Date (day/month/year)

To Whom It May Concern

Name: (BEHNNELREE I ADLAHD)
Date of birth: (B& S ADFAEH)

Address: (B& S ADEFRR)

The individual named above is a patient of mine.

This person has been diagnosed with the medical condition(s) that requires treatment with the
medication listed below.

(FEDU R~ -%B1. 8. A% 5 : Aspirin 100mg once daily)

This person’s family member, (EZEBE S ADLHITRHEIADKED L B © Mr. Taro
YAMADA) is bringing in these medications for (FB& & A D %EI) who is currently staying in New
Zealand.

| appreciate your understanding.

For further information, please feel free to contact me.

Kind regards,

physician’s signature :(EEETDER)
physician’s name : (EEID%&EF] ZIL7 7 Xy K T)
Address: (7 U =v U OFFr. BEES. X—IL7 KNLRFH)

(VUZwIDRY VT



Date:

To Whom It May Concern

Name:
Date of birth:

Address:

The individual named above is a patient of mine.

This person has been diagnosed with the medical condition(s) that requires treatment with the
medication listed below.

This person’s family member, is bringing in these medications
for who is currently staying in New Zealand.
| appreciate your understanding.

For further information, please feel free to contact me.

Kind regards,

physician’s signature :

physician’s name :

Address:



