FIRSTMED

LETTER OF AUTHORIZATION

Attention FirstMed
l,

Name:
Date of birth:
National ID number:

authorize

Name:
Date of birth:
National ID number:

on my behalf, to pick up my personal medical documents, prescriptions or laboratory
results from FirstMed which | have requested.

Patient’s name Signature of authorized person

Witnesses by:

Name: Name:
Address: Address:
National ID number: National ID number:

Signature Signature

Date:

FirstMed FMC Kit.
Q@ H-1015 Budapest, Hatty( utca 14. | Hattyhaz

Q +36 12249090 Your health

W% info@firstmedcenters.com

& www.firstmedcenters.com | COI‘[IBS ﬁI‘St!




