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(To be Completed by the Physician or their Designee) 
 

EXAMINER:  the individual presenting this form is admitted to the Lake Superior College Health Occupation Pro7065Ian oHealth
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Lake Superior College 

Certification of Annual Physical Examination 

 

 

 

This is to certify that ____________________________________ (Student Name) had a physical examination  

 

on ___________________ (Date of Exam) 

 

 

Please check one of the following: 

□ I certify that this student is in apparent good health, has no condition that would endanger the health and 

well-being of other students or patients, and is physically / mentally able to perform the customary duties of 

a health occupation student/employee at Lake Superior College. 

 

□ I certify that this student may not be able to perform physically / mentally the customary duties of a health 

occupation student / employee at Lake Superior College based on the following limitations established in 

the criteria listed on Lake Superior College’s Health Occupation Program History and Physical 
Examination Form. (Please Explain):  

 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

 

 

__________________________________________________________________________________________ 

Healthcare Provider’s Signature                                                                         Date 

 

 

__________________________________________________________________________________________ 

Healthcare Provider’s Printed Name / Title                                                     Phone 

 

 

__________________________________________________________________________________________ 

City, State, Zip Code                
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