
THE UNIVERSITY OF THE WEST INDIES

GUIDELINES FOR THE SUBMISSION OF MEDICAL CERTIFICATES

In cases of illness the student should present to the Campus Registrar a medical 

certificate/report, as proof of illness, signed by the Medical Practitioner.  The name of 

the Medical Practitioner with all contact information must be clearly printed and 

affixed to the certificate.  The 

coverage must also be clearly stated on the form.

Medical certificates which state “Mrs./Miss/Mr. X was unfit for work/school on “x” 

days or that provide an illness code are NOT v

bring this to the attention of your doctor.

The student must submit the 

examination(s) missed to the Campus Registrar within seven (7) days from the date of 

the examination.  The form 

medical practitioner. 

 

The staff of the Open Campus must send the documents

the Office of the Clinical Director, University Health Centre, Mo

of receipt of the request. 

Please make sure the reason for any medical waiver is m

Leave of Absence on medical grounds must be submitted separately.

 

 

 

 

 

THE UNIVERSITY OF THE WEST INDIES 

OPEN CAMPUS 

 

 
FOR THE SUBMISSION OF MEDICAL CERTIFICATES

  
In cases of illness the student should present to the Campus Registrar a medical 

, as proof of illness, signed by the Medical Practitioner.  The name of 

the Medical Practitioner with all contact information must be clearly printed and 

the certificate.  The medical diagnosis and the requested period of medical 

must also be clearly stated on the form. 

Medical certificates which state “Mrs./Miss/Mr. X was unfit for work/school on “x” 

days or that provide an illness code are NOT valid and will not be accepted.  Please 

bring this to the attention of your doctor. 

submit the attached Medical Certificate Form indicating the 

(s) missed to the Campus Registrar within seven (7) days from the date of 

The form must be fully completed by both the student and the 

PROCEDURE 

The staff of the Open Campus must send the documents, under confidential cover, to 

the Office of the Clinical Director, University Health Centre, Mona, within two 

Please make sure the reason for any medical waiver is made clear.  Requests for

Leave of Absence on medical grounds must be submitted separately. 

FOR THE SUBMISSION OF MEDICAL CERTIFICATES/REPORTS 

In cases of illness the student should present to the Campus Registrar a medical 

, as proof of illness, signed by the Medical Practitioner.  The name of 

the Medical Practitioner with all contact information must be clearly printed and 

requested period of medical 

Medical certificates which state “Mrs./Miss/Mr. X was unfit for work/school on “x” 

alid and will not be accepted.  Please 

m indicating the 

(s) missed to the Campus Registrar within seven (7) days from the date of 

be fully completed by both the student and the 

under confidential cover, to 

na, within two (2) days 

ade clear.  Requests for a 



 

THE UNIVERSITY OF THE WEST INDIES

MEDICAL CERTIFICATE/REPORT

(Coursework

To be completed by Medical Officer and submitted in accordance with 

states inter alia that in cases of illness the 

certificate as proof of illness, signed by the University Health Officer or by any other medical p

candidate shall send the medical certificate within seven

in which the performance of the candidate is affected.

PART A 

Surname _________________________

Student ID# _______________________

Academic Year_____________________

Semester I  Semester II 

Mid-Term  Coursework

  

 

I, ___________________________, hereby authorize Dr. /Mr. 

provide the following information to the 

Campus and, if required, to supply additional

for medical reasons.  My personal information will be used for administrative and academic 

academic integrity purposes and the provision

 

______________________________________

Signature     

 

MEDICAL CERTIFICATES MUST BE SUBMITTED WITHIN SEVEN (7) DAYS FROM 

DATE TIME 

  

  

  

  

  

 

 

THE UNIVERSITY OF THE WEST INDIES 

OPEN CAMPUS 

MEDICAL CERTIFICATE/REPORT 

(Coursework & Final Examinations) 

by Medical Officer and submitted in accordance with University Regulation

that in cases of illness the candidate shall present to the Campus Regis

, signed by the University Health Officer or by any other medical p

candidate shall send the medical certificate within seven (7) days from the date of that part of the examination 

in which the performance of the candidate is affected. 

PART A – TO BE COMPLETED BY STUDENT: 

__________  First Name _______________________

_____________  Site _________________________

_____________  Level ____________________________

  Summer/Resit  General/

 
Coursework  Final Exam    

, hereby authorize Dr. /Mr. /Ms._____________________________

the following information to the Student Medical Officer, The University of the West Indies

additional information to support my request for academic c

for medical reasons.  My personal information will be used for administrative and academic 

provision of services to students. 

___________________    _________________

    Date (dd/mm/yy)

MEDICAL CERTIFICATES MUST BE SUBMITTED WITHIN SEVEN (7) DAYS FROM 

THE DATE OF EXAMINATION. 

COURSE CODE COURSE TITLE

  

 

  

 

  

 

  

 

  

 

 

 

 

 

1 | P a g e  

egulation (21)(ii) which 

shall present to the Campus Registrar a  medical 

, signed by the University Health Officer or by any other medical practitioner. The 

days from the date of that part of the examination 

___________________ 

_______________ 

______________________________ 

General/Other   

 
 

 

Ms._____________________________ to 

University of the West Indies, Open 

to support my request for academic consideration 

for medical reasons.  My personal information will be used for administrative and academic record-keeping, 

______________________________ 

) 

MEDICAL CERTIFICATES MUST BE SUBMITTED WITHIN SEVEN (7) DAYS FROM                                        

COURSE TITLE 

 



2 | P a g e  

 

PART B – TO BE COMPLETED BY PHYSICIAN: 

1. I hereby certify that I provided Health Care Services to _______________________________________  
                                                                                                                           Print Student’s name 

on __________________________________________________insert date(s) student seen in your office  

 

2.  The student could not reasonably be expected to complete academic responsibilities for the following 

reasons: 

____________________________________________________________________________________

____________________________________________________________________________________ 

3. This is an              Acute                     Chronic     problem for this student.  

 

4. Unable to complete academic responsibilities for: 

 

 

 

24 Hours   3 days  5 days 

 

 

2 days   4 days   Other (please indicate below:)  

             

            DATES: From  ___________________________        To  ___________________________
  

5. If the student is permitted to continue his/her course of study, is the medical problem likely to recur and 

affect his/her studies again?        Yes    No 

Reason:_____________________________________________________________________________

_____________________________________________________________________________ 

6. If the student is permitted to continue his/her course of study, are there any accommodations, restrictions 

or special conditions that need to be followed?          Yes   No 

If yes, provide details: 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

PHYSICIAN VERIFICATION  

Name: (please print)___________________________________      Registration No.______________________ 

Signature:________________________________________      Telephone No:_____________________ 

Affix stamp here: 

 

 

 

  

  

  

 

 

 

 

 

 

 

 


	text1_5tjx: 
	text2_gi9m: 
	text3_gtvm: 
	text4_1mbb: 
	text5_94ph: 
	text6_a8q9: 
	checkbox7_2n0r: Off
	checkbox8_3ko5: Off
	checkbox9_y7kc: Off
	checkbox10_5qli: Off
	checkbox11_mpyq: Off
	checkbox12_0gkp: Off
	checkbox13_5dm5: Off
	text14_66um: 
	text16_majg: 
	text17_w23f: 
	text18_szcz: 
	text19_x4kp: 
	text20_698e: 
	text21_h86z: 
	text22_95rm: 
	text23_nl7a: 
	text24_9xl0: 
	text25_738e: 
	text26_2tas: 
	text27_craj: 
	text28_ujiy: 
	text29_flhu: 
	text30_a326: 
	text31_jss8: 
	text32_kv6t: 
	text33_ub1t: 
	text34_diom: 
	text35_jdsn: 
	text36_1qj8: 
	text37_c6mw: 
	text38_wmi0: 
	text39_wmu9: 
	text40_y5i4: 
	text41_o3qq: 
	text42_szk8: 
	text43_dzy7: 
	text44_4avp: 
	checkbox45_owli: Off
	checkbox46_0nxl: Off
	checkbox47_402t: Off
	checkbox48_x01u: Off
	checkbox49_kfoi: Off
	checkbox50_7c9a: Off
	checkbox51_uoo4: Off
	checkbox52_5lon: Off
	checkbox53_0txv: Off
	checkbox54_6gnq: Off
	text56_4m48: 
	checkbox57_pvgu: Off
	checkbox58_pjgr: Off
	text60_ymx1: 
	text61_5xgn: 
	text62_4n84: 
	text63_vkxg: 
	text64_h27o: 
	text65_naw7: 


