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Examination | [u‘rfi Pra-employment [ \/TPariodic { ] Exit 1
CEEE, ' VITAL SIGNS & BODY MEASURES : ]
Blood Pressure Category: _\M ] Normal E\/] Prehypertension [ ]Hypertension Stage1 | ]Hypertension Stage2 [ ] Hypertension Crises
BMI Category: 222 [ lUnderweight [ ]Normal [ ] Overweight [Yﬁ)besa [ ] Morbid Obesity
Remarks:
| VISUAL TEST |
Visual Aciity Test [RT  &/& |1 &/ & | Visual Field Test pwTNormal [ ] Abnormal
Caolour Vision Test [VfNarmal [ JAbnormal [ ] NotRequired Stereoscopic Vision Test [ IMormal [ JAbnormal [ ] NotRequired
Pre-existing condition:
Remarks:
[ TS e g, . RESPIRATORY SYSTEM SRR T e T |
Spirometry Test [v]’ﬁormal [ lAbnormal [ ]Not Required Chest X-Ray {V‘]fNunml [ JAbnormal [ ]MNotRequired
Pre-existing condition: Physical Assessment [{4Mormal [ ] Abnormal
Remarks:
Audiometry Test [¥INormal [ ]Abnormal [ ]NotRequired Otoscopy [I/]/ Normal [ ]Abnormal [ ] Not Required
Pre-existing condition: Physical Assessment [V‘]’Norrnal [ ]Abnormal (Whisper, Weber & Rinne Tests)
Remarks:
| . . & ; :Wm'._-um"';_'—mm: 1
ECG Test [V(Nom'lal [ lAbnormal [ ] Mot Required Physical Assessment [p/iNnrmal [ 1Abnormal
Pre-existing condition:
Remarks:
P = i
Physical Assessment [VINormal [ ] Abnormal
Pre-existing condition:
Remarks:
| Bt ki MUSCULOSKELETAL SYSTEM : |
Physical Assess. [yTNormal [ ]Abnormal Lumbar X-Ray [yfNormal [ ]Abnormal [ | NotRegquired
Pre-existing condition:
Remarks:
Lab Tests: IyTNormal [ ]Abnormal  If abnormal, please specify below: {Blood Grouping: <\ ~+ v e |
Pre-existing condition:
Remarks:
Glucose Level Category [V](Normal 80-100mg/dl [ ] Pre diabetic 100-125mag/dl [ ] Diabetic > 126 mg/dl
Cholesterol Risk Category T [yrfuw Risk LDLis less 130 mg/dl [+ ] Moderate Risk LDL 130-159 mgfdl [ ] High Risk LDL =160 mg/dl
Routine Urina Analysis[ JMNormal [ ]Abnormal [ ] Mot Required Stool Analysis [V]ﬁormal [ lAbnormal [ ] Mot Required

|Madicat & Surgical History Questionnaire Remarks

Respiratory Protection Questionnaire Remarks

Hearing Conservation Questionnaire Remarks

Screening Questionnaire Remarks

Fagerstrom Test- Smoking [ ] Non-smoker [ ]Lowdependence [ ]LowtoMod dependence [ | Moderate dependence [ ]High dependence
CAGE Questionnaire Alcohol Use [ ] Nouse of alcohol [ ] Screening negative [ ] Clinically significant
SRQ-20 Self-reported Questionnaire [ ] No positive answers [ ] Posilive answers Factor | (1to 8) [ ] Positive answers Factor Il (7 to 12)
[ ]Positive answers Factor lll (1310 16) [ ] Positive answers Factor IV (17 lo 20)
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|ZPm-amployment Examination (PRE)
|:|Changa of Position Examination
[::IEmargancv Response Team

|:|Peﬂadsc Medical Examination (PME)
EExit Examination
:I'rravsllng Examination

:IPust-absanoe Examination
|:]Criﬁcal Activities Examination
l:lMedlaal Surveiliance
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Medical Suitability for Work

[

[ ]Pending Fitness

] Not fit to work

[ ]Fitwith following restrictions

Restrictions

:anhg with electricity
:Wurkhg near rotaling machinery
[:lwm'ng in noise area
[__-—]wm'ng in extreme heat
El—hmﬂling chemical products
l:l Use of respirator

EFuIIﬂg, pushing or camying weight
:Asnend!desuend ladders and stairs
I:|Walldng or standing for long distanca/period
|:|Repaﬁ1ive movements

[:Mobiie machinery operation
I:IHeavy lifting eperation

|:|Dri\.ring vehicle

:Emergancy response duty

Other, specify
New Position New Function New Department
NA NA NA
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