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Doctor’s Verification Note

Patient Name:

Date of Birth: / /
Date of Visit: / /

This is to verify that the above-named patient was seen and evaluated by me on the stated date. Based on
my professional assessment, the patient was advised regarding their medical condition and any necessary
follow-up care.

Medical Provider's Name:
Medical Facility Name:
Contact Information:

Comments (if
any):

Rina Chauhan

Date: / /

(Official Stamp or Seal if applicable)




