
 
 
 
This form is to be filled out by Physician ONLY 

 
 
Patient’s Name:    

 
 
Physician’s Name:    

 
 
Physician’s Address: 

 
 
 
 
Physician’s Phone: FAX Number:    

 
 
Applicants Diagnosis:    

 
 
Is the Applicant currently undergoing treatment?:    

 
 
If No, when was the last treatment?:    

 
 
 
 
 

I certify that I am the treating physician of the Applicant. To the best of my knowledge, the patient is of 
sound mind, and capable to sign legal documents. 

 
 
Physician Signature: Date: 

 
 
 
 
Please email this form to info@shirleysway.com 

mailto:info

	Patients Name: 
	Physicians Name: 
	Physicians Phone: 
	FAX Number: 
	Applicants Diagnosis: 
	Is the Applicant currently undergoing treatment: 
	If No when was the last treatment: 
	Physician Signature: 
	Date: 
	Address: 


