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CHEMICAL INDUSTRIES EDUCATION & TRAINING AUTHORITY




PO BOX 961 AUCKLAND PARK 2006 ( 2 CLARMART ROAD RICHMOND 2092 JOHANNESBURG
Telephone (011) 726-4026 ( Fax (011) 726-7777 ( info@chieta.org.za ( www.chieta.org.za

MANPOWER TRAINING ACT, 1981

(Regulation 8)

	MEDICAL CERTIFICATE




I hereby declare that (full name) …………………………………………………………………………………..

…………………………………………………………………………………………………………………….……

sex ………………………………………… population group ……………………………………..………………

who declares that he / she is ……………………………………………………………….…… years of age at 

present, has been examined by me with the following results:

I am satisfied / I am not satisfied that he / she is on good health and suitable for training in the trade …………………………………………………………………………………………………………………………..

or similar trade without danger to himself/herself or others.

1. Are the lungs sound? …………………………………………………………….……………………...….

2. Are the sounds, impulse and rhythm of the heart normal? …………………….……………………….

3. Is there any hernia? ………………………………………………………….……………………………..

4. Is there any defect –

in figure?………………………………………………………………………………………………………

in sight (including colour blindness and depth perception)? ……………………………………………

in speech …………………….……………………………………………………………………………….

5. (a) Are the teeth sound? …………………………………………………………………………………...

(b) If not, do they require immediate treatment? ……………………………….………………………..

6. Are there tonsil or adenoid defects? ………………………………………………………………………

7. Is there any sign of appendicitis? …………………………………………………………………………

8. Are there any signs of illness or disease? ……………………………………………………………….

9. Is there any sign of epilepsy? ……………………………………………………………………………..

10. Is the applicant apparently free from any infectious or contagious disease? ………………………..

11. Does the applicant suffer from any physical disability that is likely to disadvantage him/her in the course of training? ……………………………………………………………………………………….. 

12. Do you consider the applicant be normal mentally? …………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

____________________________

Signature of District Surgeon /

 Medical Practitioner

Date ……………………………………………….

Address ……………………………………………

………………………………………………………

………………………………………………………
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