
 

 

PHYSICIAN’S STATEMENT OF GOOD HEALTH 
 

This form must be completed and signed by a physician. 
 

 
Name of the Applicant:         Date of Birth:     
 

 
Statement of Good Health 

 
I, the undersigned, a physician duly licensed for the practice of medicine, hereby certify that I have examined the Applicant. 
According to my professional judgment, the Applicant is in good physical and mental health. I am unaware of any mental 
illness or other adverse health conditions involving changes in emotion, thinking or behavior in the Applicant. 
 
Physician comments (if any):            
 
              
 
              
 
              
 
I certify that the above information is true to the best of my ability. 
 
 
Signature of the Physician:        
 
 
Name of the Physician:        
 
 
Address of Office:        
 
 
          
 
 
Phone Number:         
 
 
Date:          
 
 
 
Physician Stamp (if any):        
 
 
 
 
 
 
 
 
 

Office of the Chancellor & In-House Counsel 
January 11, 2022 • Tuesday of the First Week in Ordinary Time 

 


