MEDICAL EVALUATION REPORT FOR OQ CONTRACTORS - SUMMARY *T O

| Civil ID / Passport # CUmpany 1D #

00

SETRVER IDENTIFICATION

CH"WDRA‘WR PRASAD

#39y e,

Ry it Positiog.

00533

Blood Pressure Category: INermal [ }Prehypedension [ |Hypertension Stage1 [ ]Hypertension Stage2 [ ] Hypertension Crises
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Glucose Level Category [fﬁ al 80-100mg/dl [ ]Prediabglic 100-125mg/dl { ] Diabetic> 128 mg/dl

Cholesterol Risk Category
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,rﬁj Risk LDL is less 130 mg/d|

[ ]Moderate Risk LDL 130-158 mg/dl [ ]HighRisk LDL >160 mg/di

Routine Urine Analysis ormal [ ] Abnormal [ ] Mot Required Stool Analysis [ ]MNormal [ ]Abnormal [ ] Not Required
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CAGE Questionnaire Alcohol Use
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Medical Suitability for Work

[ 1Pending Fitness

i Mt to work

[ 1Fitwith following restrictions

[ 1Mot fit to work

Restrictions
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I |Wor|dr|g at height ____!Puling, pushing or carrying weight
] EWmting in confined space JIAsaendeescend ladders and stairs
‘ |w<:ri:ing with electricity [ |Waki1g or standing for long distance/pericd
L IWorIdng near rotating machinery |Repetlzve movements
] ]Woﬂcing in noise area Mobile machinery operation
jwm'mg in extreme heat IHeaw lifting operation
|Handling chemical products o IDr'ming vehicle
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Use of respirator ;Emergency response duty
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