
Health Practitioner Statement for Temporary Incapacity
Patient Information
Full Name

Date of Birth

ID / Passport Number

Contact Number

Medical Practitioner Details
Full Name

Professional Registration Number

Practice Address

Contact Number

Statement of Temporary Incapacity
Diagnosis (optional)

Start Date of Incapacity

End Date of Incapacity

Comments (if any)

Certification
I hereby certify that the above-named patient is/was temporarily unfit for duty for the period stated above.

Medical Practitioner Signature



Date
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