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TO BE COMPLETED BY PHYSICIAN





























I understand that Vraj is located in rural area of Pennsylvania and there is no medically trained person
available at Vraj during Adhik Maas (June 12 - July 18, 2015).
I certify that the above-mentioned Person (1) and Person (2) are medically stable, self-dependent and
physically capable of taking care of themselves.

________________________________ ____________________________________  __________________
Physician Name Physician Signature                                    Date

________________________________
Physician Emergency Contact Number 

Name (1) ______________________________________________________ D-O-B ______________________

Diagnosis ____________________________________________________________________________________

Medication/S _______________________________________________________________________________

_______________________________________________________________________________________________

Length of Time & Frequency _____________________________________________________________________

Does the person needs to carry any emergency medicine? YES / NO ...... If YES, Please give details ...

________________________________________________________________________________________________

Are there any restrictions?  YES / NO  ...... If YES, Please give details (What & for How long)...

________________________________________________________________________________________________

Additional Notes: _______________________________________________________________________________

________________________________________________________________________________________________

Name (2) ______________________________________________________ D-O-B ______________________

Diagnosis ____________________________________________________________________________________

Medication/S _______________________________________________________________________________

_______________________________________________________________________________________________

Length of Time & Frequency _____________________________________________________________________

Does the person needs to carry any emergency medicine? YES / NO ...... If YES, Please give details ...

________________________________________________________________________________________________

Are there any restrictions?  YES / NO  ...... If YES, Please give details (What & for How long)...

________________________________________________________________________________________________

Additional Notes: _______________________________________________________________________________

________________________________________________________________________________________________
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