Title: Long Term Care (LTC) Six-Month Physician Statement

Standard Header

To: ___________________________________________________________
                                             Physician/Facility

[bookmark: _GoBack]To evaluate the current and ongoing living situation, is <customer name> expected to return home within six months?

 Yes   
 No


____________________________________________________________________________________
Physician’s Signature                                                                                               Date


____________________________________________________________________________________
Physician’s Name                                                                                                    Phone

