KIRINYAGA CENTRAL TECHNICAL AND VOCATIONAL COLLEGE
P.O. BOX 205-10300 TEL-0721 624666
KERUGOYA

CERTIFICATE OF MEDICAL EXAMINATION
1. Name of Trainee…………………………………………………………………………
Date of Birth………………………………………………………………
2. Area to be examined medically
a) Vision
b) Hearing
c) Speech
d) Posture
e) Physical defects/Deformities, if any
f) Symptoms of any infectious disease

3. CERTIFICATE
[bookmark: _GoBack]I, Doctor…………………………………………………………………………..has this date ………………………….. Examined………………………………………………… (Name of trainee) and found her/him, fit/not fit for training course as a ……………………………
…………………………

Signature……………………………………………………………………..
Designation…………………………………………………………………..
Address………………………………………………………………………     
               ………………………………………………………………………
 Date…………………………………………………………………………..
(OFFICIAL STAMP OF MOH)
