{Organization.Name}
MEDICAL CERTIFICATE
	CERTIFICATE NO.
	REF NO.
	DATE OF ISSUE

	{CertificateNumber__c}
	{CaseNumber}
	{TODAY | formatDate:'MMMM DD, YYYY'}



This is to certify that I examined the patient named below and provide the following clinical findings and recommendations.
PATIENT DETAILS
	Patient Name
	{Contact.FirstName} {Contact.LastName}

	Date of Birth
	{Contact.Birthdate | formatDate:'MMMM DD, YYYY'}

	Medical Record No.
	{Contact.MRN__c}

	Date of Examination
	{ExaminationDate__c | formatDate:'MMMM DD, YYYY'}



MEDICAL FINDINGS
	Diagnosis / Condition
	{MedicalCondition__c}

	Clinical Remarks
	{PhysicianRemarks__c}



FITNESS STATUS
{#FitnessStatus__c == "Fit"}
	✓ FIT FOR DUTY
Based on my examination, this patient is medically fit to resume normal duties/activities.


{/}
{#FitnessStatus__c == "Fit with Restrictions"}
	○ FIT WITH RESTRICTIONS
This patient may resume duties/activities subject to the restrictions noted in the clinical remarks above.


{/}
{#FitnessStatus__c == "Not Fit"}
	✗ NOT FIT FOR DUTY
This patient is not medically fit to resume duties/activities for the period indicated below.


{/}

RECOMMENDED REST / LEAVE PERIOD
	FROM
	TO
	TOTAL DAYS

	{RestFromDate__c | formatDate:'MMMM DD, YYYY'}
	{RestToDate__c | formatDate:'MMMM DD, YYYY'}
	{RestDurationDays__c}



This certificate is issued based on clinical examination and information available at the time of consultation. It is valid for the purpose stated and the period indicated above only.

	CERTIFYING PHYSICIAN
Signature: ___________________________
Name: {Owner.FirstName} {Owner.LastName}
Title: {Owner.Title}
License / Registration No.: {Owner.MedicalLicenseNumber__c}
{Organization.Name}
	OFFICIAL SEAL
Signature: ___________________________
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