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Government of Ontario
Physician's Certification
Ministry of Natural Resources  and Forestry
This form is for the purpose or providing medical information for an Authorization to Hunt from a Stationary Vehicle or Motorboat.
Patient Information
Patient's Address 
Medical Information
If additional information is required, please provide on a separate sheet.
Physician's Information
I hereby certify that this patient suffers from a severe disability that prevents the person from hunting except while using a wheelchair or similar means of locomotion including vehicles and motorboats; and is unable to safely dismount the stationary vehicle (including a wheelchair) or motorboat to discharge a firearm.
Practice Address 
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