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1. How To Start 

 
Go to http://www.occsurv.co.za 
 
The logon screen will appear. Log in with the username and password as supplied by the site 
administrator. 

Figure 1 

 
 

Depending on your user rights, the following buttons will be displayed: 

 

Figure 2 

 

2. Patient Details 

 
This will take you to Patient forms. From this page you are able to work with patient occupational 
history, their examination History and also perform the patient exams (new or edit previous) 
 
On the first screen you need to search for a patient. Depending on the user level, you can search for a 
part of an ID number or the full ID number or part of patient surname or full surname. After you click 
on the search button, a list of patients will be displayed that matches the search criteria. Select a 
patient to continue to see the exams that are available 
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Figure 3 

 
 
If a patient is not in the list, the patient can be added to the system by using the New Patient button. 
 
When adding a patient, first enter the ID number and click on the check button to validate the ID 
number with basic validation. After checking the gender and birth dates fields, fill in the surname and 
name and click on the Save button. This patient will now be available on the search criteria. 
 
Note that the gender and birth details are obtained from the ID number and you only have to check 
this. In the case of non RSA ID numbers, you need to uncheck the “Select for South Africa ID and 
complete the section manually taking into consideration that the priority in order of preference is as 
follows: 
 

1. Standard (13 digits) SA ID Number must be used.  
Example: 8204236016085 – use this format 
 
2. If Non-SA Citizen then Foreign ID Number must be used.  
Example: 27-168958A-27 – use this format 
 
3. If there is no Foreign ID Number then Passport Number must be used.  
Example: BN094506 – use this format 
 

There may NEVER be spaces between any of the digits as the ID number is the one and only link that 
are used between the system data and employer employee registers. If the ID number is entered 
incorrectly, it will never match our electronic links to employer master files. 

3. Choose An Examination 
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From the exam dates drop down list, select an exam date that you want to view or edit. If the exam 
date in the drop down box is greyed out, you are not allowed to see or change that exam. This will be 
as a result of your user rights.  
 
If you want to start a new exam select the “Start new Exam” button.  
 
Note: 
 
The system shares all worker information between all users but you can only edit or change the detail 
where you have user rights. You can see detail of your own clinic but that of others, but you can see 
details of shared workers. 

Figure 4 

 

 

4. Patient Examination Detail 

 
On this screen you’ll have a drop down box that will show you the patient’s occupational history as 
well as the examination history and the examination details for the selected exam. 
On the top of the page the ID number of the patient and the selected exams’ date and reference 
number are displayed. The next view button will take you to the next available view as displayed in the 
view drop down list. In case of a new exam, the reference number will not be assigned yet and 
only the occupation and examination history will be available. The new examination reference number 
will be generated when the details of a new examination is completed and added by the user in 
section 2 under Exam History. 

Figure 5 
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Note: 
 
The Patient Examination Detail section consists of eleven screens that contains all allows for all the 
relevant occupational health data to be captured. Once the reference number is automatically 
assigned, the rest of the eleven sections will become visible and also all relevant alerts will display 
depending on the clinical data of the patient. 
 

Figure 6 

 
 
Service History View (1 of 11) 
It shows all available service history for the patient. If the patient details have not changed nothing 
needs to be done further on this page. If it changed, select one record to enable the edit screen below 
the history. Now update the detail and click the Save button to save a new record. The edit button will 
overwrite the selected record and must only be used in case of wrong information that needs to be 
corrected. 

Figure 7 
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Figure 8 

 
 
Examination History View (2 of 11) 
It shows all available examination history for the patient. This is only used to add a new examination 
or to view more detail about the examinations selected. To add a new examination, select one record 
to enable the edit screen below the history. Now update the detail and click the Add button to save a 
new record. After the save a reference number will be allocated and displayed on the top of the 
screen. The edit button will overwrite the selected record and must only be used in case of wrong 
information that needs to be corrected 
 

Figure 9 

 

Figure 10 
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Figure 11 

 
 
When updating a new examination as described above, you have to make sure that the date of the 
new examination is completed in the correct format manually or by making use of the built in calendar 
as the system will not accept duplicate dates for examinations. Each and every examination must 
have a unique date. 
 
Note: 
 
The date of service may never be newer than the date of the medical! The date of service must be 
the same as the date of the medical or older. 
 
 
All The Other Views (3 – 11 of 11) 
Some details about all the other views are explained first before we do sections 3 to 11 in more detail. 
This will just make it easier to navigate through the system. 
 
All the other views (3 to 11) are for detail and editing or adding records for an examination. Below is 
an overall description of all the views. Special issues about each section will be explained separately 
in the specific section. 
 
Note: 
 

Use your “Tab” button to skip from one item to the following within a section. 
 
The following is common for all views: 
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Figure 12 

 
 
  

1) Populate from previous exam is only available with a new examination or when a 
examination for the selected vies have no data yet. It will take the results from the previous 
examinations (in this case history for 201411-05) and put that into the edit fields. You can then 
edit the fields and afterwards either save or cancel out of the edit mode. See picture 2 below. 
Nr. 1 displays the looks for the edit mode, 2 will save the data and go back to the normal 
mode, 3 will go back to normal mode without saving the data. 

 
2) Defaults - not saved gets displayed only when the default data is displayed and the current 

record for the selected view is not saved yet.  
Note: 
You cannot pass a section without saving updating that section. If you do this, the program will not 
allow the medical to be signed off in the end by the OHNP and this will result in the OHMP not 
being able to see the medical for verification and certification. Make sure that the red “Defaults Not 
Saved” words do appear on your section before you proceed to the next section. 
 
3) This is the History field and only the first field is available for editing. The rest are only there 

for comparison. 
Note: 
The history fields will show to all users regardless of your user rights. This is to ensure that 
appropriate occupational history is available for all users, specially in the case where workers 
migrate from one employer to the other. 
 
4) Puts the current record in edit mode as in picture 2 below. After editing and selecting the 

correct data from the dropdown lists you can either save or cancel out of the edit mode. 
 
5) The home page button will take you back to the main page after the logon screen without 

saving any data. 
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6) Print certificate button will print the current certificate after all data is filled in and both the 

Doctor and Sister accepted the results.  
Note: 
In the case where an exit medical was done, an additional “Exit” button will appear which will print 
the exit certificate. 
 
Please note that all sections are defaulted to the normal and therefore only the abnormal 
have to be edited. Also note that, when using the correct medical examination forms (hard 
copies) those will follow the program item for item, which allows for very easy data 
capturing.  
 
Note:  
 

Even though Defaults are displayed, the records should be saved anyway. 
 
In certain sections you will note that you have to select from drop down boxes (PLEASE 
SELECT), this is specifically designed to force certain specific answers as we have to 
report on those from time to time and specially with regards to the Mines Health and Safety 
Act to the mines and the Department of Minerals and Resources. 
 

Figure 13 

 
 
Apart from the above this screen also allows for warnings to be displayed depending on the data 
filled in. Warnings get displayed below the reference number of the certificate. Warnings get 
displayed immediately after pre-defined conditions exist in the data. 
 

Ok, now we carry on with section 3 onwards……! 
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URGENT NOTICE! 
 

 
All examinations must be done accurately and the data must be captured 
accurately.  
 
The outcome of the evaluation of the captured data will determine the fitness to 
work of the worker.  
 
Inaccurate information may result in incorrect or dangerous work placements! 
 

 
Personal and Family History (3 of 11) 

1) Where amounts or quantities are required, type only the number and not the detail into the 
required section. (Eg. 6 instead of 6 beers per week.) 

2) Type the detail in the open boxes allowed for this. 
3) If there are no detail, do not leave the box blank, type “NIL” 

 

Figure 14 
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Figure 15 

 
 
Don’t leave empty boxes! Type “NIL” if you have nothing to say! 
 
Current Exposure (4 of 11) 

1) The detail from this section will appear on the certificate of fitness. 
2) This refers to the hazards to which a worker will be exposed for the purposes of the current 

medical that is being done. 
3) Do not leave it blank if at all possible. 
4) From time to time we need to provide reports on exposures per work area for employers, and 

blank spaces then become meaningless. 
5) “No” values may only be appropriate for office and non-exposed workers. 
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Figure 16 

 
 

 
Medical History (5 of 11) 

1) In this section the answers are either “yes” or “no”. 
2) The system default answers are “no” 
3) If you have a “yes” answer, please type short understandable details in the area allocated for 

this. (If any is YES, type in details below) 
4) Example: “Asthma, since childhood still on treatment”, or “CA prostate, treated”, etc. 
5) Do not leave the last section blank, if you have nothing to say, type “NIL” 
6) If you leave areas blank, the person assessing the medical will think that you did not pay 

attention to that section! 
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Figure 17 

 
 
Clinical Examination (6 of 11) 

1) Height can be entered as 175 and the system will change it to 1.75  
2) Do not type weight as 85.5, type it as 86 otherwise it will create an error on your system 
3) Only type numeric numbers and do not add the “m” or the “kg” into the block 
4) This holds for any numeric value that you have to enter in any section of the program. 
5) The body mass index will be calculated automatically by the system once you update this 

section 
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Figure 18 

 

Figure 19 

 
 

 
Abnormalities Found (7 of 11) 

1) This section defaults to ”No” and your options are “yes”, “no” or “not done”. 
2) Please select the correct option. 
3) If you selected “yes”, please provide very short detail in the allocated space. 
4) If you have nothing to say, type “NIL” 
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Figure 20 

 
 
Special Examinations (8 of 11) 

1) Placement warnings get displayed below the reference number of the certificate.  
2) Placement warnings get displayed immediately after pre-defined conditions exist in the data. 
3) The pre-defined conditions are based on the existing occupational health legislation and 

serves as a guideline to the clinician with regards to work placement and job certification at the 
end 

4) Use the visual acuity conversion table below to convert your reading to the 20/20 format if 
necessary. 

5) Remember that the value for “no vision” in an eye is not zero “0” but 20/200 or more.  
 



 16

Figure 21 

 
 
6) If the visual fields were not done (you did a snellen eye test), type “0” in the visual field areas 
7) The default for colour and night vision is “normal”. If this is not the case, please change to 

abnormal. 
8) When typing in the lung function test results, always round the values to the highest. Example, 

do not type 90.5 but type 91. Using decimals will cause a program error here. 
9) Select your impression of the lung function from the next drop down box. 
10) If the lung function test was not done, select that option from the drop down box 
11) The baseline PLH must be the earliest one that you have on record. If you do not have one, 

use the baseline from the previous test in the history box if available. If there is no history, the 
baseline PLH must then be the same as the current PLH 

12) The PLH shift will be calculated by the system. 
13) Warnings that may appear after the PLH values were entered serves as a guideline and this 

may result in further investigations. Do not report noise induced hearing loss to the WCC 
based on these warnings alone! 

14) The drop down boxes in this section is self-explanatory. Make sure that you select the “NOT 
done” option if a test was not done. 

15) The “Working on Heights” options are not done, Fit or unfit. You have to make your selection 
there and if unfit, give your very short reason in the allocated box lower down in the section 

16) The defaults of the fatigue management and psychological tests are no or not done. If you 
have done those tests, just overtype with your score for each test 

17)  In the “Describe any abnormalities” box, please type in very short words that will guide the 
assessor of the medical. Example: “Fibrosis R Apex – old PTB” or “ ? Active PTB” etc. 

18) If there are no old occupational diseases, type in “NIL” in the case number and the date of 
diagnosis boxes 
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Figure 22 
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Figure 23 

 
 
19) On completion of this section, if you indicated that the worker has noise induced hearing loss, 

you will not the blue “Print NIHL Letter button at the bottom of the page. 
20) When you click on that button, a letter will appear that you can use to provide to the worker 

and the company as guideline and notification regarding the hearing loss. 
21) The letter has blue areas, which is free text areas for you to complete and type over. 
22) This letter, if used must be printed as hard copy as the system will not save any text typed in 

the blue areas. (See Figure 24) 
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Figure 24 

 
 
Chronic Conditions (9 of 11) 

1) This section is fairly simple and you can choose yes or no or in certain cases you must “please 
select” an option. 

2) When you select specific options, please DO NOT select “yes” only. This is an historic option. 
You must please select a yes with a specific condition linked to it from the drop down boxes 
that would indicate the status of your patient. 

3) When dealing with disabilities, remember that the “disability” must have three components that 
are present: 

a. The impairment (physical or mental) must be permanent or recurring 
b. The impairment must not be easily treatable (Example, poor vision can be corrected 

with glasses and hypertension can be treated) 
c. The impairment must have a have a permanent negative effect on the worker’s 

possibility for employment or re-employment 
(EMPLOYMENT EQUITY ACT NO 55, OF 1998; CODE OF GOOD PRACTICE ON KEY 
ASPECTS OF DISABILITY IN THE WORKPLACE; 
http://www.labour.gov.za/DOL/legislation/codes-of-good-ractise/employment-equity/code-of-good-
practice-on-disability-in-the-workplace) 
4) Please do not indicate that a worker has a disability if the above criteria are not met 
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Figure 25 
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Figure 26 

 
 

5) In short words, type your comments in the general comments block.  
6) This general comments block also reflects on the referral letter that becomes available later 

one after certification. 
7) Therefore, if you are going to refer the worker for a specific condition, you can use this 

comments block to type in the details that you want the recipient of your referral letter to see. 
8) This will appear in the referral letter that the system will print for you. 
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Figure 27 

 
 
 
 
Tests Performed (10 of 11) 

1) Select the test that were done on the worker from the left table and ignore the table on the 
right at this time 

2) Type the detail of other tests performed in the other test details block 
3) These details appear on the certificate of fitness and if you omit items here your certificate will 

appear incomplete 
 

Figure 28 

 
 
IHCC - Certification (11 of 11) 

1) In edit mode only some fields can be changed. This depends on the user’s logon credentials 
and level.  

2) When you are happy with the results the examination can be accepted.  
3) After accepting and saving the username will appear under the correct signature level. 
4) You MUST accept and sign, otherwise the doctor will not be able to see the complete medical 

for evaluation and signature. 
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Figure 29 

 
 

5) You MUST accept and sign, otherwise the doctor will not be able to see the complete medical 
for evaluation and signature. 

6) If you selected a specific referral in this section a button “Print Referral Letter” will appear at 
the bottom.  

7) If you click on this button, the referral letter will appear with blue free text areas which you can 
add details to. This will contain the information that you entered in the general comments field 
in section 9 of 11. 

8) Remember to print the hard copy, as the system does not save free text letters. 
9) See figures 30 to 32 
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Figure 30 

 
 

Figure 31 
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Figure 32 
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Figure 33 

 
 
Printing of Certificates 

1) When viewing and printing of certificates are done, the standard printing processes for 
WebPages are used. 

2) Remember that the exit certificate also contains the blue free text areas where you can add 
detail if you wish. (Figure 34)  

3) If the printing do not fit into the correct page size, use the “print to fit” or change your page 
margins and page size to the correct figures.  

4) To export to PDF, install a PDF printer and print the document to that printer. A Free PDF 
printer can be downloaded from this site: http://www.bullzip.com/products/pdf/info.php 
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Figure 34 – Exit Certificate in Edit Format 
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Figure 35 
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Figure 36 – Exit Certificate 

 
 

 


