
MEDICAL CERTIFICATE 

 

 

 

I _______________________________ M.B.B.S Doctor In __________________________ after  

careful examination of ____________________________________ certify that She / He is suffering  

from ______________________________________________________________ I consider that a  

period of absence from duty of   ___________________________________ until ________________ 

_____________________ is necessary for the health restoration. 

 

 

 

 

 

 

 

 

 

 

 

 

Date ___________________________ 

 

 

Signature _________________________ 


