MEDICAL CERTIFICATE
The undersigned Doctor in medicine …………………………………………………………………………

certifies that he/she has examined this day …………………………………………………………. 

Mr./Mrs./Ms …………………………………………………………………………………………………………………..

Nationality ………………………………………………………………………………………………………………………

Date and place of birth ………………………………………………………………………………………………..

Residing at ………………………………………………………………………………………………………………………
and that, on the basis of a general examination, a serological test and a lung x-ray,  he/she has not contracted any contagious or transmittable disease and that nothing in his/her state of health indicates that he/she might be incapacitated in the foreseeable future.

Issued  at ………………………………………………………………………………………………………………

Signature of doctor ……………………………………………………………………………………………..

Stamp of doctor’s office

The medical document should be less than 3 months old form the date of your application. 
