
HEALTH CERTIFICATE 

 

Physician’s name and signature:             DR. _______________________________ 

L.N.  ____________                                   Sign _______________________________ 

 

  Surname ___________________________ First name __________________________________ 

 I.D. :   ______________________________ 

Based of the medical examination and the file of the candidate. He / She does not suffer from any disorder that 

is incompatible with His / Her future profession (Medicine). 

  

  

  

  

  

  

  

  

  

  

 


