
 MEDICAL FITNESS CERTIFICATE 
 

 
Name    ___________________________________________ 
Father’s Name   ___________________________________________ 
Height      ____________________________ 
Weight      ____________________________ 
Eye Sight      ____________________________ 
Blood Group      ____________________________ 
 
Any Apparent Disability  ___________________________________________ 
    ___________________________________________ 
 
Remarks    ___________________________________________ 
    ___________________________________________ 
 
 
   
       (Signature with seal of Medical Officer) 
Date: 
 

 

 


