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It4s-a requirement of the Occupational Health and Safety Act, Construction regulations amendment Feb 2014 that this form is completed by the employer before the employee reports for

his medical. This form is to be presented fo person performing the medical examination.
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Declaration by MedicalExaminer:
[ certify that | have, by examination and testing, using the above criteria specified by the employer, satisfied myself that the abovementioned employee is fit to perform the duties as

described by the
Employer in the matrix above.

|8
Occupational Medicine Practitioner/Occupational Health Nursing Practitioner (please print name) @ /@.O(Crﬂwt&

Signature: P2 Practice Number; 3 SN ™R Date: AR / Oﬁﬂ 2O

Address:

e, nevs
N rnE TS

I

Rietermaritzburg Gauteng
pmboccusure@telkomsa.net  nrorsls gauteng@oceusure.co.za
033-3460654 011 8236708

0836338648 0836353491 0788046374
Fax: 0866150696 Fax: 0866494741/ 036 6314103 Fax: 0866217744



