Date : (day/month/year)

To Whom It May Concern

Name: ENEREBE S ADEAHD)
Date of birth: (B& S ADFEH)
Address: (B& S A D{EFT)

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.

(FEDY RN -&E1. AE. AA B : Aspirin 100mg once daily)

| appreciate your understanding.

For further information please feel free to contact me.

Kind regards,

physician’s signature :(ERIDEZ)
physician’s name : (EEID%&RT ZIL7 7 Xy K T)
Address: (7 ) = v U OFFf. BEES. X—IL7 RLX%)

(VIVZYIDRY V)
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