
Atestado Médico  

 

Eu, abaixo assinado Dr._______________________________________, Médico, certifico que a 

examinação a  _________________________________________________________________ 

(nome completo), Data de nascimento:________________________________ revela a 

necessidade de tomar os seguintes alimentos para fins medicinais específicos. (Directiva 

Europeia 1999/21/EC): 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________  

Certifico que o doente tem necessidade de seguir esta terapêutica diariamente devido a uma 

doença metabólica. É essencial viajar com as quantidades descriminadas, as quais são vitais 

para cobrir toda a estadia em ______________ (País de destino).  

 

Data:______________________________________________ 

Assinatura do médico:________________________________ 

Vinheta: 

 

 

 

 

 

 

 

 

 

 

 

 



MEDICAL CERTIFICATE 

 

I, the undersigned Dr._______________________________________, Doctor of Medicine, 

certify that the examination of _______________________________________ (full name)  

Date of birth:________________________________ Age:___________________________ 

reveals the need of taking the following food for special medical purposes (Commission 

Directive 1999/21/EC): 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________  

I hereby certify that the patient has been under this treatment due to a rare metabolic disease 

and has to take the prescribed products daily. It’s essential to travel with this exactly amount 

which is vital to cover the entire stay in ______________ (country).  

 

Date:_________________________________ 

Doctor’s sign:________________________________ 

Doctor’s Stamp: 

 


