
 

 
 
 

PHYSICIAN’S CERTIFICATE 
 
 

This is to certify that I, a practicing physician in the city of  
 
______________________, have personally examined  
 
_______________________________ and, in my opinion, he/she  
 
has no communicable diseases or contagious disease in such  
 
form as might endanger the health of school children. 
 
 
This is the ________ day of __________________, 20____. 
 
 
 
_______________________________ 
Signature of Attending Physician 
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