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[bookmark: _Toc160459885]Contestant Certificate of Fitness
Professional Boxing and Combat Sports Regulations 2018 Form 5 as per Regulations 10 & 13(2) 
PLEASE FILL OUT ALL 14 FIELDS OR THE FORM WILL NOT BE APPROVED
NOTE: THIS CERTIFICATE OF FITNESS MUST BE:
· COMPLETED BY A MEDICAL PRACTITIONER ONLY
· DATED NO EARLIER THAN 14 DAYS BEFORE THE DATE OF THE APPLICATION
Contestant’s Details:
1. Contestant’s full name:  _________________________________________________________________________
2. Contestant’s date of birth:  ____/____/____
3. Contestant’s address:  __________________________________________________________________________________________________
____________________________________________Postcode: _____________  State:_________________________
4. Contestant’s telephone/mobile: __________________________________________________________________
5. Contestant’s email:  _____________________________________________________________________________
6. Has the contestant been knocked-out or concussed within the previous 12 months?  
YES	       	      NO
If YES, please list approximate dates:  _______________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

CERTIFICATION OF FITNESS
7. I, ___________________________ (name of medical practitioner), certify that in order to compete in professional boxing and combat sports contests, I consider the above-named contestant to be:
FIT		UNFIT		
CONFIRMATION OF CONTESTANT’S IDENTITY
8.  I have sighted a driver's licence or other government-issued photo ID for the above-named contestant whose fitness is certified above: 						          
YES		NO
Medical Practitioner’s Details:
9. Name of medical practitioner:  _________________________________________________
10. AHPRA Reg No:  _______________________________________
11. Address:  ___________________________________________________________________
12. Telephone:  ________________________________________
13. Medical practitioner’s signature:  ___________________________ 14. Date: _____/_____/________
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