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Medical Use of Marijuana Program: 

Certification Form for Patients Under the Age of 18  
 

This form is for use by Massachusetts licensed physicians who are certifying a qualifying patient 

who is under the age of 18 for the medical use of marijuana.  

This form must be completed by two Massachusetts licensed physicians (as explained 

below) who are registered with the Medical Use of Marijuana Program.   

Complete and mail in the attached certification form to the Medical Use of Marijuana Program 

(“Program”). Following completion of the certification process, the parent or legal guardian of 

the qualifying patient may apply for the patient’s registration with the Program. 

CERTIFICATION 

A qualifying patient who is under 18 years of age must be certified by two Massachusetts 

licensed certifying physicians, at least one of whom is a board-certified pediatrician or board-

certified pediatric subspecialist, with a debilitating life-limiting illness.  

The physicians may certify a qualifying patient who is under 18 years of age who has a 

debilitating medical condition that is not a life-limiting illness if those physicians determine that 

the benefits of the medical use of marijuana outweigh the risks. This must include a discussion of 

the potential negative impacts on neurological development with the parent or legal guardian of 

the qualifying patient, written consent of the parent or legal guardian, and documentation of the 

rationale in the medical record and the written certification.  
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SUBMITTING THE CERTIFICATION FORM 

Mail the:  

 Completed Certification Form  

To: 

Massachusetts Department of Public Health 

Medical Use of Marijuana Program 

99 Chauncy Street, 11
th

 floor 

Boston, MA 02111 

 

Following completion of the certification process, the parent or legal guardian of the qualifying 

patient may apply for the patient’s registration with the Medical Use of Marijuana Program. 

ICD Code 

The below table is the list of ICD codes and the corresponding diseases, signs and symptoms, 

etc. Use this table as a reference when filling out Section C of the Certification Form. 

 

Chapter Blocks Title 

I A00–B99 Certain infectious and parasitic diseases 

II C00–D48 Neoplasms 

III D50–D89 
Diseases of the blood and blood-forming organs and certain disorders 
involving the immune mechanism 

IV E00–E90 Endocrine, nutritional and metabolic diseases 

V F00–F99 Mental and behavioral disorders 

VI G00–G99 Diseases of the nervous system 

VII H00–H59 Diseases of the eye and adnexa 

VIII H60–H95 Diseases of the ear and mastoid process 

IX I00–I99 Diseases of the circulatory system 

X J00–J99 Diseases of the respiratory system 

XI K00–K93 Diseases of the digestive system 

XII L00–L99 Diseases of the skin and subcutaneous tissue 

XIII M00–M99 Diseases of the musculoskeletal system and connective tissue 

XIV N00–N99 Diseases of the genitourinary system 

XV O00–O99 Pregnancy, childbirth and the puerperium 

XVI P00–P96 Certain conditions originating in the perinatal period 

XVII Q00–Q99 Congenital malformations, deformations and chromosomal abnormalities 

XVIII R00–R99 
Symptoms, signs and abnormal clinical and laboratory findings, not 
elsewhere classified 

XIX S00–T98 Injury, poisoning and certain other consequences of external causes 

XX V01–Y98 External causes of morbidity and mortality 

XXI Z00–Z99 Factors influencing health status and contact with health services 

XXII U00–U99 Codes for special purposes 
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CERTIFICATION FORM: PATIENTS UNDER THE AGE OF 18 
(Please Print) 

 

SECTION A: PATIENT INFORMATION  
(REQUIRED) 

1.  Last name of patient: 

 

2. First name of patient:                                         Middle initial: 

3. Patient’s date of birth (mm/dd/yyyy): 

                         /                   / 

4. Last 4 digits of patient’s Social Security Number: 

 

SECTION B: PARENT OR LEGAL GUARDIAN INFORMATION  
(REQUIRED) 

5. Last name of parent or legal guardian: 

 

6. First name of parent or legal guardian:             Middle initial: 

7a. Residential address of parent or legal guardian: 

 

7b.  Residential address 2: 

8. City: 

 

9. State: 10. Zip code: 

11. Phone number of  parent or legal guardian: 

(          ) 

12. Email address of parent or legal guardian: 

SECTION C: PHYSICIAN INFORMATION AND CERTIFICATION 
(REQUIRED) 

Qualifying patients who are under 18 years of age must be certified by two Massachusetts licensed physicians, at least one 
of whom is a board-certified pediatrician or board-certified pediatric subspecialist. 

The names and addresses of the physicians on this form must match the names and addresses submitted for physician 
registration with the Medical Use of Marijuana Program. 

PHYSICIAN 1 INFORMATION 

Check here if you are a Pediatrician or Pediatric Sub-specialist  
 
13. Area of specialty: _______________________________ 

 

14. Physician last name: 

 

15. Physician first name: 

16. Medical Use of Marijuana Program Registration Number: 

 

17. Name of practice: 

 

18. Business address: 

19. City: 20. State: 

MA 

21. Zip code: 

 

22. Business phone number: 

(          ) 
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23. Debilitating Medical Condition – Please indicate the qualifying patient’s debilitating medical condition. If “Other” is selected, 

specify the debilitating medical condition and the corresponding ICD Code.  

 Acquired Immune Deficiency Syndrome (AIDS)              Hepatitis C 

 Amyotrophic Lateral Sclerosis (ALS)                               Multiple Sclerosis (MS) 

 Cancer                                                                             Parkinson’s Disease 

 Crohn’s Disease                                                              Positive Status for Human Immunodeficiency Virus (HIV) 

 Glaucoma                                                                       

 Other (please specify): _________________________  Corresponding ICD Code: _______________________________ 

 Other (please specify): _________________________  Corresponding ICD Code: _______________________________ 

24. Patient Certification Start Date (dd/mm/yyyy): 

                         /                   / 

25. Certification Duration (in Days): 

          15                                    150                                     300 

          30                                    180                                     330 

          60                                    210                                     365 

          90                                    240                       

 120                                  270 

26. Override (optional):  

 Please check the box if you wish to certify the patient for a quantity of marijuana for medical use that is above the default 

maximum quantity of 10 ounces for 60 days, and state the amount in ounces or grams. State the reason for the override in 
question 27.  

Amount: ______________________________________ 

27. State the reason for override, if applicable: 

 
 
 
 
 
 

28. If the debilitating medical condition is not life-limiting, provide a rationale for this certification: 
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PHYSICIAN 1 ATTESTATIONS  

Read the attestations below and check the box to attest that you understand and agree with the attestations.  

 This is a patient with whom I have a bona fide physician-patient relationship. 

 I have had a clinical visit with this patient and completed a thorough assessment before submitting this certification.  

 I have reviewed the Massachusetts Prescription Monitoring Program (PMP) to assess the patient’s prescription history 
and to coordinate the patient’s care at the time of his/her clinic visit. 

 As part of my clinical assessment of the patient, I have reviewed the risks of using marijuana for medical reasons with 
my patient and provided the patient with educational materials.  

 I certify that this patient is currently suffering from the active debilitating medical condition stated above and in my 
professional opinion, the potential benefits of the medical use of marijuana would likely outweigh the health risks for the 
patient. 

 If the debilitating medical condition is not life-limiting, I certify that I have determined that the benefits of the medical use 
of marijuana outweighs the risks, I have discussed the potential negative impacts on neurological development with the 
parent or legal guardian of the qualifying patient, and I have secured the written consent of the parent or legal guardian 
and documented the rationale in the qualifying patient’s medical record and in this written certification. 

 By checking the box, I attest that I understand and agree with each of the Attestations above.  
 

29. Physician 1 signature: 30. Date signed (mm/dd/yyyy): 
 

                         /                   / 
 

 

PHYSICIAN 2 INFORMATION 

Check here if you are a Pediatrician or Pediatric Sub-specialist  
 
31. Area of specialty: _______________________________  
 

32. Physician last name: 

 

33. Physician first name: 

 

34. Medical Use of Marijuana Program Registration Number: 

 

35. Name of practice: 

 

36. Business address: 

37. City: 38. State: 

         MA 

39. Zip code: 40. Business phone number: 

 By checking the box, I concur with the diagnosis of this patient by Physician 1 and the information 

provided in this certification regarding the debilitating medical condition or life limiting illness, as 
applicable.  In my professional opinion, the potential benefits of the medical use of marijuana would likely 
outweigh the health risks for the patient.   
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PHYSICIAN 2 ATTESTATIONS  

Read the attestations below and check the box to attest that you understand and agree with the attestations.  

 This is a patient with whom I have a bona fide physician-patient relationship. 

 I have had a clinical visit with this patient and completed a thorough assessment before submitting this certification.  

 I have reviewed the Massachusetts Prescription Monitoring Program to assess the patient’s prescription history and to 
coordinate the patient’s care at the time of his/her clinic visit. 

 As part of my clinical assessment of the patient, I have reviewed the risks of using marijuana for medical reasons with 
my patient and provided the patient with educational materials.  

 I certify that this patient is currently suffering from the active debilitating medical condition stated above and in my 
professional opinion, the potential benefits of the medical use of marijuana would likely outweigh the health risks for the 
patient. 

 If the debilitating medical condition is not life-limiting, I certify that I have determined that the benefits of the medical use 
of marijuana outweighs the risks, I have discussed the potential negative impacts on neurological development with the 
parent or legal guardian of the qualifying patient, and I have secured the written consent of the parent or legal guardian 
and documented the rationale in the qualifying patient’s medical record and written certification. 

 By checking the box, I attest that I understand and agree with each of the Attestations above.  
 

41. Physician 2 signature: 42. Date signed (mm/dd/yyyy):  

 

                         /                   / 
 


