Medical Certificate
To be completed by a licensed medical professional
	HEALTHCARE PROVIDER
	CERTIFICATE DETAILS

	Clinic or Hospital
Address
Phone and email
	Certificate No: __________
Issue Date: __________


Patient information
Full Name: ______________________________   Date of Birth: __________
Identification or Record No: ______________________________
Clinical statement
I examined the patient on __________. Based on my professional assessment, the patient is:
☐ Fit for work or study   ☐ Unfit for work or study   ☐ Fit with restrictions
Recommended absence or restriction period: From __________ to __________
Restrictions or accommodations (include only information necessary for the stated purpose):
________________________________________________________________________________
________________________________________________________________________________
Provider certification
Provider Name: ____________________   Registration No: ____________________
Signature: ____________________   Official Stamp: ____________________
Medical information should be limited to what is necessary and released with proper authorization.




