Potvrdenie lekara o
zdravotnej sposobilosti diet’at’a

..................................................................................

Potvrdzujem tymto, Ze dieta:

..................................................................................

narodeny/a dia v

.....................................................................................................................

bydliskom:

...................................................................................................................

.....................................................................................................................

...................................................................................................................

..................................................................................

Dieta pravidelne uZiva tieto lieky

..................................................................................

trpi chorobou

..................................................................................

....................................................

ma krvnu skupinu

....................................................

....................................................

proti tetanu bolo o¢kované dna

....................................................

PROSIME, ABY BOLO DIETA DOKLADNE VYSETRENE, NAKOLKO IDE DO KOLEKTiVU, KDE
BY PRIPADNA NEDOKLADNOST MOHLA SPOSOBIT ZNEPRIJEMNENIE POBYTU
OSTATNYM DETOM!

Datum: Podpis a peciatka lekara:




