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DIAGNOSIS VERIFICATION FORM 
 
I am verifying that    
 (patient’s name) 

has a current diagnosis of cancer and is/will be receiving treatment related to cancer.   
 
 
 
   
 Physician’s Signature 
 
 Date   
 
 
   
 (please print name of physician here) 
 
 Address:   
 
   
 
 
 Phone No.   
 


