Control No.: _____________

Hosp. No.: ______________

Mandaluyong City Medical Center

605 Boni Avenue, Mandaluyong City

M E D I C A L   C E R T I F I C A T E

   ______________________

     Date

TO WHOM IT MAY CONCERN:


The undersigned do hereby certify that






___
 years old and presently residing at 







___ 

is presently confined / was confined / was examined and treated in this hospital from / on ___________________________________to






___  

and found the following:

DIAGNOSIS:


Duration of illness will take ___________________ (    ) days for the lession(s) to heal in the absence of complication.


This certification is issued upon the request of __________________ to be used exclusively for ______________________________ purposes.

   _________________________________ M.D.
  Attending Physician

NOT VALID WITHOUT OFFICIAL SEAL

Form – MRS’s 2007

