
Doctor ...........................................................

Address ........................................................

 ..........................................................................

Tel ...................................................................

Email ..............................................................

Location & date

....................................................................

This is to certify that Mr / Mrs / Miss .............................................................

has a diabetes mellitus and for this disease, is treated with

insulin, which he (she) must carry at all times:

- Insulin and syringes

and/or 

- Insulin pen and needles

This is life treatment which must never be stopped.

To whom it may concern

Signature


