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MEDICAL CERTIFICATE

To whom it may concern:

This is to certify that Mr./Ms./Mrs. W" /3 = "Q_{‘
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was seen and examined bymeon 5, / o>F /2023
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This certlﬁcate is issued upon the request of the above mentloned

name for whatever purpose it may serve (excluding legal matters).

Respectfully yours,

ROLANDOE. RE ALADO, M.D., FPCS
EYES, EARS, NOSE, THROAT
Silliman University Medical Center

Dumaguete City

License No. 52649



