MEDICAL EVALUATION REPORT FOR OQ CONTRACTORS - SUMMARY

|5 s X TR "CANDIDATE | EMPLOYEE IDENTIFICATION :
Civil ID / Passport#| Company ID# Position
tlent 18626 Reg.Di 06 04 2023
Nationality Age Sex | Location
Tme JASWINDER SINtH
nder  Male Nationalit  (NIAN :

Examination | [ ] Pre-employment { \TPeriodic [ IExit |
Blood Pressure Category: lzdfgb[./']'i\lormal [ 1Prehypertension [ ]Hypertension Stage1 [ ] Hypertension Stage2 [ ] Hypertension Crises
BMI Category: zg_g [ 1Underweight [ ]MNommal [ ] Overweight [VJ’Obese [ ] Morbid Obesity
Remarks:
VisualAcuyTest [RT ~/ C it G/ G | Visual Field Test [ {#MNormal [ ] Abrormal
Colour Vision Test [yj’ﬁum-'lai [ 1Abnormal [ ] Not Required Stereoscopic ision Test [ ]MNormal [ JAbnormal | ] Not Required
Pre-existing condition:
Remarks:
= 57 = _RESPIRATORY SYSTEM _ ) |
Spirometry Test [\ANormal [ ]Abnormal [ ] Not Required Chest X-Ray [ Viormal [ ]Abnormal [ ]NotRequired
Pre-existing condition: Physical Assessment [ Y 4%rmal [ ] Abnormal
Remarks:
Audiometry Test [LANormal [ ]Abnormal [ ] Not Required Otoscopy {H/Nonnal [ JAbnormal [ ] MNotRequired
Pre-existing condition: Physical A [viNormal [ ]Abnormal (VWhisper, Weber & Rinna Tests)
Remarks:
B _CARDIOVASCULAR SYSTEM
ECG Test [LANormal [ ] Abnormal [ 1 Not Required Physical Assessment [Vjﬂ:rmej [ ]Abnormal
Pre-existing condition:
Remarks:
| RISt [ pe bty . il
Physical Assessment [{Normal [ ] Abnormal
Pre-existing condition:
Remarks:
[ - ¥ MUSCULOSKELETAL SYSTEM
Physical Assess. [}fNormal [ ] Abnormal Lumbar X-Ray [ Wifomal [ ]Abnormal [ ] NotRequired
Pre-existing condition:
Remarks:
Lab Tests: [\ iNormal [ ]Abnormal  If abnormal, please specify below: {Bload Grouping: A\ —\are |
Pre-exisfing condition:
Remarks:
Glucose Level Category G [VNomal 80-100mg/dl [ ]Pre diabstic 100— 125 mgidl [ ] Diabetic > 126 mg/dl
Cholesterol Risk Category [ \Tow Risk LDL is less 130 mg/d| [ ]Moderate Risk LDL 130-158 mg/dl [ ]High Risk LDL >160 mg/d
Routine Urine Analysis[vrﬁunnal [ lAbnormal [ ] Not Required Stool Analysis [ viNormal [ ] Abnormal [ ]1Not Required
| Ry W RN B QUESTIONNAIRES ) |

Medical & Surgical History Questionnaire Remarks !

Respiratary Protection Questionnaire Remarks

Hearing Conservation Questionnaire Remarks

|Screening Questionnaire Remarks

Fagerstrom Test - Smoking
CAGE Questionnaire Alcohol Use
SRQ-20 Self-reported Questionnaire

| Non-smoker [ ]Lowdependence [ ]Lowto Mod dependence [ ]Moderate dependence [ ] High dependence
] No use of alcohol [ ] Screening negative [ | Clinically significant

| No positive answers [ ] Positive answers Factor| (110 6) [ ] Positive answers Factor Il (7 to 12)

] Positive answers Factor lll (13to 16) [ ] Positive answers Factor IV (17 to 20)

Clinic Doctor Name License # Hospital/Policlinic Doctor Signature & Clinic Stamp Issue Date
= p
00 - Oorupational Heaith Department i ay{%  Form Review - 02-30/05/2021
i 7 Raniman ety -
yp, Abud

MmOH Licence NO. 1441




FITNESS TO WORK CERTIFICATE - OQ CONTRACTORS

Civil ID / Passport# | Company ID # Position
tent 18626 Reg.Di 16 012023
Nationali
b 268 B HMe  JASWINDER SINGH socatian
‘nder  Msle Nationalit  INDIAY

:’Ghange of Position Examination

[:‘Emarganqr Response Team

:lPra-employmem Examination (PRE)

Perhdit: Medical Examination (PME)
I:IExit Examination
I:I‘rra\mlling Examination

|Medical Suitability for Work

[ ]Fitwith following restrictions

[ ]Pending Fitness

[ ]Not fit to work

Restrictions

l:IWorking at height
:IWurking in confined space
:Woming with electricity
:Wul‘&ing near rotating machinery
:qurk'ng in noise area
I:lwmng in extreme heat
|:|Handllng chemical products
I:]Uae of respirator

:Pulling, pushing or camying weight
I:lﬁsmnmlescand ladders and stairs
:IWallﬁng or standing for long distance/period
:IRepeﬁﬂve movements

:lMobila machinery operation
Eﬂoaw liting operation

[ Jowmovene

I:IEmwgency response duty

:lPust-absence Examination
[:Cﬁlical Activities Examination
[ Jedca suveitnce

Other, specify
New Position New Function New Department
NA NA NA
Examanation Date O G l 04-\ Q_s?;,-. Exams Perfomed
POV, Dick @ ERez/ R
- Weight Rududion]
e
Medical Review Date 3 Employee Signature

Pvies ’bﬂ-‘%}dwd’ﬂ

A JarwXidr S

Doctor Name

Medical License

Hospital

Medical Doctor Signature

0Q - Ccoupational Health Department

Form Revigw - 02-30/05/2021



