
 

 

Dr. __________________________________ 

 

Address: _____________________________ 

 

_____________________________________ 

 

Postal Code: ___________________________ 

 

 

 

Date: ____________________________ 

 

 

Canada Revenue Agency 

 

 

Re: ______________________________ 

                      (Patient name) 

 

This letter is to confirm the following information as required by the Canada Revenue  

 

Agency to support the claim for medical expenses incurred for the above-named patient. 

         

[Please mark the box with an X where applicable] 

 

⁭ Medical treatment received by this patient was not available locally.  Travel was 

required. 

 

⁮ Patient was unable to drive themselves to this location for medical reasons, therefore 

required another person to drive. 

 

⁮ Patient was referred 

 

⁮ The closest centre available for treatment or services for this patient was: 

 

 ⁮ Saskatoon  

 

 ⁮ Regina  

  

⁮ Other _____________________________ 

 

 

 

_____________________________________ 

Dr. Signature 


