MEDICAL EVALUATION REPORT FOR OQ CONTRACTORS - SUMMARY

| e ATION
Civil ID/ Passport # Company ID # Position
" 16102 Reg.Dt 241012022
Nationality Age Sex s LYAS HUSBAIN Location
| =g EXAMINATION TYPE. ]
Examination | [ (= 1 Pre-employment [ ] Periodic [ ] Exit —l
| VITAL SIGNS & BODY MEASURES |

Blood Pressure Category: IBO/‘?O [vINomal [ ]Prehypertension [ ] Hyperiension Stage ! [ ] Hypertension Stage 2 [ ] Hypertension Crises

EMI Category:
Remarks:

25-33 1 Iundenweight \-TNormal [ ]Overweight [ ]Obess [ ] Morbid Obesity

[

VISUAL TEST

Wsuumwfea RT &/ v 66

b’]’l\l’mmal [ ]Abnormal

| Visual Fleld Test

Colour Vision Test [y ANormal [ ]Abnormal 1 Not Required Stereoscopic Vision Test [ INormal [ ]Abnormal [ ] Not Required
Pre-existing condition;
Remarks:
| RESPIRATORY SYSTEM
Spirometry Test [\-m/ormal [ ]Abnomal 1 Not Required Chest X-Ray [ Normal [ JAbnormal [ ]Not Required
Pre-existing condition: Physical Assessment [ | Normal [ ] Abnormal
Remarks:
I ENT SYSTEM |
Audiometry Test [V]‘ﬁ::rrnal [ 1Abnormal [ ]NotRequired Otoscopy [“tNormal [ ]Abnormal [ ]NotRequired
Pre-existing condition: Physical Assessment | ]Mommal [ | Abnormal (Whisper, Weber & Rinne Tests)
Remarks:
[]

| CARDIOVASCULAR SYSTEM x|
ECG Test f-’ﬁlon'nal [ JAbnormal [ ] Not Required Physical Assessment P_}Normal [ ] Abnormal
Pre-existing condition:
Remarks:  K}7. b ~ 2f{in 2 vwniddad L~ hiafHlo .

! A
[ NEUROLOGICAL SYSTEM =]
Physical Assessment\J~"TNormal [ ] Abnormal
Pre-existing condition:
Remarks:
| ; MUSCULOSKELETAL SYSTEM
Physical Assess. [\/ﬂlormal [ 1Abnomal Lumbar X-Ray Iv“]’ﬁ;mal [ lAbnormal [ ]MNot Required
Pre-existing condition:
Remarks:

LABORATORY INVESTIGATIONS

|

MNnrrnal [ ]Abnormal

Lab Tests: If abnormal, please specify below: [Blood Grouping: ¢ -\ /€]
Pre-existing condition:
Remarks:
Glucose Level Category = ﬂ: [wTNomal 80— 100 mg/dl [ ] Pre diabetic 100— 125 mgfdl [ ] Diabstic > 128 mg/dl
Cholesterol Risk Category '20 5] [ ]lowRisk LDLisless 130 mg/dl [ ]Moderate Risk LDL 130-159 mg/dl mgh Risk LDL >160 mg/di
Routine Urine Analysis [ ]Normal [ ] Abnormal 1 Not Required Stool Analysis [ JNormal [ ]Abnormal [ ] Not Required
[ QUESTIONNAIRES |
| Medical & Surgical History Questionnaire Remarks
Respiratory Protection Questionnaire Remarks
Hearing Conservation Questionnaire Remarks
| Screening Questionnaire Remarks

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

[ ] MNon-smoker
1Mo use of alcohol |

[ ] No positive answers

[ ]Lowdependence [ ]Low to Mod dependence
] Screening negative | ] Clinically significant

[ ]Posilive answers Factor | (1to 8) [ ] Positive answers Factor Il (7

[ 1Fositive answers Factmﬂ%}@?&:&gb\l | Pasitive answers Factor IV (17 to 20)

[ ]1Moderate dependence

[ ]High dependence

1012)

efter |

Clinic Doctor Name License # ENN Doctor Signature & Clinic Stamp—_ Issue Date
- = v - i
ftoaann ns a0 2N\ ( W 5- 0 =2p2
nalfCensrtm 151 Form Review - 02-30005/2021

2.



FITNESS TO WORK CERTIFICATE - OQ CONTRACTORS ey

Civil ID / Passport # Company ID # Position

ont 18102 Reg.Dt 24/10/2022

Nationali cation
i i i ne ILYAS HUSSAIN kR

IZPM ployment Examination (PRE) |::|Pamdic Medical Examination (PME) I:IPost-absenua Examination
:Chmgs of Position Examination |:E:dt Examination I:I(:ﬁﬁml Aclivities Examination

—

ncy Response Team DTrauaung Examination :Madleal Survelllance
w work

[ ]Fit with following restrictions

|Medical Suitability for Work
[ ]Pending Fitness

[ 1Notfit to work

Restrictions

r:lWorkhg at height |:'Fulllng. pushing or camying weight
|:|Woﬂ¢hq in confined space :Mmmmd ladders and stairs
:Workhg with electricity I:Walking or standing for long distance/period
:WoMQ near rotating machinery |:Iﬁepeﬂm movements
:\Mmﬁng in noise area |:|Mabia machinery operation
:I'.Nomng in extrame heat l:]Heaw liting operation
I:Ithding chemical products [:!Drhhg vehicle

|:|Use of respirator EEmsrganoy response duty

Other, specify
New Position New Function New Department
NA NA NA
Examanation Date Exams Perfomed
24-10-2028
Medical Review Date Employee Signature
—
(_“-un"'f'_‘::
1
Doctor Name Medical License Hospital u}dj,ql Docmr‘mgnamre
b 4 ol ALl
7 I TR U.l-.mn = M U..;_
|M=d 0 neral Practitioner

Form Review - 02-30/05/2021



