
             

 
 

Training hours:  08h00 – 16h00 

 
Monday – Friday 
Thursday – Tuesday 
Saturdays (4) 
 

Requirements for training: 

 
 Certified Copy of ID 

 Medical Fitness Certificate 
 Eye Test 
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MEDICAL FITNESS 

FORKLIFT TRAINING 

HOW TO MAKE A BOOKING 
 

 The above mentioned documents must be in place 

 The above mentioned amount must be paid in cash 

 A date will be provided for your training schedule 

 Training starts strictly at 08h00 

 No refunds will be paid 

 Please let us know it you are not able to make your training date, in order to 

reschedule 

 Make sure you understand English, Xhosa or Afrikaans 

 

Do not hesitate to contact Mariet/Marisa for more information 

We look forward to assist you in training 

The cost is subject to change without prior notice 



(To be carried out by a qualified Medical Practitioner) 
 
Name: ---------------------------------------- Identity No: -------------------------------------------- 
 
Previous Medical History (State yes/no) 
 

Heart Yes No 
T.B. Yes No 
Stomach Yes No 
VD Yes No 
Diabetes Yes No 
Eyes Yes No 
Ears Yes No 
Epilepsy Yes No 
Substance abuse Yes No 
Alcohol Yes No 

 
  
Medical Examination 
Please state the condition 

1.Buid – Height  
2.Weight Clothed  
3.Blood pressure- (state whether normal, or requires attention  
4.Hearing – (whisper test) – Left ear & Right ear  
5.Reflexes – (please elaborate abnormal  
6.Urine test with multi-stick- (please state whether dangerous  
7.Vision: Le ft eye & Right eye  

 
 Doctor’s Report 
 
-----------------------------------------------------------------------------------------------------------------------
-----------------------------------------------------------------------------------------------------------------------
-----------------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------------- 
 
Doctor’s Name: ------------------------------------ Signature: ------------------------------------ 
 
Date of examination: --------------------------------- 
 
 
Please stamp this document with practitioner’s details 


