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This is to certify that I have examined: 
 
 
___________________________________ __________________________________ 
 (Last name, please print) (First name, please print) 
 
Potential student or student for the Nursing program at John Abbott College, and I have found no 
medical reason why she/he should not be admitted.  To the best of my knowledge, she/he is in good 
health and without contagious disease or hindering allergies and has the required mental stability 
and physical capabilities to practice this profession.  Nurses must be stable, responsible individuals 
possessing good manual skills.  They must be able to work safely in a clinical environment with 
potentially harmful chemical substances and biological specimens. 
 
COMMENTS: 
 
Any known allergies: (please list) __________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
 
Date of Examination _______________________________________________ 
 
Name of Physician _______________________________________________ 

(Please print) 
 
License Number _______________________________________________ 
 
Signature _______________________________________________ 
 
 
Emergency Contact Information: 
YOUR CONTACT INFORMATION WILL BE GIVEN TO MEMBERS OF THE NURSING DEPARTMENT IN AN EMERGENCY SITUATION. 

 
Contact Name:  _____________________________________________Contact No:  __________________ 
 
 
This certificate is REQUIRED for all Nursing students before attending the hospital experience.  
 

Submit this completed form to nursing@johnabbott.qc.ca by the first day of class. 
 
 

INDICATE PROGRAM: 3 yr  2 yr  

 

CERTIFICATION OF MEDICAL HEALTH Nursing Program 
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Information to help complete the Medical Health form:   
 
To best have this form completed you have a few options. 
 
First choice is to make an appointment with your regular family physician.  
 
If you do not have a family physician, other options include: 
 

• Make an appointment in the youth clinic of your CLSC (if eligible age group, usually 14-
20 yrs of age.  Please call ahead to see if you are eligible). 

 
• Contact your CLSC about appointments or available Doctors. 

 
• Go to a walk-in clinic in your area (You will most likely have a long wait to see the 

doctor). 
 

• If you are presently employed in a healthcare institution, please consult staff health in 
your institution.  They are there for you and you can get things done rather quickly.  

 
If these above options do not work for you, you may consult a private medical clinic.  However, 
please be made aware that there are costs involved should you elect this option.  
 
All options may involve some cost. 
 
 
Timing: There is often a wait for this type of appointment. Let them know that it is a requirement 
for you to have this completed before starting your clinical experience, which is week 4 of the 
semester. 
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