MEDICAL CERTIFICATE

Doctor’s Name:

Date: / _/

Doctor’s Medical License ID:

Name of Doctor’s Office:

Address:

City, State, Zip Code:

Phone Number:

I, the undersigned, Mr.,Ms. /22!

Mo

doctor’s name / ZALXIC] &5

Doctor, practicing in

OflA 5t= SJAtZ Al

city /=A|

Certifies having examined on

at of

date / EHf

Mr.,Ms.

time/AlZF

patient’s name / 2xte] A%

Born on

YYYY-MM-DD / #E 22

At the end of the examination, the patient has (YES/U|) / does not have (NO/O}IL|2) the

following symptoms:

Flh 21, b= of2l S0 AELICH &Lt

-FEVER/ &g ...

=COUGH / Z/& ..o,

-JAUNDICE / &5 ..

=CHILLS / @5F ...,

- SHORTNESS OF BREATH / =522/ ...
- LOSS OF CONSCIOUSNESS / 9/4/x{5f

-HEADACHE / =& ...

YES/Hl NO/OHL|L

.......................................... (JYES [JNO

.......................................... (JYES (JNO

.......................................... (JYES [LJNO

......................................... JYES [JNO

.......................................... (JYES [JNO

.......................................... (JYES (JNO

.......................................... (JYES [LJNO



SVOMITING / 7E e JYES [JNO
-BLOODY MUCUS / &L} X[ Z2 .o, (JYES [JNO
*Eyes, nose, mouth, etc. / * &=, 2, & &
=SORE THROAT / & & & . e JYES [JNO
- ABDOMINAL PAIN ORDIARRHEA / E& EE= HAf oo (JYES [JNO
“RUNNY NOSE / & .. i JYES [INO
SRASH /I o (JYES [JNO
=MUSCLE PAIN / 3& ... JYES [JNO
=PNEUMONIA [ BZ ... e (JYES [JNO
- PULMONARY SYMPTOMS / Z& ..o (JYES ([NO
-LOSS OF TASTE AND/OR SMELL / &2L.0/Z}t 44 ... DYES [INO
- OTHER SYMPTOMS / 7 8fo] &4t :
( ) e, LJYES  [UNO
Additional Comments:
Signature: Date: __ [/ __ |
AR MY =

Stamp of the medical examiner:
ZiAtxte] =l




