
State of California Health and Human Services Agency        Department of Health Care Services

Medical Certification 

This is to certify that I have personal knowledge of the medical condition which 

contraindicates travel by    

to  

in order to frequently visit and attend to the personal needs of a family member. 

Physician’s Name:  

Physician’s Signature: 

Date Signed:  
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	Physicians Name: 
	Date Signed: 
	Name of Family Member: 
	Name of Skilled Nursing Facility: 


