REQUEST FOR / CERTIFICATE OF MEDICAL EXAMINATION
2T FE R /MRS

PART | (TO BE COMPLETED BY USING ACTIVITY AND PERSONNEL OFFICE)
£ — oF C{ERZERE RIE A BEREEAR D

THRU: (PERSONNEL OFFICE g2y ( A 2559 ) TO: (EXAMINING PHYSICIAN) 5 (38 HERf)

Request the following named employee be given the necessary medical examination to determine whether a mental or physical
condition exists which would prevent the employee from accomplishing the duties listed below, under the conditions specified,
and without constituting a hazard to himself/herself or others; and the result of your examination be entered on the reverse side

of this form.
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1. NAME EE.:% 4. DUTIES mﬁ

2. ORGANIZATIONAL UNIT m:}%

3. JOB TITLE AND GRADE i = o1

5. ENVIRONMENTAL CONDITIONS OF POSITION s il

6. PHYSICAL DEMANDS OF POSITION mﬁmﬁf$ﬁ{]¥:ﬁ

7. MENTAL DEMANDS OF POSITION ﬂ‘&f%ﬂ}ﬁ?ﬁﬂﬂﬁ%ﬁ

REQUESTED BY: {7-#BE APPROVED BY: (PERSONNEL OFFICER) | AZEEE )

NAME, TITLE AND ACTIVITY EE.:%\. ﬁ:%x gﬁﬁ% DATE E -H' NAME AND TITLE E&%\m:% DATE E 1‘—]—

USFJ FORM 32EJ, 20000127 (EF) PREVIOUS EDITIONS WILL BE USED.




PART Il (TO BE COMPLETED BY EXAMINING PHYSICIAN AND RETURNED TO PERSONNEL OFFICE)
$F£oF (ESERRGAE ABESREM)

| certify that | have, this date, examined subject employee, and found him/her to be physically (capable) (incapable) of

performing the duties described, under the conditions described, in Part | of this form.
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toTeE ) (8T8E ) TS I&ZEHAT 2.

PRINTED NAME :ﬁ$f$|:ct'§:':%ﬁf]— DATE Ef—]- SIGNATURE g:%

TITLE AND HOSPITAL ﬁ:%x ﬁﬁ:%

REMARKS: (TO BE ADDED BY EXAMINING PHYSICIAN IF EMPLOYEE IS FOUND TO BE INCAPABLE OF PERFORMING ASSIGNED DUTY)

W & (EEET-TeTaelats s (O 1B SERREE A )

a. DESCRIPTION OF EMPLOYEE'S PHYSICAL OR MENTAL CONDITION AND POSSIBLE IMPACT UPON EMPLOYEE'S ABILITY TO PERFORM
ASSIGNED DUTIES.

IEEBORIFIE| IR HERR B LURFEETT TR DE R DT RE M Tl TE k.

b. MAY THE EMPLOYEE BE EXPECTED TO RECOVER SUFFICIENTLY TO PERFORM ASSIGNED DUTIES? IF SO, ESTIMATED TIME FOR
RECOVERY.
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