CMG HEALTH PROVIDER FORM
PATIENT'S NamE: Dy Pave N

Revided 9/06

VISION
Vision Without Glasses Vision With Glasses {___ N/A)
Distant std. Type: Right‘%, 130. ' Lefta Right &9’3\ Lot AC A0 Color Blind N

ALLERGIES: V\‘Lf_\ﬁr ABILITY TO WORK 6-10' ABOVE GROUND LEVEL

BACK AND LIMB HISTORY

Do you have or have you ever had: YES| NO YES| NO
1. Injured Knee _-__E 8. Disc Troubls >
2. Injured Elbow Y 0. Pain/Sweiling of Joints ' X
3. Injured Arm or Shoulder > 11. Hand or Wrist Pain YC
4. Catches in the Back/Pain X 12. Neck Pain X
5. Dislocation | v 13. Muscle Sprain or Strain X
6. Broken Bones X 14. Back Strain or Sprain A
7. Faot or Ankie Trouble X 15. Physical Restrictions Regarding
8. Slipped Disc K. Any of The Above }5
16. Cther

Please explain ALL "YES" answers: Ny AT K x O 1 Bur S ovd s

v

{Please include dates of [njury.)

1 have reviewed the answers to the "Back and Limb History™ above and state that these
answers have been recorded accurately and are true and (gg\ lr@ponses to these guestions,

Daf ) Applicant Signature: K ),

Check whether:
Normal (N}, Abnormal (A), Not Performed {0Q) >

e MENTS:(Exam notes/results)

1. Eyes 4\'\1 A 8] '

2. Visual Field AN A 0 SomdCed 3950

3. Hernias ceN A 0.

4. Spi N A )

5. Eit‘?:mities - N A O ‘ W

6. Hand Function «/:N a0 et drtaolc, Cere, m
7. Neurological, General -~ N A O 17,

8. Lung Capacity N _ 1« /0 7
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CMG HEALTH PROVIDER FORM page two.
YES| NO

1. Does the applicant currently have a medical condition which would preclude assignment to
somie of the tasks and duties of the Assembler position?

a. If so, please identify the tasks and duties of the similar position from which the employee would be precl
medical reason why you would limit the empioyee from such activities.

2. Does the applicant have a medical condition which would result in a significant risk of substantial harm to either the
applicant or others if the applicant were to perform the tasks and duties of the assembler position?
YES| NO

|
a. If so, please identify the nature of the potential harm, and the basis for your medical opinicn that there is a significant
risk of such harm occurring.

3. Is there a medical reason fo believe that, because of a medical condition, if any, the applicant
is likely to experience sudden or subtle incapacitation such as seizures, blackouts, etc.? YES| NO
|

a. If so what is the medical reason for your conciusion?

f recommend that Suzlon Rotor Corporation obtain the following Medical inforrnation on this applicant before making a final

determination as fo the applicant's ability to begin employment activities as an employee at Suzion:

)-15-05 Coocd, SV~

Medical Provider Signhature

Date

S T
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-~ CMG -
~~pplicant Health Questionaire . -

Namé’%E\{nU ID"QDQ'JA L

Home Phone: ?JQ‘%'(XJ‘S\LO SUT- XS5 QA 25

Job Apphed For: D¢t

** Please answer every question ** Indicate your
answer by circling yes or no ** Any question
answered "NO", discuss with the medical
provider

Occasionally = 1-33% of an 10 hour work shift.
Frequently = 34-66% of an 10 hour work shift.

Continuously = 67-100% of an 10 hour work shift

Definition:
GENERAL WORK SCHEDIULE
Can you work an TEN hour shift? YESHO
Can you work 2.5 hours without a rest break? NO
Can you work §.0 hours unfil a2 lunch break? S/NO

LIFTING AND CARRYING
Can you lift up to 20 pounds continuousiy?
Can you lift up to 50 pounds occasionally?
Can you carry up to 20 pounds continuously? SINO
Can you carfy Up to 50 pounds occasionally? '
Can you lift objests from table level?
Can you lift objests from the floor?
Can you lift bulky objects?

UTILIZATION OF HAND/WRIST/ARM/BODY MOTION
Can you feel with your fingers to pick up or
connect nuts or bolts without seeing them?
Can you handle air guns, power wrenches and

push buttons with both hands? o}
Can you operate foot pedals with both fest? NO
Can you twist or furn your head frequently? YESINO

VESIND

Can you twist or urn you back frequently?

Can yeu perform repetitive motion work with
one or both hands?

Can you perform repetitive motion work with
your upper body and extremities?

Can you perform repetitive motion wark while
handling objects from 1 to 10 pounds?

VISION
Da you have clear vision up to 20 inches? 9
Do you have clear vision up to 20 feet? INO
SINO

Do you have depth perception?
Dc your eyes have the ability to focus on
moving objects?

Esdo
LEswio

MENTAL AND HUMAN RELATIONS CHARACTERISTICS

Can you walk up stairs? Five or more steps?

an you carry outinstructions in written, oral,
or diagram form? Y O
i YES/INO )

an you perform simple addition and subtraction?
-an you read and copy figures or count objects
and recard irformation accurately?

o you have the ability to understand and

recall verbal or written instructions?

o you have the ability to function independently
an work tasks without direct supervision?

o you have the ability to communicate and
nteract with co-workersfsupervisors?

@
@Eo
mo
{esdo
o

11 you cope with stressful situations?

Any questions answered

"GENERAL PHYSICAL DEMANDS
~ Can you balance yourself and parts while working? O
Can you reach to the floor? 0
‘ 0]
C
[

DEGREE OF STRENGTH
Can you stand while working 10 hour per shift?
Can you push objects using force?
Can you pull objects using force?

Can you stoop over repetitively?
Can you reach above your shoulder repetitively?

Can you reach out over 18 inches?
Can you reach within your chest-waist
region to work?

HANDS
Is you dominate hand 100% functional at least

100% of an 10 hour shift? NO
Is your non-dominate hand at least 50% functional

100% of an 10 hour shifi? YES/NO
Can both your hands provide primary assistance

in handling objects frequently? YES/NG
Can both your hands grasp objects on a frequent

and repetitive basis? ES/
Can both your hands manipuiate small objects

ES/NO

{under 2 pounds) frequently?

Can both your hands manipulate farge obiects
{over 2 pounds) frequently?

Can both your hands hold objects in its palm?

Can both your hands have the ability to release @
: o

objects held?
Can the thumb and fingers on both your hands
have the ability to touch/feel continuously?

Can both your hands hold objects with the
- strength of up fo 15 pounds pressure?
Can bath your hands pinch objects on a frequent

and repetitive basis?

WORK ENVIRONMENT
Can you work indoors continuously?
Can you be exposed to temperature extremes
from 65-90 degrees? -
Can you work while expased 1o noise? -
Can you work while exposed to vibration?
Can you work around rnoving equipment?
Can you work around dust, furnes and odors?
Can you wear a respirator?
Can you work around coid air drafts?
Can you work around materials, oils, or fumes
which may cause allergic sensitivity?

- €an you stand on cement floors frequently or for
O

prolonged periods?

Can you work 6-10" above ground level? YESIHNO

"NO" please state what assistance or accommodatlon can be provided 50 you may be able

] L[ o



to perform the essential job functions (i.e. assists, equipment. etc. J

AUDIOMETRIC HISTORY : _
Have you ever had any hearing problems? YES Have you ever had a previous hearing
If yes, when and where? YES/NO  measurement? YESRNO
Have you ever been exposed to loud noises? @VO Did you ever have ringing or noise in your ears? YES
Would you consider your hearing to be: %Good __“Fair ___ Poor. '
In the past 10 years, have any health care providers (including chiropractors) placed medical restrictions on you ‘e @
0

limiting or prohibiting you from performing any of the physical tasks described on this questionraire?

Have you ever submitted a workers' compensation claim? : YE "@
o)

Have you ever been hospitalized in the past five years for a physical or mental iliness?

PLEASE READ AND SIGN: ‘ -
| hereby certify that | have answered these questions to the best of my knowledge and that the answers are complete and
true. | also certify that | will answer any questions asked of me by any health care provider performing a "post offer/pre-

employment physical examination™ on behalf of CMG completely and truthfully.

| understand that 1aisiiied mrormation or sigrificant orMSSIONS either on this questionnairé orto a nealth care provider
performing a "post-examination/pre-employment" examination may disqualify me from further consideration for
employment and will be considered justification for dismissal if discovered at a later date. Further, | hereby authorize all
physicians, practitioners, hospitals and institutions by this form (or by a copy hereof) to give the contracted functional
assessment medical provider, for. inclusion in ‘my medical file; any information they may have regarding the condition of my
heaith when | was under observation or treatment by them. And finally, | allow the medical provider to release to my
employer or prospective empioyer the information contained on this form and any opinions or conciusions that are obtained

T T L ———

as a result of this examination.

| 3%@.-)?31(59) T
ignature

Date

Wu’g“—‘
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REQUEST

SPECIMEN ID

Zf To be completed by
=z B COLLECTOR / DONOR
” Social Security No, Employee No. or cther Identification No. - Speciman Type:
Donor 1.D. Y - i o I 1 Biocd fine
J | Serdd| S\ 7 e ] ol Fluid
MFO (I?onor' Neime - R
: last, firs / 72 Y R R,
or S yx 2 A g AT IS
Bonqr 3 7 1 Refering Py,
aytime pol S [ e L1 Compan
e SO A0 By
DONOR CONSENT 1 cerify that | provided my specimen to the sollsctor, that the specimen container was sealed
with a tamper-proof seal in my presence; and that the information provided on this form and on the iabal affixed to the specimen
bottle is comect. | authorize MEDTOX to release the resuits of the tests o my empioyer, prospective employer, employer
represertative andfor their authorized healthcare professionals.
{% r"‘\\ Monti Day DATE Year
Account # * - A "’Q‘? L 1] |~
A - e . 2 ip— Ao
3 LAAA k‘\;—’ YoAA N I '[,/T/ oA {/_,/f‘{f
, .
Test(s) ( \\
Ordered \ \)
S E%Eigg_?gggte‘j bY  |ncicate Reason E@%ﬁmploymem ek Randomn [ ] Reasonable Suspicion [ otter ispecity):
o (i
Y - for Test [ ]Retimto Duy [ Folow-up ] Post Accident ] Periedic Medical
5% 0 be Completed by #=Spacimen temperature Specwpen ;I'empfratu[’e wlthm 81605
== COLLECTOR must be read within 4 range; (90°-100°7/32°-38°C)
o minutes of collection ] ¥es [ No, Remark Required
To be Completed by COLLECTOR 4 Collection Site Phone No. Fax No.
EE !
: Gollection: Site Location: Facilify and Address T } & B A é\ ) 4 DER )
FERRIETTON ST ML
o Date and Time of Coflection  Month Day Year Hour Minudtes
‘ I | , ! =T .
~ - i Va1 175 I A P ’Ef’ ;
QY T/ VA0 |/ nis ) :
Remarks Concéming Colléction T DATE = 7 e (1 pm

I, the collector, by signing below certify that the specimen identifi

A,

Gr's Name (First,/MI, Last)

eﬁg,en this form is the specimen given to me by the donor identified above and that it has been collected,
labeled, sealed and released fo the Delivery Service noled in a?e ,rdance with applicable requirements,

s ~ m
. r el
¥ ) ,f’ /g” ot f,ﬂm_wﬂw_’),mmﬁ_wx

Sig};éiu;.lre of Collector -
VYT ) _,.,)

SPECIMEN BOTTLE(S) RELEASED TO:

Mame of Delivery Service Transferring Specimen to Lab

JEDHL ] Local Courier
d ] Other

COPY 3 - GIVE TO SUBJECT

A-12b (1/08} mfg. 11/07
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STEP 1 .

STzP 2.

STEP 3.

INSTRUCTIONS FOR COMPLETING DRUG TESTING CUSTDRDY AND CONTROL FORM
Use ballpoint pen, press hard. and check aii copies for lagibifity.

if the information in STER 1 has not bean completed, collector /doner completes STEP 1, including the doney consent. Than check the appropriate box
below in the test{s) ordered section. Ensure donor provides his/her daytime phons #.

Indicate reason for test - Check the appropriate box.

Upon receiving specimen from donor, check specimen temperature. This must be accomplished within 4 minutes.
Check block marked "Yes" if temperature s within range.
If specimen temperature is not within range, check block marked "Mo,” and complete remarks saction.

Secure cap on specimen bottle {containing at least 30m! of urine} and affix specimen botile seal labelied A over the cap and down the sides of the
spacimen boitle. Make sure the boitle is closed securely.

Record date on speciman botlle seal,

Instruct donor to initial the specimen bottle seal.

Complete STEP 4 with the name and address of the facilily 2t which the collection is taking place

List a business {elephone number and fax where collector can be reached.

Record any unusual occurrences concarning the collection {e.q. donor refusal to provide information/sign certification staterpent, specimen collected
under direct obsarvation, suspected adulteration) in the remarks section.

Record date and time of collection.

Print and sign name as coliactor and check appropriate courier box.

“This constitutes the external chain of custody. Sample cannot be processed if this section is not completed properly.

COMPLETING THE COLLECTION PROCESS
Unon completing the STEPS above, give donar his/her copy, Copy 3.
Donor may leave the collaction site at this point.
Place the specimen bottle and Copy 1 of the Drug Testing Custody and Control Form i the shipping conlainer.
Secure the shipping container. On the shipping container seal, record your initials and the date,
Retain Copy 2 for your records.

[IeTEn



