
Frihåndsattest COVID-19                              

Medical Certificate 

 

This is to certify that name __________________________________________________________ 

 

born (date /year) ___________________________ in_____________________________________ 

 

 

____ has been tested negativefor the presence of SARS-CoV-2on the _________________________  

(date of sampling) at _______________________ (time of sampling): 

____ molecularbiologically  

____ with an antigen test;  

 

or 

____ has recovered from arecent infection with SARS-CoV-2 since ___________________________ 

 

or  

_____has been vaccinated with the vaccine ___________________________ on the following dates: 

First vaccination on: _______________________________ 

Second vaccination on: _____________________________ 

Third vaccination on: ______________________________ 

 

or 

_____ cannot be vaccinated without risk to life or health; cause: _____________________________ 

 

 

Place _______________________________ 

Date _______________________________ 

 

Signature _________________________________________________________________________ 

Seal of the certifying medical doctor 



 


