
Date:  

Dr __________________________________________ 

Address   
Hospital de Luz Saude,
Rua Carlos Alberto Da Moto,
Pinto, 17-9, 1070 – 313 Lisbon, Portugal.

Patient details: 

Name: 
_____________________________________________________________________ 

Address: ___________________________________________________________________ 

    ___________________________________________________________________ 

GMS No:  ___________________________________________ 

Phone number: ______________________________________ 

Patient notes 

Dear Dr ____________________________________,  

 _______________________________________________________________  

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Date: ______________________________________________  

Yours sincerely, _______________________________________ 




