
Health Certificate Form Online

Applicant Information

● Name: _________________________________________________________

● Date of Birth: __________________________________________________

● Contact Email: _________________________________________________

● Phone Number: __________________________________________________

Medical Information

● Date of Last Physical Exam: _____________________________________

● Primary Physician: ______________________________________________

● Physician's Contact Information: __________________________________

Current Health Status

● Are you currently under any medication? Yes☐ No☐

● Please list any known allergies: _________________________________

Health History

Year Condition Treatment Current Status

____ _________ _________ ______________

____ _________ _________ ______________

____ _________ _________ ______________

____ _________ _________ ______________

Copyright @ SampleForms.com

https://www.sampleforms.com/


2

(Continue this table as

needed)

Declaration

● I declare that the information provided is true and accurate to the best of my

knowledge.

Applicant's Signature: ______________________________ Date: ___________
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