[Company Logo]   [Company Name]
MEDICAL FITNESS CERTIFICATE
	Certificate No.:
	[Reference Number]

	Date of Examination:
	[DD/MM/YYYY]

	Valid Until:
	[DD/MM/YYYY]



To,
The HR Department
[Company Name]
[Company Address]
Details of Person Examined
	Name
	[Candidate Name]

	Age / Date of Birth
	 

	Gender
	 

	Identity document verified (type and last 4 digits)
	 

	Photograph attested by doctor (affix here)
	 



Job for Which Fitness Is Certified
	Designation
	[Designation]

	Department
	[Department]

	Job demands stated by employer (lifting, standing, night shift, driving, height, chemicals, food handling)
	 



Certification
I, Dr. [Doctor Name], have personally examined [Candidate Name], whose signature appears below, on [DD/MM/YYYY]. Based on the history, clinical examination and test reports reviewed, I certify that the person is:
  Medically fit to perform the job described above
  Fit with the following work restrictions: [Restrictions in work terms, e.g., no work at height or no night shift for a stated period]
  Temporarily unfit; review on [DD/MM/YYYY]
  Not fit for the job described (reasons shared with the person)
This certificate states fitness only and does not disclose any diagnosis. Detailed findings have been shared with the person examined and are available to the employer's medical officer on request with the person's consent.

	______________________________
Dr. [Doctor Name]
Qualification: [MBBS / MD]
Registration No.: [Registration Number], [Medical Council]
Clinic / Hospital: [Clinic Name and Address]
Seal and Signature
	______________________________
Signature of person examined
[Candidate Name]
Date: [Date]
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