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150 9001- 2015 Cerlified Co. No. E!l 0903

ROUTINE/PERIODIC EXAMINATION REPORT (MEDICAL- CONFIDENTIAL)

Surname/

RUSAYL HEALTH CENTRE | Fomames < Cip [ A LIMA (S

150 00§05 Casitta T

PLEASE COMPLETE YOUR PERSONAL

DETAILS IN BLOCK CAPITALS Nationality PRlIaTA~L)
Mobite No. < | 7| | o7 oo Company Number: Reference Indicator:
Personal Details ﬂﬂ;a — 5] Nt ) — 942085 664
A A matel Iremale L marred [ smgla [ separated iDivorced Midow(er)
Relationship to employee
Home/Leave Address: L1 ] wite [ Jsen [ Daughter | Mo of Children: |
Reason for Examination (tick as appropriate)
Periodic Medical Examination[Z]  Final/ Retirement[_] Other Reason{__]
Emplnymn unly
and Locati ; e I A, S

" Pt HOD S f; T i [ R LEOVA A

Are you a registerad persan with E’-PLCH needs? ] Do you belong to any Medical Insurance Scheme? ]

Previous Medical History: All important medical events should be listed and dated at every medical examination. To be completed
| together with the interviewing Nurses or Doctor who will be able to help by referring to your noles.

Please answer the following questions and tick "N {no) or Y’ {yes) in the column. IfY" Please describe

N[Y Description

Have you, since your last medical been trealed by your family doctor or |
specialist for significant {major) allments?

1 Ear, nose, eye or throal problems

Chest problems like asthma, bronchitis, other bad cough

Hearl abnormality, chest pains

Abdominal pains, abnomal bowel motions

Urogenital problems (kidney disease, menstrual disorder)

Skin trouble or allergies

Epiteptic fits, dizzy spells or migraine

History of mental liness, depression anxety

A oE| =df O3 O] ] La) RS

Diabetes, thyroid disease

-
L=l

Blood disorder e.g. anaemia, blood cancer e.g. leukaemia

—
e

Any history of accidents or fractures

—_—
Pl

Have you had any serfous allergies

e
(]

Do any dependants have a significant ongoing iliness?

14 | Any family history of cancers

Do you take any regular medicines, of have your taken in the past?

Do you smoke? |f yes, what and how much each day?

Do you drink alcohol? If yes, what is your average weekly intake?

Have you ever laken elicited/recreational drugs?

Are you doing regular sports or physical aclivities? e

STATEMENT: | have read the above questions and the above answers are correct and no information concerning my present
or past stale of health has been withheld. . | understand and agree that this form will be held as a confidential record by PDO
Medical Department, and may be copied (by paper or secure electronic lransmission) ) to the Dmupahma] Health Services for
the purpose of Health Surveillance and other Occupational Health review . -

2.6]
Date: f) . 1‘-1 (L - Signature of Applicant:
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RUSAYL HEALTH CENTRE

150 9001- 2015 Cerlifled Co. Nﬂ. B
FOR COMPLETION BY EXAMINING DOCTOR OR NURSE
Further details of medical history and recreational aclivities
N =Nommal A = Abnormal (please describe) | PHYSICAL EXAMINATION
N | A
| 1. Eyes & Pupils \
b\ 2. ENT. ]
\ 3. Teeth & Mouth |
4. Lungs & Chest /
5. Cardiovascular System /
6. Abdo. Viscera
7. Hernlal Orifices
8. Anus & Rectum P a 3
. g a T F 7
f 9. Genito-urinary =T {' F R |' LN Ef 1. J‘,‘,___x
| 10. Extremities Vi sl k. B ' ‘-
11. Musculo-skeletal 'l [/
12. Skin & Varicose Vns. ]
13.C.N.S. .
HEIGHT | WEIGHT | BMI BP. PULSE HEARING vision ([ can
cm kg _ ~p DISTANT  NEAR
1Y F) 2mins. Bub, R L
T N\ Corrected |
M A LABORATORY AND OTHER NlA
SPECIAL INVESTIGATIONS
7 1. Urinalysis s i { 7. Audiogram
— ALK . '
" 2. Hb, Bloodcount, ESR F&S— % qw J /4 8. Lung Function
» 3. LFT, RFT, RBS - 9. Chest X-Ray
4. Drug Screen 10. ECG
. 5. Lipids (40 years +) 11. CVS risk for 40 yrs. & above
. 6. Sickle Cell test 12. HIV, Hapaitis screening , . J
BtV | A% P IVRE PYP I IV & e
OTHER FINDINGS (Physique, scars, disabilities, mental mhnuy Im:lud hahavipun eh.'..]
':1!" :[H {,\.-e_.a-.g,x LALCA T, ¢ R ‘
H— )\ K_‘E.__' Al ~'-J- r { *-"-eﬁ_m- o Ay s
ASSESSMENT AND RECOMMENDATIONS:
[ Fraareas ] Firwith ResTRICTION [ ] TEMPORARY UNFIT [ ] UNFIT
j I| | / Irl |
2 r:.[n (% i P
Date; ) Name (Block Capitals) Dr. / Nurse Signature: ~2 - 0
REVIEW/CONSULTATION 73 RTTRA
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| 7 ¢ »
|_.- ﬁﬂi"-ﬂ A M ER .@.
Date: MName (Block Capitals), Dr. / Nurse Signature: 5 Pl N
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Rusayl Industrial City

P.O. Box : 18, Rusayl .
Postal Code ; 124 R ‘;;_.4‘.1 1 ST | R S
Rusayl Health Centre

Sultanate of Oman

Timing : 0.P.D. 7 a.m. to 5. p.m.

Tel.: 24446151 / 54 1SO 9001 - 2015 Cerlified Co.

Fax : 24446833

LABORATORY INVESTIGATION
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[ PROTNEY ¢ ) IR 7. 0 — ) [,
Company : TRU

Date : .8.-11:. 2022

Medical Officer

g | La'l?;;Technici&n

YA C

HAEMATOLOGY URINE ANALYSIS
Yot WEC...... £ e  (4D00-11000cu/mm) GO0 i et f‘ﬂ ---------------
0C - NEUTROPHIL......2.. k. L T (40-75%) R 1Y
LYNPHOCYTE S N et i (20-45%) j
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SMBEVTE. o e it (2-10%) "
sasopriL ... ) e (0-1%) s
o - @i e ) Sl Y :
e (ME12-16 glell) e R VR = 5
R —————— (F11-14 gid) B iR NOYMRA
S e TR (V4G 16gmd) Leukocyte Estrase: : g
REC BOUNT ey _ {4.5-6.6Million/cumim ) Micrascope S
PLABIEE COUNE...o.. st {150-400cuhmm) Puis cells:........ : JHPE
BlEading THNE. ... i (3-6min) I ; . MPF
TN (5-10min) RIS HPF
HCT CL O (440-45%) [ TR AT TEERTRRPRRTIRr) ) MPE
MEV. TS —— (78-521) Crystals:.....
MCH........ LA (27-32pg) Bactena l
Sk o TSN BRI . Mot TN e
MEHE 4 {31 35gmidl) Pregrancy Test
et STOOL EXAMINATION
BIOCHEMISTRY it e e - -...,..,
Diabatic prafile CORBIEIINEN .oy osiciotisisisbaiinimrmmtii i s
mwmm..._ﬂi.}__tw-uwm.umm—um Reaction: [
PPES (80mg/dt-130mgid(4.50-7 Immald) Occult Blood:
RBS. ... (BAmg/di- 1 EOmgii3 Bmmal]-8 Smmal) MICTOSCOME V.o o )
HBAIC DO (4-6.5%) $Wse s |
Entamoeb:
Lipld profile Flageltaes:. 'f
Trighycerdes. ... ;“_éﬂ_ ..... P T {upto 200mg/dl) | S Sl | Rt O e P e
Total Chobestrol............. ;'_g_g 177 W (<200mg/dl) B et
Wi =W SToF o YR— {>40mghdt) Epith: celfs: e
Lot A I e Y {Up a1 30mgldl) | TR o
Liver Function fest i SEMEN ANALYSIS
Total bifirubin...... o e £ ... (wpto 1 Dmgdl)
SGOT....... DEESO) i {Up to 40IU/L) s e o e
SGPT... 2B o (AN oot Rty A m
T BN o5 o (G- 3gmid) PR TITTIICS Siak i iy %
fenal function Test =, Stuggish motie: Ry
P —— leOS i (0.7-1 4mgfd) P SRR R %
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Fitness to Work Certificate for drivers

G T e :,‘-1Fi*_-qu"..'|. _I':"‘.tt'-’"-_'l'i."'i' .".":-'*%"' i
e e o ¢ [u[a
] L]

I.I?.. No: ﬁ_&’ D& 5€ Age: S l ~% | Oceupation :

Type of Medic g ANz 0
HVD- Grane or forklift driving & all heavy | | /A7- Professional driving-light ve

Health Advisor Statement: The above named person has besn examined according to the
statements laid down In "Protocols and Guidance Notes on the Madical Evaluation of Fitness to
Work". At this time his/her fitness to work status for the above tasks is as follows.

Fit with no restrictions /
Fit with following restriction(s)

The employee is it for above work but should | Temporary | Permanent
avoid the following task(s) restriction | resirfction

Work near moving machinery or sharp edges

Operate Heavy molor vehicles, lorklifts or heavy
machinsry

Other (Spacifiy)
Temporary Unfit until

Permanently Unfit




Secresning Quest. For Sleep Apnoea

Emplayce Data pate: 2 G { w {“b"‘—
1.D No. ﬁEU%GG‘f ver# A\ H UYL cceupstion: ~—— Dymwev’

This questionnaire will help Identify If you have any health condition which may need a more detailed
medical assessment as part of your fitness to work determination. If you have any queries please contact
your local Health Services stafi. All information provided on this form and during consullations remains
strictly confidential. When further elinical evaluation s required following coinpletion of a screening
questionnaire, the detalls should be recorded on Q1 and E1 forms.

How likely are you to fall asleep in the following situations? (use 0 to 3 ecora as shown below)
0 Would never doze
1  Slight chance of dozing
2  Moderate chance of dozing

34  High chance of dozing

I sitting and reading
s B, PR
0 silting inactive in a public place (e.g. thealre or meeting)
u asapawhumnrhrmhwrﬁm;hmk
b Lyhﬁdmmhmlh&mﬂhmumwhmdfmmm
g Sitling & lalking with someone
o Sitting quietly after lunch withoul alcohol
2 In & car, while stopped for a few minutes in traffic

L S [ ——
If you score a total of 15 or more you should seek advice from medical persannel on site before continuing to drive
or operale machinery in the workplace,

Declaration: I, 51&.2 (Print Name) cerify that to the best of my knowledge the above information
supplied by me la trua and cormect. _‘,--—-_“"'I;ka.q SOk
§ ‘.‘nl‘ e
"-‘E Hem“ﬂ‘ ':'_.H GE! ATE
st AN AT

* FFH rr":u 4 +
ol Eie -
2 - SAHARAPAC. . ,ﬂqg/

F}z HEALTH &’




RUSAYL HEALTH CENTRE sl sl 5500

Rusayl Industrial Estate RHC h e Liall Joanpl didaia
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Name of Patient g@‘l‘lL—ﬁHﬂq’C s all aul
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AUDIOGRAM
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