ‘ng 4% ositive answers Factor IV (17 to 20)
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L A EXAMINATION TYPE : = e |

Iz;e-ampbymem Examination (PRE)

|:|Change of Position Examination
:Ememanq Response Team

:Peﬁodh Medical Examination (PME)
EEﬂt Examination

[ | ik

|:|Travall'ng Examination

:Pust-absem Examination
:Crihal Activities Examination

Fd

1I\hdll:al Suitability for Work

MFﬂtomrk

[ ]Fitwith following restrictions

[ 1Pending Fitness

[ ]Notfitto work

EWﬂﬂn‘ng in confined space
:lwmmg with electricity
|:]Woﬂ:mg near rotating machinery
E‘Norking in noise area
:Womhg In extreme heat
[:lHanding chemical products
DUQ& of respirator

:IPulllng, pushing or carmying weight
I:l}\scandidsscanﬁ ladders and stairs
:Wamng or standing for long distance/period
:Repeﬁlim movements

I:lMobie machinery operation
:Heaw liting operation

:Emergency response duty

Other, specify
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