Republic of the Philippines

Province of Iloilo

MUNICIPALITY OF MIAGAO

OFFICE OF THE MUNICIPAL HEALTH OFFICER

Telephone No. (033) 315-8880

xxxxxxxx

__________________________

Date

MEDICAL CERTIFICATE
To Whom It May Concern:


This is to certify that we have in our record of treatment of the following data, to wit:

Name: __________________________________________________________________

Age: ________________ Sex: ___________________ Civil Status: _________________

Address: ________________________________________________________________

Occupation: _____________________________________________________________

Date Examined: __________________________________________________________

Diagnosis: ______________________________________________________________


_________________________________________________________________


_________________________________________________________________

Remarks: _______________________________________________________________


_________________________________________________________________


_________________________________________________________________

______________________________

Attending Physician

______________________________

       Designation





























