Patient Medical Background Validation

Date: [Insert Date]
To Whom It May Concern,

| am writing to request the validation of the medical background of our patient, [Patient's Full
Name], who has been under our care since [Start Date of Care]. This validation is crucial for
ensuring accurate treatment and care planning.

Patient Details:

Full Name: [Patient's Full Name]

Date of Birth: [Patient's Date of Birth]

Medical Record Number: [Medical Record Number]
Contact Information: [Patient's Contact Information]

Please provide the following information:

e Previous diagnoses

e Current medications

e Any known allergies

e Previous surgical history

We appreciate your prompt attention to this matter. Please feel free to contact us at [Your
Contact Information] if you have any questions or need further information.

Thank you for your cooperation.
Sincerely,

[Your Name]

[Your Title]

[Your Organization]
[Your Contact Information]



