
(Print the name and address of the doctor recommending the additional dose) 

………………………………………………. 

……………………………………………….. 

………………………………………………. 

 

Date……………………………………….. 

 

RECOMMENDATION FOR ADDITIONAL DOSE OF COVID -19 VACCINE BY  ATTENDING CLINICIAN 

 

This serves to certify that the patient …………………………………………………., with 

D.O.B…………………… ; is eligible for the additional of COVID-19.  

 

Reason for  eligibility is that the patient fall in the group  encircled below.  

 

Sincerely. 

 

……………………… 

Signature 

_____________ 

Specialization 

_____________ 

Medical Council of Jamaica Registration Number 

_____________ 

Telephone number (Office, Mobile) 


