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Anlage H 

Confirmation of absolute medical necessity to use medical service 
 

 

 

This is to confirm that the use of medical services is an absolute medical necessity for 

 

 

Mr./Ms....................................................................................... 

 

 

Date of birth............................................................ 

 

 

nationality................................................................ 

 

 

 

 

 

 

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

place, date, signature and stamp of the certifying physician 
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