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MAIL OR FAX COMPLETED FORM TO:
CANNA FARMS LIMITED 
Address: P0 Box 1419, Hope B.C., V0X 1L0 
Fax completed form to: 1-855-244-9158 
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Fax*
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Physician Nurse Practitioner

Medical Diagnosis  
(Primary condition required if document will be submitted to Veterans Affairs)

By initialing this box, I, the supporting Health Care Practitioner, have been asked by my patient to send this medical document directly to a licensed seller. In sending it by fax,  
I acknowledge that the faxed medical document shall constitute the original medical document. Health Care Practitioner  also attests that this Medical Document  
will not be faxed or provided to any other party.

www.cannafarms.ca

Note: The period of use cannot exceed 12 months and will commence 
from the date the document is registered with Canna Farms™. 

I*,

X

WRITTEN ORDER*

To be completed by a Health Care Practitioner. All mandatory fields have been marked with asterisk (*) 

MEDICAL DOCUMENT

hereby attest that the information contained herein is correct and complete.*
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