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ASSURANCE OF MEDICAL FITNESS BY MEDICAL PRACTITIONER CONFIRMING FITNESS TO MANAGE THE SERVICE DETAILED BELOW
This should be completed by your doctor
	Name of establishment or agency

	Type of Service provided (care home, home care, adult day care)

	
	


	Name of Applicant


	

	Date of Birth
	

	Address


	


I the undersigned, confirm that the above applicant is physically and mentally fit in respect of his/her ability to manage the above named establishment or agency

	Name (print)
	Signature
	Date



	
	
	


	
	
	Practice Stamp

	Name of Practice
	
	

	Address
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