



                         Hospital/Clinic Stamp




Name and Surname:  _____________________________________                                                                

ID Number:      ____________________________________                                                                   

Herewith declares that the following patient has a physical disability which requires the
aid of a wheelchair/walker/crutch (mark one) to assist with everyday living.
Reason of the disability 

_________________________________________________________________________

_________________________________________________________________________



Signed on this day the ________ of _____________________ 2025.





______________________                               ______________                                                                
Signature Dr. /Physio/Nurse                               Practice Number.




________________________                        
             Print Name                                                                               





