
G.$. Forrn 4{

PHIUPPITIIE GIVIL SERV{CE
HET}ICAI CERT|fiCATE

hercby waive all r$rrts and privileges to pr*fessional confidence between
physician and patient and the phyaician aCcomplislriag ffris fonn are authorized to
an$uer in detail all guestions contained herein.

(Signature over printed name of Patient)

N.B. At&ending physician shall flll in the whole btank belsw. Every detail should be
answered to avoid delay in action en application for the above suhmitied by the patient.

of the Departmeni of _
(Neme of Patient)

having m?de applicaticn for leave or ahsenc€ on acmunt of illness, I do hereby cergfy
that I will be t|re applicanl actual attending phyoician fom
to inclusive and frorn rny prafes+ional knowtedge of
the case, the following statements are submltM as conternplated by the provision of
$echlon S of the CMI Service Rute XVt.

Name of illness/Diseare
Nature of Sisease or Disability

Et*alogy: Under thia he*ding in addition to give fully &is etiology of the disease or
diu}bi_l_,ty, the phyeician must either in the tanguage sf the Exeeutive Order. Ther.e are
no indications whatsoever that the disease narned orves due to immoral or vicbus habits"
or give the indication.

History:

ilescription:

Laboratory or examination was _- made in this case.
The app*icant was confined in his/her trouJC*rospitat trorn
to 20--

I HEREBY CERTIFY that the above statement are complete and true in every
detail and that in con$equence of the direase cr disability above specified the applicant
was not utell and unable to e on duty on acmunt of iliness frorn to

inclusiw and that his&er claim is meritorious_

Signature:
Addrese:

This certffiaate exec*Jtad in
3 copias a&one
Ooc*nentary stamp


