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AFFIRMATION OF NEED FOR ESCORT 

I, ___________________________________________________________________________________ have 

Physician 

seen__________________________________________________, on ___________________________ and I 

Patient                                Date 

certify that he/she has a valid need to travel with an escort because of the following: 

This need is: 

 Continuing 

       Limited to the period from _______________________________ to ______________________________  

__________________________________________________________________ Signature of Physician Date  

_________________________________________________________________________ Physician’s Address 

_____________________________________________________ Physician’s Phone  
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