
(Date)

College Church in Wheaton

Attn. Missions Office

332 E. Seminary Avenue

Wheaton, IL 60187

To Whom It May Concern:

(Participant/patient name) is under my care for (medical concern requiring prescription medication). He/she is currently on (medication, dosage, and frequency) to control his/her symptoms. 

Please check one:

 FORMCHECKBOX 
 He/she is in good health. These medications should not interfere with his/her ability to participate in the trip to (host country) scheduled for (date of trip).

 FORMCHECKBOX 
 It is my professional recommendation that this patient travel on this trip with the following restrictions:
 FORMCHECKBOX 
 It is my professional recommendation that this patient not participate in this trip due to the conditions under which he/she will be traveling and working as outlined in my conversations with this patient.
If there are any questions or concerns regarding this patient, please do not hesitate to contact my office.

Sincerely,

(Physician’s signature)

(Physician name)

Physician’s Recommendation for STAMP Participants Taking Prescription Medications





1) Please submit this letter on official letterhead. 


2) Make revisions as required for your patient’s specific need(s). 





Thank you for your assistance.








