
 

 

 

COVID-19 CORMORBILITITY CONFIRMATION INFORMATION FORM 
 

Kindly complete the form below for the Department to be aware of any underlying medical 
condition that you may have which could make you 
Vulnerable to the contraction of Corona Virus (COVID-19). Your information will be kept 
confidential and will only be used by the Department for administrative purposes. The 
information is further intended to protect you from contracting Corona Virus  
 
 

Initials and surname  Identity number  

PERSAL Number  Gender   

Position   Directorate/Institution  

Email Address  Landline Telephone 
number 

 

Cell number   
 
 
 

Do you have any underlying medical condition (comorbidities)? (tick the appropriate box) 
 

YES NO 

 
If “YES” Kindly provide evidence as per Paragraph 2.5.4. of the DPSA Circular 18 of 2020; 
“Vulnerable employees must submit relevant documentation in thisregard asevidence to 
their human resource managementcomponents” 
 
Have you attached your Medical Certificate? (tick appropriate box) 
 

YES NO 

 
 
 
 
____________________________        ____________________ 

 SIGNATURE          DATE 
 
 
 
 
COMMENTS BYSUPERVISOR: 

 
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________ 
 
 
 

        ________________________        ________________  

          SIGNATURE          DATE 



 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


