
 
PATIENT TESTIMONIAL 

 
Contents of this form may be used on MediCann Website or for promotional programs 

 
 
Name (OPTIONAL)__________________________________   
 
Date__________ 
 
 
Tell us how Medical Cannabis has helped you 
 
 
 
 
 
 
 
 
 
How can MediCann serve you better? 
 
 
 
 
Thank you! 


