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SAOA

South African Optometric Association

TO WHOM IT MAY CONCERN,

CONFIRMATION OF ESSENTIAL VISUAL SERVICES

I hereby confirm that M. e L ID NUMDBET i, )
has an appointment at my practice at ........cccoceeenevenene. (tIME) 0N et (date) fora

vision /eye condition related to essential visual services.

(name of PArtNEr), ID .occveee ettt s s for transportation to and from the practice
as an invasive procedure will be done and it would not be advisable for Mr ...

to drive home alone.

Should you require additional information you are welcome to contact Me ON .....c.ccvvviveriiveverirerinneerreee e

Regards,

OPTOMETRIST

Directors | D Boloka (President) | M Pieterse | N Subramany | L Cilliers | S Govender | F Mahlangu | C Seethal
561 Nupen Crescent, Halfway House, Ext 12 | P O Box 2925, Halfway House, 1685, South Africa
Tel : (011) 8054517 | Fax: (011) 805 3882




	OPTOMETRIST: 
	Time: 
	Date: 
	Name1: 
	Name2: 
	Name3: 
	ID number1: 
	ID number2: 
	Name4: 
	Number: 


