
Physician Letter

Certification of Diagnosis

Date: _____________________

Physicians Name:___________________________________________

Address:               ___________________________________________

                               ___________________________________________

Medical License #_____________________________

To Whom It May Concern:

This letter is to certify that ______________________________________________






(Patient Name)


                     

Is being treated for ___________________________, and began treatment on _____________________




(Type of Cancer)




(Date of Treatment)

Sincerely,

(Physicians Signature)


