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SRSS Medical Letter/Certificate
Patient details  

Family name:____________________________ Home Address:___________________ 

Given name:____________________________ ________________________________ 

Date of Birth:____________________________ My Patient since:_________________ 

 

Primary condition Secondary/Other condition(s) 

Diagnosis: 

 

 

 

 

 

Diagnosis: 

Onset: Onset: 

 

 

Symptoms/Functional impact: Please include 

any impacts on patient’s capacity to work 

Symptoms/Functional impact: Please include any 

impacts on patient’s capacity to work 
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Treatment Plan: Please detail your 

current and future treatment plans and 

time frame.  Include/attach any referrals 

for required treatment. 

 

 

 

 

 

Treatment Plan: Please detail your current 

and future treatment plans and time frame.  

Include/attach any referrals for required 

treatment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In my opinion the above conditions mean 
the patient is unfit for work: 

From:        /        /            

To:            /        / 

 

Please input any timeframe up to 6 months 

 

DATE FOR REVIEW:  

Medical Certification 

Doctor’s name: 

Provider No: 

Surgery/Medical Centre: 

Signature: 

Date: 
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