
Patient name:

Date of birth:

Patient ID:

To whom it may concern:

This note is to confirm that ______________________________________________ was seen at 

_______________________________________ on _________________________________ for 

evaluation and treatment of ____________________________________________________.

Findings

Symptoms:

Examination:

Diagnosis:

Treatment provided:



Work / school recommendations:

Next appointment:

Sincerely,


	1: 15 August 2024
	3: John Doe
	2: Central Health Clinic123 Main StreetMelbourne, VIC 3000(03) 1234 5678
	4: 12 March 1980
	5: 123456789
	6: John Doe
	7: Central Health Clinic
	8: 15 August 2024
	9: lower back pain.
	10: Persistent pain in the lower back, limited mobility.
	11: Physical examination showed tenderness in the lumbar region.
	12: Lumbar strain.
	13: Prescribed physiotherapy sessions and pain relief medication.
	14: Light duties recommended for two weeks.
	15: 22 August 2024.
	Text5: Dr. Williams
	16: Dr. Jane WilliamsGeneral PractitionerAHPRA 87654321


