
NEYLAND & JOHNSON 
MEDICAL PRACTICE 
FIT NOTE REQUEST 

 
Patient Name:  ___________________  

Dob:  ___________________  

Have you completed a Self-Certificate for 
your first working week?  _______  
 

Start date.  ___________________  

Duration.  ___________________  

Reason for Fit Note: - 

 _________________________________  

 _________________________________  

 _________________________________  

As before / continuation  
(If you have been receiving this Med Cert for 3 
months you will need to speak to a clinician before 
another Med Cert can be issued.  Please ensure 
you make an appointment, before requesting the 
Med Cert.) 
 

Signature: _________________________  

Date:  _________________________  


