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1.1  INITIALS AND SURNAME:

1.2 TITLE (MARK WITH AN X): [EEmmiiam] c[Emesale ] [GeNMspElae | [mamissEilag) - TOTHER |

1.3 STUDENT NUMBER: [ [ [ I I I [ [ [ ]

14 NAME OF QUALIFICATION:

1.5 TELEPHONE NUMBER: [ o [ I [ [ [ [ [ \ [ |

(AREA CODE)

1.6 ADDRESS DURING STUDIES:

1.7 COURSE(S) AND DATE(S) OF TEST(SYEXAMINATION(S):
SOURSE AT OURS

21  INITIALS AND SURNAME: DR

2.2 REGISTERED PRACTICE/PROFESSIONAL COUNCIL NUMBER:

2.3 TELEPHONE NUMBER: [ ] [ I [ [ [ [ [ [ [ [ |

TAREA CODE)

24 | HEREBY CONFIRM

(a) that | examined the abovementioned patient on ; and
(date)

(b)  that the following diagnosis was made:

xr MARK APPROPRIATE BLOCK WITH AN X

(c) l:] |'am convinced that the patient is/was not able to write test(s)/exam(s) on

OR
’:] | cannot, with certainty, say that the patient is/was not able to write test(s)/exam(s) on

(date(s))

(date(s)

@  YOU ARE KINDLY REQUESTED TO PLACE AN OFFICIAL STAMP OF YOUR MEDICAL PRACTICE ON THE FORM OR TO
ATTACH A LETTERHEAD OF THE MEDICAL PRACTICE WITH YOUR SIGNATURE THEREON. YOUR COOPERATION IS
GREATLY APPRECIATED.
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