CALIFORNIA THERAPEUTIC CANNABIS RECOMMENDATION*

Date: ________________________
Patients Full Name: 
​​​​​​​​​​​​​​​​​​_____________________________________________________________________________

This certifies that the person named above was examined in my office. He/she was found to have a medical condition that may benefit from the use of medical cannabis. I have discussed the potential risks and benefits of medical cannabis use as an appropriate therapeutic treatment pursuant to the Compassionate Use Act of 1996 (California Health and Safety Code 11362.5) 

I recommend and/or approve of his/her use of cannabis with the following limitations and/or conditions: 
1. Do not use this medication with alcohol or other mind altering medications 
2. Use the least amount of medical cannabis needed to relieve symptoms 
3. Do realize that there may be physical and/or mental impairment when using this medication 
4. Do not drive, operate machinery or engage in any activity which requires alertness while using medical cannabis 
5. Use discretion when using medical cannabis and respect the rights of others 

My patient authorizes me to discuss his/her medical condition and the contents of this letter, for verification purposes only. I am a physician licensed to practice medicine in the state of California. 


This recommendation expires on _____________________________________________ 
                   1 year           6 months            Other 

Diagnosis (not mandatory) 
_______________________________________________________________________________ 

_______________________________________________________________________________ 

________________________________ ___________________________ 
M.D. CA License. # Date 


I have read & agree to the terms above. Signed _______________________________ 
(Patient Signature) 


To verify recommendations please call _______________________________________________
