Certificate for Physical Fitness
(Working Papers)

	Date:
	

	Patient’s Name:
	

	DOB:
	


To Whom It May Concern:

This is to certify that I have examined the above mentioned patient and have found him/her to be in good physical condition.  He/She is fit for age-appropriate legal employment.  If any further information is needed please feel free to contact us.

Very truly yours,

	Physician Name 
	

	
	Print Name

	Physician Signature, & Lic #
	

	Clinic Stamp
	


