
Medical Certificate 

 

Date: ___________________ 

 

I the undersigned Doctor in Medicine, ___________________________________ (Full Name) Certify 

that I have examined the blood test results and _____________________________tests of 

Mr./Ms./Mrs. __________________________________________ (Full Name) 

Nationality: _______________________________________________________________________ 

Date of Birth: ______________________________________________________________________ 

Place of Birth: ______________________________________________________________________ 

Age: ___________________________ Marital Status ______________________________________ 

Residing at: ________________________________________________________________________ 

 

I have found her / him: 

Illness Name Free of following illness Suffering from following 
illness 

Illness Name Here   
Illness Name Here   
Illness Name Here   
Illness Name Here   
Illness Name Here   

 

Issued at _______________________________  on __________________________________ 

 

 

 

Signature of Doctor -    ______________________________________ 

 

 

Stamp of Doctor’s Clinic -   ____________________________________ 


