
CERTIFICATE 
 
 
 
Name 
 
 
 
Passport No. 
 
 
 
 
To whom it may concern: This is to certify that the above traveller has been 
supplied with this medical equipment for personal use due to his/her chronic 
illness. The above traveller requires the medical equipment for his/her physical 
health. 
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 __________________ ___________________ 
 Place  Date 
 
 
 ______________________________________ 
 Signature 
 


