
 

 

 

 
MEDICAL FITNESS CERTIFICATE 

To whom so ever it may concern 
 

 
 
 
 
 
 
 
 
 
 
This is to certify that I have examined Mr./ Miss. ________________________aged _________ 
 
He/ she is suffering / not suffering from following diseases 
Asthma      Physical Disability  
Diabetes      Mental Disability 
Hypertension      Allergy 
Fits / Convulsions 
He/ she  has undertaken / not undertaken all vaccination. 
 
Any other major disease (Please specify)  
 

-------------. 
 
I certify that Mr. / Miss ___________________________________ is physically, mentally & 
Psychologically fit / unfit for _______________________________ course.  

Marks of identification 
 

Thumb impression 

  
 

Signature: 
 

                                               Name of Registered Medical Practitioner: 
 

Place:        
                                                                         Reg. No.: 
Date:                                                                  
                                                                        Address: 

 
 

      (Office Seal) 

 
 

Affix your recent 
Passport size, 

color 
Photo here (with 

signature) 


