Medical Management Plan

Peahody

) ENERGY

This document must be filled in by contractors or employees who have been identified as having restrictions on their
Coal Board Medical.

Please complete the relevant sections of this form and attach additional tnformation (such as specialist reports) if
required or as requested by North Goonyella Health, Safety, Environment and Training Department staff.

Name Date of Birth
Company Job Role | dberafor
1 am aware of the following restrlcuon(s) listed on Sction 4 of my Coal Board Medical. My employer is aware of the
restriction(s):
 Tick | Restriction
Applicable
B Adherence to hearing protection protocols
Use of correclive lenses
Colour disg@’ngtion
Weight restr " for operating equipment
Diabetes (Type "0 Iﬁh
Confined space restr
X Other — Specify: Cardlov'a}glfar fitnesé.
While working at North Goonyella Mine, | vhl@na!ly and adequately manage any and all restriction(s) with the
following control(s):
Tick Control | VO
‘Applicable [~ Lo I~ B
Using hearing protection at all times in the\w}'&( egvironm_ent
Adhering to PPE requirements V@ .
Using corrective lenses where necessary (Q _ )
. Using declared medications to manage my conditionhlﬁ%%qnotificaﬂon of any changes)
B Notlfy my superwsor of myr restricitons and any concerns th{?n ay have
Check weight restrictions on equipment seating prior to operau@”pment
X Other — Specify or attach management plan: Health and Fitness Pr/ w

E

| am aware of the following requested medical review(s) in the next 12 months:

Audioiogy Review

Rlaad Preassiae Check

Spﬁciatiqi Reviaw

1Spir_9'rpetry

Weight Review | Other Medical Review / Test

Employee / Contractor

Name Company

Signature | A APEEET e Date
(:Jontract Company Supervisor / Representative :
___r_\lame R C_c_:mpény i

Signature \;Tv—""""_""“\x Date
Site HSET represenl h ve/

Name Position - _ } i g
Signature Date -
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