
9.  Assurance of Medical Fitness (to be completed by a Medical Practitioner)
Statement of Medical Fitness by Medical Practitioner confirming fitness to MAnage the below listed establishment(s)
	Name of Applicant
	     

	Date of Birth
	     

	Address
	     

	

	Name of Establishment
	Type of Establishment

	     
	     


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
	Name (print)
	Signature
	Date

	     
	
	     


	
	
	Practice Stamp

	Name of Practice
	     
	

	Address
	     
	


Self Certificate by Applicant

	If you are unable to obtain a Statement of Medical Fitness from a Medical Practitioner, please provide reason:

	     


I declare that I am of the opinion that I am physically and mentally fit to manage the above named establishment for which I make application.
	Name (print)
	Signature
	Date 

	     
	
	     


