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ATTENTION, SENDER:

PATIEN NAME:

Bladc

_ Righord
1o

CC:

O PLEASE REVIEW

%URGENT

[l PLEASE COMMENT

OREFLY ASAFR LIFYi

CONFIDENTIAL HEALTH INFORMATION ENCLOSED

Health care informatian is persanal and se
approptiate authatization from the patient of under cireumstancas U

neltiva information related to a person's health cara. Itis being faxed to you after
fat do not require petisnt authorization. You, the recipent, are

abligated to maintain this infarmation in a aafe, sacure and confidential manner. Re-disciosurs without additional patient consent ot

a permited by law is prohibited, Unauthorized redisclosure of failure to maintain configentiality could subject you to penaities

described in federal and state iaw,

. IMPORTANT WARNING: Tnls message is intended for the use of the persan or entity to which it is addressac and may
contain informatian that is privilaged and confidential, the disciasurs of which |s governed by applicable law. 1f the reader of this
message Is not the intended reciplent, you are heraby notified that any dissemination, distribution or copying of this information is
STRICTLY PROHIBITED. f you have raceived this message hy atror, please notify s immediately and destroy tha related

MEsEAgE,
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/4 Revided 9/06
PATIENT'S NAME:
VISION
Vision Without Glasses Vision With Glasses (___ N/A) ‘\‘
Distant std. Type: Right’ ﬂ&b Left _é?_(')l'g O Right Left ColorBlind Y __
ALLERGIES V\LB“ ABILITY TO WORK 6-10' ABOVE GROUND LEVEL
BACK AND LIMB HISTORY
Do you have or have you ever had: YES[ NQ YES| NO
1. tnjurad Knae - #. Disc Trouble X
2. Injurad Elbow K 10, Pain/Swelling of Joints ¥
3. Injured Arm or Shoulder 11. Hand or Wrist Pain X a
4. Catches In the Back/Pain E 12. Nack Pain A
5. Dislocation 3 13. Musclg Sprain or Straln §
6. Broken Bones X 14. Back Strain or Sprain
7. Foot or Ankle Troubla 5 15, Physical Restrictions Ragarding
8. Slipped Disc - Any of The Ahove X

16. Othar

Please explain ALL "YES" answers: ‘“’Q: bokeacd  (oad ” b LA danig i B S CvH0

(Pleass Include dates of injury.)

| have reviewed the answers to the "Back and Limb History" above and state that these
answers have bean recorded accurately and are true and complete rasponses to thasa guestions.

Dﬂtﬂ{?&) Applicant Smnntum@

Check whather:
Normal (N}, Abnormal (A}, Not Parformed {O)

COMMENTS: (Exam notas/rasults)

1. Eyes _ A __ 0O
2. Visual Field : __A__ 0O
3. Hernias N__A__O
4. Spine N __A__O MM
5. Extremities N _ A__ 0O
6. Hand Function 7[_N 0
7. Neurological, General =N 0
8. Lung Capacity SN K0
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CMG . ALTH PROVIDER FORM page /0.

1. Does the applicant currently have a medical condition which would preclude assignment to
some 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 precfuded and the
medical reason why you woulid limit the employee from such activities.

2. Does the applicant have a madical condition which would result in a significant risk of substantial harm to either the
applicant or others If the applicant were to parform the tasks and duties of the assambler position?

YES! NO :/
a. If so, please identify the nature of the potential harm, and the basis for your medical opinion that thers is aAignificant

risk of such harm occurring.

% 1s there @ medical reason to believe that, bacause of a medical condition, If any, the applicant
is likely to experience sudden or subtle incapaciation such as selzures, blackouts, efc.? YEB! NO '

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

| recommend that Suzion Rotor Corparation obtain the following Medical information on this applicant before making a final
detarmination as to the applicant's ability ta begin empioyment activities as an employes at Suzion:

/*"" /7#53/ ‘ Q/w‘u S’/M/—

Medical Providef Signature

Date



