ASHUGANJ POWER STATION COMPANY LIMITED

Document No. SF-OHS-12

Revision No.: 00

FORMS

Effective Date: 14 Mar. 15

TITLE: MEDICAL HISTORY CHECKLIST

Page 1 of 4

MEDICAL HISTORY CHECKLIST

(AZTe ©=T 7F5F9 ©ifers)
Particulars of Employee (F35el-335/4/t7 J918)
1. | Name
Eity
2. | Employee ID No.
3. |S
ﬁewx D Male (%F%) D Female (xif&=)
4. | Date of Birth & Age
o Sifd 8 T
> g@%ﬂg‘)“p “A’/ “B” | “AB” | “O” Positive/Negative
6. | Marital Status . :
2fEes Sl [ ] Married (Raifze) [ ] Unmarried (sRifZ®)
7. | Job title
BIFAT Ay
8. | Circle . . . . .
ireer Corporate/Operation/Mechanical/Electrical/Project/Finance
9. | Division
feri/fefoxe

10. | Duration of job in APSCL
(including PDB period).

G afTee-@ SR orEm
(PifefR-rR)

11. | Mobile No/Phone No
TS 97/ I =7

BMI (Body Mass index) information (*/fitaa 3-8 35 ©27)

1. | Weight (&) cfer

2. | Height (Gwwer) f¥5rs

3. | ReFeZ 7 = (g
fee/Fwer (fABER) (CGTTeT SfRFoR #{79 PHC)

Personal Health Information (e e =% ©2y)
Do you have any of the following condition/ disease?

e REfife i erfl/ere it e
No. Topic Yes | No Description
s T faer g | kel
1. Epilepsy/ seizures
T @t R
2. Eye trouble or vision problems
TOICRT ST T ATS 0T
3. Difficulty in hearing
¥HCS AT
4, Asthma
R
5. Heart problems
QAT T
6. High Blood Pressure
Tt T&brt
7. Diabetes
R




High blood cholesterol
e Tow@ o

Kidney problem
32 (o) s

10.

Liver disease / jaundice

g (Frem) et At e

11.

Blood transfusion
<=

12.

Frequent or severe back pain
T < NAIfoie @ el

13.

Severe joint pain/ deformity

iy i (eES) <y 1 Ry

14,

Depression/ mental breakdown

e REwst

15.

List of any operation
SIS Sifers!

16.

Any admission to hospital
PR TSI S o2

17.

Have been absent from work for more
than 1 month for any illness

ST Ti© FRAC I GF TR LT
T B iR T QAR et

18.

Any regular medication (with details)

afie @ 89y ¢/ I A (Rifs
)

19.

Vaccination (any of following)
ot gz v e (e off /)

Hepatitis B

Tetanus

e

MMR (for female only)
NGNS (Y TR &¥5)

20.

Do you smoke or take Betel leaf? (If
yes, Please specify duration & per
day consumption)

oA 5 QA / A ArST R 2
(TR T F© AT QR M2 F© J19)

Family Health (Information about father/mother/children/brother/sister)
AT T O (FFel/Trel/TE/SI1Z/-47 ©2)

Do any of your family members have: | Yes | No Description

IR ARG T TV [oq I TN | & | A 4"

IR [FAT?

1. | Diabetes
RRYC)

2. | High Blood Pressure
T TS

3. | Asthma
it

4. | Epilepsy/ seizures
T et R

5. | Mental problems
AT T

6. | Thalassemia
TR (7S CTY)

| Document No. SF-OHS-12 |




ASHUGANJ POWER STATION COMPANY LIMITED | Revision No.: 00
FORMS Effective Date: 14 Mar. 15

TITLE: MEDICAL HISTORY CHECKLIST Page 3 of 4

pational Health Information (zorre =gy ©27)
Topic Yes | No Description
fe & QU T

Do you feel pain in any part of your body
due to your current job?
SR IS IS & KRR (I ST

T SR FCEA FAre
2. Do you have back pain?
AT (PG A SR [Fre
3. Do you have hypertension; developed

after joining your current job?

TSH JEACR [e{l?

4. Do you have diabetes; developed after
joining your current job?

A IO IR @AW T AT 2D

Gl ZeacR et

5. Do you have hearing problem;
developed after joining your current
job?
RS T R o2

6. Do you have eye problem; developed

after joining your current job?

AT IO JCE @AM FAF A IY
AT ZCR e

7. Do you feel excessive mental pressure
or mental irritation due to your current
job?

P BT/ 0T AR eyt

8. Do you have headache; developed
after joining your current job?
AR IO TS @RI FAIF 247 TR I
2R et

9. Do you have any skin problem or allergy
to any product you work with?

AT ISHT P& @A FA = 5 @f
T G A =REACR e

10. Did you face any accident during your
work which kept you away from your
work for more than 1 day?

I AT AR G (FI ToT JCBCR fFar
(@ T oy gFies wfie sw Faee
A2

11. Do you experience any other health
problems related to your work?

T IO FCSE & SR AZHNS
S TR e
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| declare that to the best of my knowledge the above information is correct and complete.

I et R @, S e Sk e wey AfSw @3 e |

Remarks:
ST

Signature of Employee
qART AF

Signature of Sr. Medical Officer/

Medical Officer

MISEERSICOIAC IS C ]

T AFAT-9F =




