a A TRUSTED NAME
Ai_M IN ISRAELI

HEALTHCARE

American Israel Medi-Plan

Physician’s Statement for Medication Prescription Refill

Dear Dr. Eagle,

This statement is to declare that my patient (patient’s name),
/__/ (date of birth), AIM ID#

is under my care and is being treated for (diagnosis)
and is currently taking:

(Medication)

(Dosage)

|, Dr. , give permission for the AIM physician to continue to
prescribe the medications for my patient for the duration of their school year in Israel
on the American-Israel Medi-Plan (AIM).

This medication can be prescribed to this patient with the following limitations:

Thank you,

Dr.

Date / /]




