


 

  

 

☐ ☐

☐ ☐

 ☐ ☐ ☐



❖

Attention: 

accessibility@lmch.ca


	undefined: 
	I hereby certify that this information represents my best professional judgment and is correct to the best of my knowledge: 
	Health Care Professionals Name printed: 
	Organization: 
	Signature: 
	Name: 
	Name_2: 
	Text1: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Text18: 
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Text22: 
	Text23: 
	Space for Physicians Stamp: 
	Text24: 


