Medical Clearance Certificate

— Patient Information
Full NanB:| |

Date of Birth: | |

Gender: | |

Address: | |

— Medical Details
Date Examined:

Relevant Medical Conditions:

Clearance Remarks:

— Certifying Doctor
Doctor's Name: | |

License No.: | |

Date: | |

I hereby certify that the person mentioned above has been medically evaluated and is considered fit for:

Submit
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