MEDICAL EXAMINATION FORM
Doc no: M4/HSIE/4054, Rev no-00, Issue date:21-09-20
FORM X1

Certificate Srano: O
Project: Qm’?lu\, 7 )50\

Examining doctor's name: \,D /\\\/H’f) C\ Date: 24 /08/2025 Time: \0. 2% AN
Name | Father's Name | Datcof | Identification | Sex Address/ ()L('I_I[')’;III‘(;I-IT
Bir th/Ag,c Marks Residence Designation
) N = . \,( *O{A)O(Y\L\ ”\I)(\M
™~ (XS ‘q&k F\W\O\Q. (W AN Y& - P
Frangtn  Kame 3(\&(l}\(\n\<\v\ &/ / M [Dharrmevaow Qy. Erainat?
AN[N g "
Car) VW - 6%6 105
Medical and occupational history
Clinical Examination with particular reference to: L 1
ALt )
1. General Physique: Height & Weight: —!89--CM -@----KG, BPE-OJ-I\?---- Pulse Rate--=-=- min

e
Blood Group: O b (Lab report must be attached)

Vision: CN)
-

!J

W

4. (P\ 3

5. Breathing: (" n ’)

6. Upper Limbs: ,\\)
7. Lower Limbs: (N ')
8. Spine: CN )

9. Vertigo:( I\))

10. Epilepsy: ( N >
11. General (Mental alertness and stability with good eye, hand and foot coordination): CN.)

Any other tests which the examining doctor considers necessary.

fammN
I hereby (igfify that I have personally examined (name),. 'va\{«n“{wr(\fr ............. son/deughterAwife of
............ ABAAAYWY, ... residing at.......:l(.‘mlj.. M vuireererieeeensesnenaennaeaee.Who is desirous of
being employed in building/Factory and construction work and that his/ker age as nearly as can be ascertained from
my examination is..... BL‘........years and that he/she is fit for employment in. F % TRCAR— as an
adult/adeleseent.
Reason for —

1.Refusal of certificate ...........

2. Certificate being revoked.........cccoveeiirracucreninniiniiiiisinisionersrisessssssainne ‘K/ ...................

Signature/Left hand Thumb Signature with Scal of

impression of worker Medical Inspector/C.M. O
Registration No: Ij‘ OHS

Note: Dr D AR

1. Exact details of the cause of physical disability should be clearly stated. Gq No NTH’ Mrne

2. Functional/productive abilities should also be stated if disability is stated. Mpdc O 14 10a. °

e |
‘Wd"lur Or *;)-Jda“q'
aih




MEDICAL EXAMINATION FORM
Doc no: M4/HSE/4054, Rev no-00, Issue date:21-09-20
IF'ORM XI

Certificate Sr.nos —- Qoo

Project: Qm?/w\_ "mla)\

Examining doctor’s name: \:D Av\/v\ Wm Date: 90 58/ 2002 Time: \¢, 30 am
Name Father's Name | Date of Identification | Sex Address/ Occupation/
Birth/Age Marks Residence Designation
H mol in \ihhaal\&m?umm )
- . 0y s SUALGY . Lenuor.
Plex fE\Y\CAL\SC\(\ ?\%M&Q\L \3/ Né«}' svd |M TU\\'\Q{)Y!\. - o
(24) chost N - 608 502 | “lechricion
Medical and occupational history
Clinical Examination with particular rcfcr‘ci;cc to: a‘ )&bmm 'Hf? ' IVY;W
1. General Physique: Height & Weight: --'--9—'---CM -------- KG, BP-----teeeee Pulse Rate------}----
e
2. Blood Group: --'-Abt(---- (Lab report must be attached)
3. Vision: (N >
4, Hcaring:(_N)
5. Breathing: (" )
6. Upper Limbs: (1
7. Lower Limbs: (N
8. Spinc:CH )
9. Vertigo: U\))
10. Epilepsy: \N\
11. General (Mental alertness and stability with good eye, hand and foot coordination): CN )
Any other tests which the examining doctor considers necessary.
3t N
I hereby certify that I have personally examined (nam;i L7nex .t ;| O son/dauvghterAvife-of
.............. MA.................residing at...damInedas () who s desirous of
being cmplaf ih buildipg/Factory and construction work and that his/her-age as nearly as can e ascertained from
my examination is....=5......... years and that he/she- is fit for employment in..é% Noivoriiiivn as an
adultadalescent.
Reason for —
1.Refusal of certificate .......ocovuvveiniiiiieiiiiiii i,
2, Certificate being revoKed. ..cooeererrsrreircnsseersssessessersansenssssanosrossnisasinnassssss sosansnai
/‘/'%/L. /""O'?‘. o SN
Signature/Left hané‘%; ;mmb Signature with Seal of
impression of worker Medical Inspector/C.M. O
Registration No: |4\O4&
Note: Ne.D.AR
1. Exact details of the cause of physical disability should be clearly stated. ~ay N‘LI_N;PQH' nove,
' . & KN

2. Functional/productive abilitics should also be stated if disability is stated. Mudeare T iy

' N
Matnur, Oraw.u...u



MEDICAL EXAMINATION FORM
Doc no: M4/HSE/4054, Rev no-00, Issue date:21-09-20
FORM XI

Certificate Sr.no: - Q> .

Project: _Mlm_ \30(5)\

Examining doctor’s name: D )S\ Vintia Date: 96 /ofl5 005 Time: \¢y . 20 A
Name Father's Name | Date of Identification | Sex Address/ Occupation/
Birth/Age Marks Residence Designation
. 05/08& /\qqc\ R cud Bess 200 lon orpatll
\J'\N\Q,\\\ e aam on efb howd M ki S Technagion.
\Q t& Lolom,
(21) N -h2b 00b
Medical and occupational history
Clinical Examination with particular reference to: -
o b8 o Aa,  Vlo[Fomm Py Qﬂ-/m'w
1. General Physique: Height & Weight: -=22-- CM -—----1 KG, BP-----meeee-- Pulse Rate-------7---
2. Blood Group: ----& ------- (Lab report must be attached)
3. Vision: CN )
4. Hearing: (N )
5. Breathing: Lr\\ )
6. Upper Limbs: ( N )
7. Lower Limbs:(ﬂ)
8. Spine: (M)
9. Venigo:( h))
10. Epilepsy: ( N)
11. General (Mental alertness and stability with good eye, hand and foot coordination): CN)
Any other tests which the examining doctor considers necessary.
I hereby certify that I have personally examined (name) ..... \ﬁ NEEN e, son/daughter/wife-of
.......... WA ............Tesiding at....ceeeneee JRAMIPTXM..eeeeiiennnnenenee...Who is desirous of

being emploYed in bulding/Factory and construction work and that histher age as nearly as cgn be ascertained from
my examination is...... Q.L.\.......ycars and that he/she is fit for employment in.~3 a.gr.\. ............ as an
adult/edetescent.

Reason for —
1.Refusal of cerfificate .......comaimorcosass
2. Certificate Ping vevoked. ... . cccassssensersoessassaisneisassms savsessvssmsnunavas sms siws snwn ses xnnrgfflyos vns vasassssssasne
ot
Sigrfature/Left hand Thumb Signature with Seal of
impression of worker Medical Inspector/C.M. O
Registration No: 141048

Note: 3.
1. Exact details of the cause of physical disability should be clearly stated. I ’GD- ARVINTH MR

; . ooy oo T (LR ! RS.
2. Functional/productive abilities should also be stated if disability is stated. oo ‘4 Mo: 1491 ogqg '

e o HOS Iy

ur, Oragadam



MEDICAL EXAMINATION FORM
Doc no: MI/HSEM054, Rev no-00, Issue date:2 1-09-20
FORM XI

Certificate Sr.no: ---Q-ﬁ---..---..

Project: ﬁm?[tlls_,_ <o [a)_\_
Examining doctor's name: .D ) A“Vi VT"R

Date: 20 /68 2094 Time: |0, Y0am

Name Father's Name | Date of Identification | Sex Address/ 68cupntion/
Birth/Age Marks Residence Designation
A Mol on Koh\har, n ate
. & O\ /62 [200% Shapas
\ndc\a Kuman &\&AN\(\\‘&SL\A foal Flowdd [M 0 [Kun who Ao, | L
I (12 WD =210 202 | \echnicdon
Medical and occupational history
Clinical Examination with particular reference to: -
. . . B 66‘/y V10 g0 ™ Hg/ I | min
I. General Physique: Height & Weight: -1-2-2-- CM -eeeeee- KG, BP-----deceeeen Pulse Rate---=--f----
e
2. Blood Group: ----;b_ ------ (Lab report must be attached)
3. Vision: QN )
4. Hearing: (N)
5. Breathing: b‘)
6. Upper Limbs: C,\\v
7. Lower Limbs: (N )
8. Spine: CT" )
9. Vertigo: (N)
10. Epilepsy: ( N)
I'1. General (Mental alertness and stability with good eye, hand and foot coordination): CJ\\)
Any other tests which the examining doctor considers necessary.
I hereby certify that 1 have personally examined (ﬂmc,,l\c ..... V;&J\C)J{L\WY‘Q .............. son/daughterAvife of
.......... r.&\ m...j)(.m......rcsiding at..Utlon 'ﬂ((’\.t =Moo Who s desirous of
being employed in building/Factory and construction work and that his/her age as nearly as can be ascertained from
my examination is....Tﬂ .......... years and that he/she is fit for cmployment in.Q &Qx\ .............. as an
adulVadoleseent.
Reason for -
1.Refusal of certificate ............
2. Centificate being reVOKEd. ....o.uunviiiiiiiiiiee s, ﬁ/ ..................
Signature/Left hand Thumb Signature with Seal of
impression of worker Medical Inspector/C.M. O
Registration No: 1/\0) &
Note: Non
I. Exact details of the cause of physical disability should be clearly stated., : ARVINTH' MBDS
2. Functional/productive abilitics should also be stated if disability is stated, "l' €w. NO: 19y, "
Veoecare Hosaaug

Matnur, Oraguy,,,



MEDICAL EXAMINATION FORM
Doc no MO HSE 08, Rev no-00, lesue date 210920
IFORM NI

&
Certificate Srono: - R

Project: A \‘Ql o\ J\..\\A \

Examining doctor's name: J\. ‘-’\\\'. A Dnte: 50 6l n0n, Time: \0 2 A

B Name T Father's Name | Date of Tdentification | Sex Address/ Ocenpation/
| . Bivth/Age Marks Residence Designation
b ' N— ,.

| | N male \lf“\’ﬂ)'"’\"\"r‘h"‘ 'Prrocaats

| | = W ‘

| | 1 Jen [raak e e 4.

}‘.\\.‘l.\:\\v\\\ r‘ “\\\‘“ (0[' ) »\wn[ M L\\‘\n(sr&‘ R !l { \QCL'; .S ain
¢ v (?f‘\ B - b2k Sol l i gt

' Medical and occupational history

~Clinical Examination with particular reference to:

10
1. General Phwsigue: Hewght & Weight: -l--'}---(‘.\

x: lo[co mm | 'Qﬁ}m}n
1(-?---(-\--}{(;, BP----- I ------- lglsc Rate-----f----

2. Blood Group: -thl (Lab report must be attached)

Viston: C N \

4. Heanng: (N )

5. Breathing: L‘\")

| 6. Upper Limbs: (N

; 7. Lower Limbs: QN\

j 8. Spine: N\,

' 9. Vermtgo: ( ,\\,3

10. Epilepsy: ()

1. General (Mental alertness and stability with good eye, hand and foot coordination): C N )

‘e

f
- Any other tests which the examining doctor considers necessary.

i

I hereby cerufy that | have personally examined (name) e Madevkamy son/daushteriwie of
............... .J.Cb.'?m.................residing atlnml\M\A—who is desirous of
being employed in building/Factory and construction work and that hisser age as nearly as can be ascertained from
my examination is.....o¢......... years and that he/she is fit for employment in...\% . < VR as an
zdult adaleccen:

Reason for —

1.Refusz] of centificate .......................

2. Centficate being revoked

....................................................................................................

/]
Signﬁ‘d?g%mumb

impression of worker

Signature with Seal of
Medical Inspector/C.M. O
Registration No: 41043

Note:
1. Exact details of the cause of physical disability should be clearly stated. Dr’D°ARVINTH MR
2. Functional/productive abilitics should also be stated if disability is stated. ‘feg. No: 14 )’(; Ay
I\‘qurn H &
= ospng)

Watnur, Ul"dud(l.uu



MEDICAL EXAMINATION FORM
Doc no: M+/HSE/4054, Rev no-00, Issue date:21-09-20

FORM XI
Certificate Sr.no: -8
Project: _ ey Aolan
Examining doctor’s name: :D A*(Vpu it Date: 2 | /nfomsay Time: 10,30 AM
Name Father’s Name | Date of Identification | Sex Address/ Occupation/
Birth/Age Marks Residence Designation
A el on KGL\O\MB(cu:t\:*
Vtlapu¥ham [ Vosk p1/o3/0b | 4 M| Argela, \echnicdan,
1) N - b2 RO2 .
Medical and occupational history
Clinical Examination with particula : reference to: o B b - o
: EES 63 “Oh‘ommuq) (‘]o}mm
1. General Physique: Height & Weight: =---=-- CM - KG, BP---aeeeeeeeee Pulsc Rate----f------

Blood Group: /\?-'V_é,- (Lab report must be attached)
Visi(m:( N )

Hearing;: (Nw

Breathing;: ( M ’)

6. Upper Limbs: ( P\)

7. Lower Liml)s( N)

8. Spinc:& N )

9. Vertigo: Q\)j

10. Epilepsy: Q\)’\

1. General (Mental alertness and stability with good eye, hand and foot coordination):( f’)

A LN

Any other tests which the examining doctor considers necessary.

I hereby certify t{\g I have personally cxamincd,_(namji oNelass o son/daughter/wife of
........................ W residing at...)ami "'5"‘Ll-L ceeteererieeiiieneaieeenn....who is desirous of

being employed in building/Factory and construction work and that his/kes age as nearly as can he ascertained from
my examination is......<=. F.....ycars and that he/she is fit for employment lnﬁia&?)ﬁ ............ as an
adult/adeleseent.

Reason for —

1.Refusal of certificate ..............

2. Certificate being reVOKed. .. .. ..o

Signatu cft hand Thumb Signature with Seal of

impression of worker Medical Inspector/C.M. O
Registration No: |4\048

Note:

I. Exact details of the cause of physical disability should be clearly stated. =~ DT.D,ARVINTH, M58,

2. Functional/productive abilities should also be stated if disability is stated. Reg. No: 141043

Mz=deare Hospital
Wiathur, Oragadam



MEDICAL EXAMINATION FORM
Doc no: M4/HSE/4054, Rev no-00, 1ssue date:21-09-20
FORM XI

Certificate Sr.no: .
Project: _ AeDlwn  Nalen

Examining doctor's name: ‘_?‘ )\\ V‘;ﬁ”\r Date: 2\ /a8/265 2 Time: 16.2%0 AM
Name | Father’s Name | Date of Identification | Sex Address/ Occupation/
Birth/Age Marks Residence Designation
‘ . nCLL" Scar C}\J'[{AMLQMM f,)sgoc{o‘(g
ARINASH  Roavichandion/ b/ 2000 ] Lefh hand |y |Cndldelone
A (22) TN - bog 0o\ | (lechnician.
Medical and occupational history
Clinical Examination with —p':'arlicular reference to: | [ N
. wmm = \
1. General Physique: Height & Weight: 1-:}---5--CM?-:-1---ﬁ-KG, BP--Q--(-)--:-h?---- Pé]sc Ratc-:{% o
2. Blood Group: 35— --------- (Lab report must be attached)
3. Vision: Q‘l )
4. Hearing: (N)
5. Breathing: (N)

6. Upper Limbs:(n \
7. Lower Limbs: ( H)
8. Spine: (l\\ )

9. Vertigo: ( N >

10. Epilepsy: LN§
11. General (Mental alertness and stability with good eye, hand and foot coordination): €, )

Any other tests which the examining doctor considers necessary.

I hepeby certify that 1 have personally examined (name),,....7. b“m(\s"t ..................... son/daughteriwife of
..... ﬁx.\.‘f.@......'i.\fc\.'.f}'...............residing at....... &AM oowho s desirous of
being employed in building/Factory and construction work and that his/ker age as nearly z\x—sgzan be ascertained from
my examination is..... 2%.......ycars and that he/she is fit for employment in.SRWUHvs.............. as an
adult/adeleseent.

Reason for —

1.Refusal of certificate ...............
2. Certificate being reVOKEd. ... ..uiuuuiuniiniiieeeeii g
Signat;urié/chtrH:-lnd Thumb
impression of worker

Signature with Seal of
Medical Inspector/C.M. O

Registration No:) L]\oAg'

Note:
1. Exact details of the cause of physical disability should be clcquy stated. Dr'D'ARV"\TTH
2. Functional/productive abilities should also be stated if disability is stated. ; 29. No: 1 4 1!(;;!:&,
(SRS |
‘care Hospira

Wegr
“thur, Omguaguu



MEDICAL EXAMINATION FORM
Doc no: MA/HSE/4054, Rev no-00, Issue date:21-09-20
FFORM X1

Certificate Sr.no: ----- | e S
Project: ﬂpﬂu})__ SOIM o

F,xaminmg doctor’s name: _:l) /(‘(\Ilﬂ‘H\ Date: 90568/ 209.% Time: |0.%0 6.
Name Father’s Name | Date of Identification | Sex Address/ Occupatinmn]
Birth/Age Marks Residence Designation
Scan on Madha Reflou: e fe)
Maia ﬂn#m& Tohn Rotco  [1Boa /1909 @u\\on 51w o, 5 \"§ \
) 90 11/€
@2 AN- 6B 0e5S Frocuiue

Medical and occupational history

Clinical Examination with particular reference to:

168 6‘—}»6 ho[go mm Hey TS}rm'm

1. General Physique: Height & Weight: - KG, BP-—---Zeeeo Pulse Rate-----—-4----
2. Blood Group: BT (Lab report must be attached)

3. Vision: (N)

4. Hearing: 04)

5. Breathing: (N)

6. UpperLimbs:CN)

7. Lower Limbs:(b\)

8. Spine: (M)

0.

Vertigo: Q\))
10. Epilepsy: Q\)>
11. General (Mental alertness and stability w1th good eye, hand and foot coordination): (N\

Any other tests which the examining doctor considers necessary.

I hereby certify that I have personally examined (name) Maoca. A’(‘}‘Una .......... son/datrghter”wife of

........... ohn.. . Eosto.... ... residing at\Aml]W({),M\\ho is desirous of

being employed in building/Factory and construction work and that his/her age as nearly as can be ascertained from

my examination is..... ,21[ ........ years and that he/she is fit for employment in. L R as an

adultadoteseent.

Reason for —

L ReFEE] S CEIIIIBEIE «s.ouvivmsmnavis sen smainin s pacvave o anmmsssmnsssavmsvnsssnsesselinmrins v rels o

2, CErifitane DN FEVBRA. . . vu: covsis svh vas saiTons uivvinen ses omne s #vs mois HHs MASRINS SRANESANNASIA SEETAVORSS v rmapascns o seipFen

Signaturcgicﬂ hand Thumb Signature with Seal of

impression of worker Medical Inspector/C.M. O
Registration No: W \04 8

Note: P' n °

1. Exact details of the cause of physical disability should be clearly stated. AQVINTH .

k=~a. No: 141(;<
ware Hosp: )
Wieinur, Oragadai

2. Functional/productive abilitics should also be stated if disability is stated. W



\

. rh

N -2z

Name Father’s Name | Date of Identification | Sex Address/ Occupation/
Birth/Age Marks Residence Designation
i , %odf};(;
/ i /] 80
Koy Yoelad Hefp

\ MEDICAL EXAMINATION FORM
Doc no: M+/HSE/4054, Rev no-00, Issue date:21-09-20

FORM XI
Certificate Sr.no: —-2.__

Project: MQZJ ‘Xf’aﬁ’ﬂ

Examining doctor’s name: DY S. ) (42004 Kooy -pate: ,é@_;_L Time: __[__l% ha—

Medical and occupational historg"

Clinical Examination with particular reference to:

1. General Physique: Height & Weight: —t&;-CM -—&‘H-KG, BP--L ?P Pulse Rate-:-z;é-—-

. Blood Group: -
. Vision: Bg é [5
. Hearing: NO

. Breathing: gﬁ-'g'@/

2
3
4
5
6. Upper Limbs: ermp
7
8
9

(Lab report must be attached)

. Lower Limbs:
. Spine: W

. Vertigo: W
10. Epilepsy: W :

I'1. General (Mental alertness and stability with good eye, hand and foot coordination): { N >

Any other tests which the examining doctor considers necessary.

. X

I hereby certify that I have personally examined (game) .MQJM,W@&U@[WM& of
\/\V.l‘;l’\dm MY ... residing at....%: ’}-}WAQLLQZ/‘,( ................ who is desirous of
being employed in building/Factory and construction work and that his/her age as nearly as can be ascertained from
my examination is. .“y.‘..g.@...years and that he/she is fit for employment in..fx :y\j,:,@ ,,,,,,,,,, as an
adult/adolescent. :

Reason for -

1.Refusal of certificate .....................

2. Certificate being revoked

N Py
Signature/Left hand Thumb Dr.S. “%\g; el ”/%;‘;30;\5
& . ; NQ. G 17200
impression of worker M MB X tor/C.M. O

o3 RegistratioquaNer Nagar,
Note:

Sriperumbu;z;;g . 502 105,
1. Exact details of the cause of physical disabilit

b y should be clear :
2. Functional/productive abilities should also be stated if disabilil?i??t:ie‘d.

(% scanned with OKEN Scanner



MEDICAL EXAMINATION FORM

Do no: M+ /HSE/4G54, Rev no-00, [ssue date:2 1-09-20
FORM X1
Cortificate Se,nn; el

| riec pmPos, 5010 B
Faamining doctor's name:  POYC NAIN2N Ko/ Date: 'f?/g]!,:(_ time: 480 Fm .,

Name Father's Name Date of I Identification
‘ Blrth/A;,e l Marks

DRRART ;m}yfr.« wmfg 94[1 //Wﬁ&nm )mru’.q (80 YLQMMM# S’o/’m

Rcsi(luncc " “c\i"nuum

vEL., W .

Mulu al .md mwpalmnal hismry

( hnu ul l xat:nlnlati::r:;vi;l;-parmuhr reference to:
b General Physigue: Heighn & Weight t"?- --CM --L.LLK(, Bl’---{&#?%"“l“ R““"“"?""b/wn '

’ . Blood Group: ~--eemeeemeeee (L.ab report must be attached)

Eob 3 Visom B g é/,b

' 4. Hearing: Ny rns

l!rcamingf 8ps '@,

ho Upper Limbs: — Nogaaef Ny

7. Vower Limbs: TV

% Spine: I

4. Yertigo: 99?

10 Epilepsy;  pa /f

1 General (Mental slertness and stability with good eye, hdlld and foot coordination);

 —
»o

o —

Ay other tests which (he u.umnm;, doum umsldcrs mccss.m

/ | herelyy (-m! thit | h.n ,Lrwni”/ (.Xdlnn—nit:FE;d'l;L—)““— ;Olijg.t.(ypen——mm ;..}h(w,\\”c
k(lf) "(l ln{’:flv /0 aesiding at........, jpmz S who iy :dc\“_“ i

h b g emplped in b ml ding/Maltory and construc nm orl» ahd thathis/her age us ne: irly as can be d\““ wned 1
n My wramination 15 ,,) e ycurs und that(hedhe is (it for employment in.. n 14 )
i whislt/udolescent, hn - el
) Meason for -

I Pietusad of cenificate ...,

e ¥

74 L el ificists \ ‘., rievoked L B v
| )? ........
b P-s
VMMML‘{! Jvandd Thamb Siu NA EWWAR MBAS,
A :.‘mﬂmmﬂ il worker ROt ND \""“99
Rl‘(&il’ )u e tan
¢
EALH NS

: “wu
fobraid dangits of i vatse of pi
, : pliyzival disability should be clearly state
28 kil "elcitve absilities Mmuld U‘K) b mtw lfdimblmy 15 ;l;;Jed

i
J
7

(¥ Scanned with OKEN Scanner

Sex © Address/ | Occupation

)'Y P BN

ol

1
iy

Wi

i




[N R

\1 MEDICAL EXAMINATION FORM
Doc no: M+/HSE/4054. Rev no-00, Issue date:21-09-20
FORM XI

Certificate Sr.no: — 2 2=
Project: FﬂmU/( P ¢ fJ/tlﬂ
Examining doctor’s name: J{)} ‘Waveeh Fumesl  Date: [_G_/i/ = 3 Time: 7|ﬂm

Name i Father’s Name | Date of Identification | Sex Address/ Occupation/
i Birth/Age Marks Residence Designation

__kom Bl pr ueler

| Medical and occupational :history I

Kpupwt éﬂwm Ot etfoeos _ﬁmim,&muw-wow

| Clinical Examination with particular reference to: l)
YY)
1. General Physique: Height & Weight: -Labcm 146 kG, BP-J20[20  pyise Rate-----"ﬂ?-[ y

2. Blood Group: —————- (Lab report must be attached) mw
3. Vision: ’?'6[6 bbé&

4. Hearing:  YvG&RwaH

5. Breathing: @W £

6. Upper Limbs:

7. Lower Limbs: '

8. Spine: N
9. Vertigo: NDH‘V‘O"L -

10. Epilepsy: —

11. General (Mental alertness and stability with good eye, hand and foot coordination):

TAnv other tests which the examining doctor considers necessary.

,A K}-’\A | e / —— .
reby certify that | have fersonally examined (name) ... M>VIMW e soyaaughter/wife of
Y N IV /........residing at........ %"} l AL e S tio is desirous of
being employed in building/Facto and construction work and thay his/her age as nearly as ):;\n be ascertained from
my examination is.. r.%%ears and that he/she is fit for employment in... 2" j ........ as an
adult/adolescent. '
Reason for—
1. Refusal Of CEMIICALE «.ovvvenneeeeriimeiieee e e e e
2. Certificate BEINE TEVOKEA. ... e.veeeimnieeesiee st -
; o M/B«B"s'
Dr.S NEVC‘_{,“-‘}@U%&%’
Signature/Left hand Thumb Slgn‘,:l_ﬂf}gii\:;m)_, jeh! o,
impression of worker . M§°"°§YJB-‘RPW““3'?'§'§]§
; " l“g'&mﬂw (- WU~
Note:

I Exact details of the cause of physical disability should be clearly stated.
2. Functional/productive abilities should also be stated if disability is stated.

DR — o e . e
Rty e T e N Gk s e e e

SRR

(% scanned with OKEN Scanner



. ’ MEDICAL EXAMINATION FORM

N\ Doc no: M+/HSE/4054. Rev no-00. Issue date:21-09-20
‘ FORM XI

Certificate Sr.no: —-214—-——-
Project: nmpfux Knﬁn

7 % vt s { 4

Examining doctor’s name: ».8 / Date: '), /f’f’,.%’//-ﬁ fine: 11 fotr)
Name Father’s Name | Date of Identification | Sex ; Address/ i Uu’n;ﬂn’-w/
Birth/Age Marks I | Residence Designation

il i

) L, S O, todo i
E‘ié:\- O{LYP)Q ﬁﬁamw 20[[@'4/% ID f'}%’*/yy) [ Q//{/ l{lﬁ/ﬂ,///

Ao //’ ~

rl\xicdical and occupational history 0 _ i}
Clinical Examination with particular reference to: -7 ;'
Vam e ff/r
I. General Physique: Height & Weight: %—CM 1}4(0 BP*lﬁf Pulse Rate-—~=77==
2. Blood Group: ———-—--- (Lab report must be attached)
3. vision: B¢ bbb
4. Hearing: Or
S. Breathing: &B‘}/-
6. Upper Limbs: ZW
7. Lower Limbs: ;
8. Spine: Y@
9. Vertigo: W
10. Epilepsy: .
1. General (Mental alertness and stability with good eye, hand and foot coordinationy:
Any other tests which the examining doctor considers necessary. 1
{ I hereby certify that | have personally examined (name) -/Y‘o /V,Z/W /‘,“,/.//f, ,_,/S()r Lghterwile ,",
M iﬁWJ\@’\/ ............. residing at....... ;é, ///, ,,,,,,,,,,,,,, RO i3 desiros oA’
2 ng eqployed in bunldmngactorv and construction work and that hwhﬁr agc as reé.'i-« as c?a'» be agcertai -‘;d‘; B
| my examination is. Yzcr ......... vears and that he/she is fit for employment in...., 45’ P o
| adulvadolescet. 7 -~ T T - -
Reason for —
2. |.Refusal of certificate ...................ocooooee
2. Certificate being rcvoked e
in D' 9 r o~
Signature/Left hand Thumb HA/‘E"KU'»[/Q /
Ne impression of worker ;‘:;g;;g{;?h 5 “';,"9 23,
e o filghe 60‘ B 0
71.; ' f‘éﬂmmg”‘*‘w:e:»;
2. Note: £ I'JF 3,
I. Exact details of the cause of physical disabilit .
. : ” y should be clearly star
2. Functional/productive abilities should also be stated |fd|<.abxmyy,¢ f!:f::d, -

e
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X MEDICAL EXAMINATION FORM
Doc no; MI/LISEE/A054, Rev no-00, 1ssue date:2 1-09-20
FORM XI

Certificate Sr.no; ----2=Jeceeee-e

Project: e
" Ay B
Examining doctor’s name: _ [y » C 2L A7) /f/’ﬂl/kj{)_/l)nl«: //; i % e // 27 /‘)"/ ,
Name Father's Name | Dateof | Identification | Sex Address/ Occupation/
Birth/Age Marks Residence Designsation

erascban) oo8 - \oolo hp sy Vg v sl

Medical and occupational history S :

Clinical Examination with particular reference to: » - g(lf / =
I. General Physique: Height & Weight: W{--CM -‘g):}-K(i, l)l’-j!)g)j‘:bzt"y/tll!.c Rn!c---a--/'/-’ )-A/V)
Blood Group: ==-s=sssemaeus (Lab report must be attached)
Vision: @3 !3
Hearing:  pdomn
Breathing: @/B'S

Upper Limbs:

Lower Limbs: Hy

Spine:

V0o N o oA W

Vertigo:
10. Epilepsy: —

11. General (Mental alertness and stability with good eye, hand and foot coordination):

) A |
I hereby certify that I have personally examined (nampg) oy (A Lo, (jl/f%/ .......... ';";ﬁ()zllgilll[;ljl_(—.‘;/h\;vﬁg(')f
........... _PW................‘...rcsiding B iy /.)/)../w,zgﬂ,m/).b(ilﬁul/.l/.%..f.....'WIIiu is desirous of
being employed in building/Factory and construction work and that his/her age as nearly as can be ascertained from
my examination is...252))....years and that he/she is fit for employment in....f&]\n‘ ADYuey S N
adult/adolescent. <
Reason for —

1.Refusal of certificate ............

Any other tests which the examining doctor considers necessary.

2. Centificate being revoked

............................................................
-----------------
.........................

N—"
nSignauyERNIKSIRNGT, MB.6S.,
M c(licnlénnuctdﬁ?&‘i!?!z 0
Regi ) spit
Note: 'Hf,(,‘f’mr”%nﬂ'vmg)hlnda:r P:SE,];U.
. ' Spperumbudur G2 ;
1. Exac!'delalls of the cause of physical disability should be clearly stated, Sip
2. Functional/productive abilities should also be stated if disability is stated,

Signature/Left hand Thumb
impression of worker

(% scanned with OKEN Scanner
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\ MEDICAL EXAMINATION FORM
Doc no: M+/HSE/4054, Rev no-00, Issue date:21-09-20
FORM XI

Certificate Sr.no: b

project: __ pmaled  Kotan

Examining doctor’s name: MW&M Date: ,r_é_/ﬁ?" Es Time: //'% -
Sex

Name Father’s Name | Date of Identification Address/ Occupation/
Birth/Age Marks Residence Designation

Yuara” (Cotbalify Jou i, fsd, e T ol

Medical and occupational history

Clinical Examination with particular reference to:

< ’
1. General Physique: Height & Weight: ,25-CM »@.ST -KG, BP@--M{-L Pulse Rate-ag-gf/m

Blood Group: -——--—------- (Lab report must be attached)
Vision: B{l/ él’é n

Hearing: (\elx
Breathing:

-

Upper Limbs:

Lower Limbs: w &
Spine: W

Vertigo: W

10. Epilepsy: —

I'l. General (Mental alertness and stability with good eye, hand and foot coordination):

A T S N e e

Any other tests which the examining doctor considers necessary.

N
| her::by certify that [ have personally examined (name) .. N, Vs 5 v e (,é?&aughter/wife of
WJJM LI oee. .. residing at.....gib‘;. AN arahod ot S 5 is desirous of
being employedin building/Factory and construction Work and that his/her age as nearly as can be ascertained from

my examination is.wwars and that he/she is fit for employment in... qﬂ,{@ ........ as an
adulv/adolescent. g /\)’n

Reason for —
I.Refusal of Certificate ..........ovnvneeeiee e eeee e eeeiis

2. Centificate being revoked

. P S NAERN KOV
Signature/Left hand Thumb Sigﬁﬁmwm'ith VA ré'}BB.s,'

impression of worker o, MediaP 1hépeetotsq M. O
%?g&?ﬂm Nadar Nagar'

Note: - €02 105,

. Exacl.dctails of the cause of physical disability should be clearly stated.
2. Functional/productive abilities should also be stated if disability is stated.

T R R R e BN b et ol sl T S il W —
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MEDICAL EXAMINATION FORM
Doc no: M+/HSI/4054, Rev no-00, Issue date:21-09-20

FORM XI

Ccrﬁﬁ(‘.’ltc SEN0} ~cecmmmee e
Project:
~ " L] O O 5 . . l 2 ’ I’*_ v
‘&xnmming doctor’s name: B, 'A“\/\ nin I)ntc:‘s__)_/i ’ Time: );
Name Father’s Name | Date of Identification | Sex Address/ Occslpati.on/
Birth/Age Marks Residence Designation
‘\_‘

\ . OV Tivowaly
PR Mg 4160} 250 ?éﬁﬁm " | s

Medical and occupational history

| GoneralPhysique g o 115 en 2.2 g 12 0 68
- General Physique: Height & Weight: CM KG, BP----eemeeeee- Pulse Rate
Blood Group---ikt-\f:«---(Lab report must be attached)

Vision: I\\oﬂW\L

Hearing:  Nownel

Breathing: gyl

Upper Limbs: nNonmel

Lower Limbs: fenema L

Spine: QAWW"*L

Vertigo: N

10. Epilepsy: Nt

11. General (Mental alertness and stability with good eye, hand and foot coordination): P\M

Any other tests which the examining doctor considers necessary.

Clinical Examination with particular reference to:

o

O 00 NN W

I hereby certify that I have personally examined (name) A'_‘_{’\S_’ . 1) T . son/daughter/wife of
AMh................residing at...... diyuwz g ...lam\..f.‘(&u..‘......... ...who is desirous of
being employe:@q building/Factory and construction work and that his/her age as nearly as can be ascertained from

my examination is.....2-%7..  .years and that he/she is fit for employment in......... .. ...
adult/adolescent.

Reason for —
1.Refusal of certificate ........................._

ceeee.....dS o an

2. Certificate being revoked............ .

Signature/Left hand Thumb Signature with Seal of

impression of worker Medical Inspector/C.M. O
(7‘}(‘,2: Registration No: |H1OH K
Note:
1. Exact details of the cause of physical disability should be clearly stated.
2. Functional/productive abilities should also be stated if disability is stated.
Dy.D,ARVINTH, usas,,
Reg. No: 141048
Wrccare Hosphidl
Wiatnur, Oragadam



MEDICAL EXAMINATION FORM
Doc no: M+/1S1/4054, Rev no-00, Issue date:21-09-20

FORM X1

Certificate Sr.no: «———eeeeeeeeee s

Project: . -
Examining doctor’s name: 23 )’\‘V\ﬂ“\/ Date: VB /‘0/909 2 Time: 1217 ,’)_ﬂ}
- Name | Father' «Name | Dateof | Identification [ Sex | Address/ | Occupation/

Birth/Age Marks Residence Designation

SS—— ——

| A A &con OV O T W,
A“ﬂﬂ&m\m@ V| Vapyp tech b | vijlaaa g5 M Ul
J\ k) l l @,(WN'\ ' “Tam 'mc{,u.

Medical and occupational history

Clinical Examination with particular rcfcrcnco to: !,90 0 rmm Yo
1. General Phy: \iqug Height & \ch_.ht ----- '.l CM ﬂ?.-ll\o BPcsssicacases ulse Rmc-----—--,/-'”w"
2. Blood G roup-—-g-—--—--(Lab report must be attached)

Vision: l*lo\*rr\'\xx

Heaning: Noemed

Breathing:  fNgerall

Upper Limbs:  nypnal

Lower Limbs: alremall

8. Spine: pvwyel

9. Venigo: A2komn/

10. Epilepsy: ’\\’

11. General (Mental alertness and stability with good eye, hand and foot coordination): %\OWL .

4

da

o

=]

Any other tests which the examining doctor considers necessary.

I hereby certify that I have personally examined (name) AJI l‘}m son/daughter/m'fe of
VQKI“'LSH : ..Tesiding at.. )] suvz Wav.. ..who is desirous of

being emploled in buildin actory and construction work and/ that lns/her age as nearlv as can be ascertained from

my examination is...... A ...years and that he/she is fit for employment in.. ..as an

adulvadolescent.

Reason for —

T Refusal Of CEMIICAtE ... oot e e ee e e e e e eae et e eaeesenaeseaaeeeneaenneeans

2. Certificate Being TeVOKed . /5.l cioi v i convee oo vas sosvns sos suvess ssssas susmssassssinnnes vas sensss sossos sae sss s5e was ass owsnns

Signature/Left hand Thumb Signature with Seal of
impression of worker Medical Inspector/C.M. O

s MAM . Registration No: L L \O4S
Note:

1. Exact details of the cause of physical disability should be clearly stated.

2. Functional/productive abilities should also be stated if disability is stated.
Dy D ARVINTH wess,
Fe O. N 1 Q :"4“
Meaenre Flosphtal
Wiatitag, Qragadawm



