
           
 
 
 
 
 
 

MEDICAL  ASSESSMENT 
                                                                    GI�Y CH�NG NH�N S�C KH�E 
 
 
 
                                                                                                        Date :……………………….. 
 
                       TO WHOM IT MAY CONCERN : 
 
                        RE : __________________________________________________________________ 
 
                       D.O.B. ______    ______   ______ 
 
                       SS #    ___   ___   ___   ___   ___   ___   ___   ___   ___ 
 
                       This is to certify that :……………………………………………………………………………… 
 
                       Has been treated at my office for the following conditions : 
                                                      ……………………………………………………………………………….. 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
                                                      …………………………………………………………………………………    
 
                       PHYSICIAN’S OPINION :  
                                                       ……………………………………………………………………………….. 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
                                                      ………………………………………………………………………………… 
 
                         
 
                                                              Physician’s name :__________________________ 
                                                                             Address :__________________________ 
                                                                                            __________________________ 
 

                                                Telephone :  (           )  ___ ___ ___ ___ ___ ___ ___ 
 
 
                                                Physician’s Signature :________________________ 
 
 
 
 

Note : This form is for membership application purpose only. 
QU� T��NG T� VI	T NAM – 1115 E. Santa Clara St. Suite #1, San Jose, CA. 95116 

Mailing address: PO Box. 21710, San Jose, CA 95151; Phone: (408) 297-6080 – Fax: (408) 297-4874 
 
 
 
 
 
 
 
 
 


