Certificate / Confirmation of Disability Status

Doctor / Occupational Health Practitioner’s Name: ________________________________________

Qualification(s): ______________________________________________________________________

Practice Number: ________________________MP Nr_____________________

Address: ____________________________________________________________________________

Tel. number: _________________________________________________________________________

Date: _______________________________________________________________________________
Certificate of Disability (Employment Equity Act – Act 55/1998)

I, ___________________________, Medical Practitioner / Occupational Health Practitioner, certify that
I have interviewed, examined and reviewed relevant medical records of ___________________________  
SA Identity Number _______________________.  
The nature of his/her disability is described as _______________________________________________
I certify/confirm that he/she is disabled according to the criteria specified in the Employment Equity Act No 55 of 1998 and the Code of Good Practice on Key Aspects of Disability in the Workplace which defines disability as follows:
“people who have long-term or recurring physical or mental impairment which substantially limits their prospects of entry into, or advancement in, employment”.
 

________________________________

Signature
 ______________________________

Title and name
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