
POTVRDA IZABRANOG LIJEČNIKA 

 
 
 
 

Potvrđujem da _________________________________________________________________  
(ime i prezime) 

 
 
rođen/a _____________________, s prebivalištem  u __________________________________ 
 
 
 
1.      NE BOLUJE OD KRONIČNIH I PSIHIČKIH BOLESTI 
 
 
2.      IMA POTVRĐENE SLIJEDEĆE KRONIČNE I PSIHIČKE BOLESTI: 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
3.      UZIMA POVREMENO ILI STALNO SLIJEDEĆE LIJEKOVE: 
 
_____________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
PUNA ADRESA ORDINACIJE I TELEFON: 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
  
  
                                                                                                 _____________________________ 
                                                                                                    (žig i potpis doktora medicine) 
 
 
 

MP 
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