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MSF  wuLtipLe ScLEROSIS FOUNDATION

HEALTH AND WELLNESS PROGRAM
DOCTOR’S CONFIRMATION FORM

Please fill out this form and take it to your doctor to sign and date. We will need your
doctor to confirm your MS diagnosis, and to verify that you are able to participate in the
program. This form needs to be returned to the MSF in order to attend the program.

Patient’s Name:

(Please print name & address)

Address:

Phone:

Type of Program/Service:

Doctor’s Name:

(Please print name & address)

Address:

Phone:

Fax:

Doctor’s Signature Required:

I can confirm that this patient has multiple sclerosis and can participate in this program.

(Doctor’s Signature) (Date)

All information obtained will be held in strict confidence and we will respect your privacy.

National Headquarters: 6520 North Andrews Avenue, Fort Lauderdale, Florida 33309-2132
Health and Wellness - Toll Free: (800) 225-6495 / Ext. 129 « Fax: (954) 351-0630
Website: www.msfocus.org ¢ E-mail:alma@msfocus.org



