VOLUNTEER SERVICE
SIBLEY MEMORIAL HOSPITAL

PHYSICIAN’S REFERENCE

Date:





Please return to:
Volunteer Service Department



Sibley Memorial Hospital




5255 Loughboro Road, N.W.




Washington, D.C. 20016-2695

From:













(Name of Doctor) Please Print
This is to certify that ____________________________________ is to my knowledge
(Name of Volunteer) Please Print
free from contagious or debilitating disease.  In my judgment, applicant is both physically
fit and emotionally stable, and there is no reason why applicant should not be able to
perform the demanding tasks of Volunteer activity at Sibley Memorial Hospital.
Doctor’s Signature

ADDRESS
TELEPHONE
