
[Clinic Name] 

[Clinic Address] 

[Phone Number] 

[Date] 

RE: HEALING CONFIRMATION AND DISCHARGE 

Patient Name: [Patient Full Name] 

Date of Birth: [DOB] 

Patient ID: [ID Number] 

To Whom It May Concern, 

This letter serves to formally confirm that [Patient Name] has completed the prescribed 

dermatological treatment for [Condition Name, e.g., Post-Operative Wound, Contact Dermatitis, 

Infection]. 

Based on a clinical examination conducted on [Date of Final Exam], the affected area is now 

fully healed. There are no clinical signs of active infection, inflammation, or recurrence at this 

time. The patient has met all criteria for medical discharge regarding this specific condition. 

Summary of Treatment: 

[Brief Description of Treatment/Procedure] 

Post-Discharge Instructions: 

- Continue standard skin care and sun protection. 

- Monitor the area for any new changes or symptoms. 

- [Additional Specific Instructions] 

The patient has been advised to return for a follow-up consultation only if new symptoms arise. 

Should you require further clinical details, please contact our office. 

Sincerely, 

[Doctor Name] 

[Title/Medical License Number] 

[Department of Dermatology] 


