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fuIFDICAL CTRTIFICATE
TH$ EERTIFICAT€ IS TO BE COS{PL*TF} BY A NE€ISTTRES ME.trICAL PRACTITIO'\'HN

Full name cf Named Person

Contract Number

have exarnined the Named PersoR en

ls the Named Perssn stiil totally disabled frcm working

ilamed Person is toially disabled franr vrarking frcrn

What is the nature of th* f,lamed perscn,s disabiliiv?

Named Pefssn's Usual Qccupation ..,,..........

Yes N*

lf NO pl*ase complete REVER.C€ $lDE +f this medical
n
carl;fisat€

fo

What trealmenUmedic,ation is the Named person reeeivina?

Has the Nemed Perscn been to a specialist?

lf Y€S, please advise th* name nf the specialist and lhe date the hlamed persan last $a* the $pe*ialist
'* f]

ls the Named Perscn atteflding a rehabilitation programme?
lf YEs, plea$e srovide details of any rehabllitation programmes they are atending below:

Yes il Nan

Date of next review

I ce*ify to the best of my belief the fcregoing statements are eoneet.

Narne (please print)

Signature

Address

Mcdical I'raetirjtra*s St;r try: uxf $3r:'w

Date



,,.t 1

ffi*
MTDICAL CERTIFICATE FOR PARTIAL DI$ASLEMTNT

(ABLE TO ATTEND LIGHT DUTIES)

THIS CERTIFICATE IS TO BE COMPLETEP BY A REGI$TERED MEOICAL PRACTITIOHER

Contract Number Named Person's Usual Occupation .."........".,

I have examined the Named Person on

What is the nature of the Named Person's disabili{v?

Named Person is pertially disabled from working from

ls there a documented Retum to Work programme in place

ff ys please provide us with a copy of the programme

Ur(

The Named Person is fit to attend:

Flease describe limitations o{ work:

Yes t] No

Ito

Date of next review

I certify to ihe best of my betief the foregoing statements are correct.

Name (please print) ......".....

Signature

Address

Date

Medical Practitirnem StamrlQualifications


