Lekarske potvrdenie o ochoreni *

Meno a priezvisko dietat'a/ziaka: ..............cccoooiiiiiiiiiiii s
Trieda:
Skolsky rok: 2025/ 2026

Datum narodenia: s

Nepritomnost’ z dovodu ochorenia/urazu:

Nepritomnost z ddvodu ochorenia ospravedifuje lekar z dévodu, Ze:

** a) nepritomnost presiahla zakonom uréeny pocet po sebe nasledujucich vyu€ovacich dni,
ktoré mbze ospravedinit zakonny zastupca/ zastupca zariadenia / plnolety Ziak,

b) nepritomnost presiahla zakonom uréeny pocet vyu€ovacich dni/hodin v sledovanom obdobi,
ktoré méze ospravedinit zakonny zastupca/ zastupca zariadenia / pInolety ziak

c) skola vyzaduje lekarske potvrdenie podla § 144 ods. 13 Skolského zakona v oddévodnenych
pripadoch, kedy nepritomnost nepresiahla poCet po sebe nasledujucich vyu€ovacich dni alebo
pocet vyu€ovacich dni/hodin, ktoré mdze ospravedinit zakonny zastupca/ zastupca zariadenia /
plnolety ziak.

* ochorenim sa rozumie aj uraz alebo alergicka reakcia.

** zakrtZkujte vhodnu moznost uvedent v pismenach a) az c)

Cast B. (vyplni lekar)

Nazov a adresa zdravotnickeho zariadenia:

Datum vystavenia potvrdenia: ...

Podpis a peciatka lekara: ...



Medical note on absence due to illness*

Name and Surname of child: ...................cccii
Class:

School year: 2025/ 2026

Date of Birth:

Absence Due to lliness/Injury:

Absence due to illness must be justified by a doctor if:

**a) the absence exceeds the legally permitted number of consecutive school days that may be
excused by a parent/guardian or an adult student,

b) the absence exceeds the legally permitted number of school days/hours within the monitored
period that may be excused by a parent/guardian or an adult student,

c) the school requires a medical certificate under § 144, paragraph 13 of the Education Act in
justified cases, even if the absence does not exceed the number of consecutive school days or
the number of school days/hours that may be excused by a parent/guardian or an adult student.

* lliness also includes injury or allergic reaction.

** Circle the appropriate option from a) to c).

Part B (to be completed by the doctor)

Name and address of the medical facility:

Date of issue: e,

Signature and stamp of the doctor: ...



