
	UEN 
	:
	
	Workplace Number
	:
	

	Workplace Name
	:
	

	Workplace address
	:
	

	

	

	NRIC / FIN
	:
	
	Employee Name
	:
	

	Date of Birth
	:
	
	Sex
	:
	
	Race
	:
	

	Hazard
	:
	
	
	
	

	

	

	Certification of Fitness:

	I hereby certify that I have examined the above-named person on _____________ and that he/she is  
*fit / not fit for work which may expose him to ________________(please specify hazard).

	Results of medical examination(s) / test(s) done:

Remarks if any: 

___________________________________________________________________________________

*Delete appropriately

	

	Designated Workplace Doctor (DWD):

	Name
	:
	
	MCR No.
	:
	

	Practice Address
	:
	

	Email
	:
	
	Tel
	:
	
	Fax
	:
	

	
	
	
	

	Date
	
	Signature

	Note: This certificate should be saved for your records and copies given to the employer, employee and the Commissioner for Workplace Safety and Health.
The copy for the Commissioner for Workplace Safety and Health should be submitted online at www.mom.gov.sg together with copies of laboratory test results, Chest X-ray reports and audiograms etc, where applicable.

Please update the Ministry of Manpower when there are changes in your practice and/or contact information at www.mom.gov.sg (DWD page).



	


WORKPLACE SAFETY AND HEALTH ACT


WORKPLACE SAFETY AND HEALTH (MEDICAL EXAMINATIONS) REGULATIONS


Regulation 4(1)





CERTIFICATE OF FITNESS








