CERTIFICATION OF ESSENTIAL MEDICAL ITEMS FOR TRAVEL
DATE: ________________________

TO WHOM IT MAY CONCERN:

My patient ________________________ has been diagnosed with the following condition(s):
· Keratoconjunctivitis sicca

· Lagophthalmos

· Meibomian gland dysfunction

· Other: ___________________

· Other: ___________________

· Other: ___________________

This is to certify that when travelling by air, s/he requires the following medications and/or devices:

· Prescription drug(s): ______________________________________

· Over-the-counter lubricant(s) or solution(s): ________________________________

____________________________________________________________________

· Protective eyewear: ___________________________________

· Other: ______________________________________________

· Other: ______________________________________________

· Other: ______________________________________________

· Other: ______________________________________________

CERTIFYING PHYSICIAN
	Name
	

	Telephone
	

	Address
	

	City, State, Zip
	


Signature:            ________________________

