
	UEN 
	:
	
	Workplace Number
	:
	

	Workplace Name
	:
	

	Workplace address
	:
	

	

	

	NRIC / FIN
	:
	
	Employee Name
	:
	

	Date of Birth
	:
	
	Sex
	:
	
	Race
	:
	

	Hazard
	:
	
	Date Started Employment
	:
	

	

	

	       I certify that the above named person examined by me on _____________ should not continue to work as a _____________________ in ___________________________ department / section for  
_____ months, subject to a review on _______________.

	     In the meantime, he/she should be given alternative work in another department / section which does not expose him to ______________________   (please specify hazard).

	The reasons for my recommendations are: 
__________________________________________________________________________________

	

	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.
For quantitative results, (e.g. blood lead) the exact figures and units of measurement must be stated.

For qualitative results, (e.g. chest  X-ray) attach a copy of the report.

For audiometric examinations, attach audiogram.
Please update the Ministry of Manpower when there are changes in your practice and/or contact information at www.mom.gov.sg (DWD page).
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Regulation 10(2)





CERTIFICATE OF SUSPENSION FROM WORK INVOLVING EXPOSURE TO A HAZARD








