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Affidavit of Attending Physician
(3MeF & Rfhea® gRT U AT ST )

Under penalties pursuant to 29-10 (perjury) of the lllinois Election Code, | affirm that all of the statements on this application are true and correct.
I am an attending physician and have examined the patient in the state where | am licensed to practice medicine. | believe he/she will be physically
incapable of going to a polling place at any future election for the reason stated below.

1. Please print the following patient information.

name of patient

nature of disability

2. Please print the following patient information.

name of physician date licensed

state licensed to practice in

signature of physician date
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