>

(a)

(b)

LDr ..........

Certificate granted to Mrs./MI./MISS. .. ...

Wife/Son/Daughter of Mr.......... e
Employed inthe. .. ...
CERTIFICATE “A”
(To be Completed in the case of patients who are not admitted to hospital for treatment)
B i P o B e M i & bR i hereby certify :-
that I charged and recerved ? N ... for .. .e.v.......consultations on
(date to be grven) at my consultrng room..
. at the residence of the patient.
that I charged and rece1ved 3. e . for adm1n1ster1ng
intframuscular mjectrons/subcutaneous on.. . e (date to be g1ven)

at my consulting room/at the residence of the pat1ent

(c) That the injections administered were for/were not for 1mmunizing or prophylactic purposes.

(d) That the patient has been under treatment at.. ..hospital/my consulting room
and that the undermentioned medicines prescnbed by me in thls connectron were essential for the
recovery/prevention of serious deterioration in the condition of the patient. The medicines are not
stocked inthe ..........cccocirecoecae e

: (name of the hosprtal) for supply to prrvate patlents and do
not 1nclude proprretary preparatrons for which cheaper substances of equal therapeutic value are
available for preparations, which are primarily foods, toilets or disinfection.

S.N. Name of medicines Prices
1.
2.
3.
+
5.
6.
(e) That the patient is/was suffering from................................. .and is/was under my treatment
from......... . Lto :
(H That the patrent 1s/was not g1ven prenatal or postnatal treatment
(g2) That the X-ray laboratory test, etc. for which an expenditure of ¥ ......... ... ... ... ... ... ... ...
was incurred were necessary and were undertaken on my advice at..................... ... ........
(Name of hospital or laboratory)
(h) That I referred the patientto Dr. ................................... for specialist consultation and that
the necessary approval of the .. - S ..(Name of the Chief
Administrative Medical Offrcer of the State) as requrred under the rules was obtamed
(1) That the patient did not require/required hospitalization.
Signature & Designation of the Medical Officer
Name of the Hosprtal/Drspensary to which attached.
Dated .. e

N.B.:

Certificate not applicable should be struck off. Certificate (a) is Compulsory and must be filled in
by the Medical Officer in all cases.

Certificate granted to Mr./Miss ................ w1fe/son/daughter of
Mr/MiSS............o employed mthe



Certificate granted to Mrs./MI./MISS. .. ...
Wife/Son/Daughter of M.
Employed inthe. .. ..

CERTIFICATE “B”
(To be Completed in the case of patients who are admitted to hospital for treatment)
PART -A
(To be signed by the Medical Officer in charge of the case at the hospital)
LN i s herebycertrfy
(a) that the patrent was admltted to hosprtal on my advrce/the advice of...
SYRRS—— .(Name of medical officer).

(b) that the patrent has been under treatment at . ..and that the under
mentioned medicines prescribed by me in thrs connectron were essentral for the recovery/
prevention of serious deterioration in the condition of the patient. The medicines are not stocked
in the .. T U . (name of hospital) for supply to private
pat1ents and do not 1nc1ude propr1etary preparatrons for which cheaper substances of equal
therapeutic value are available, for preparation which are primarily foods, toilets or disinfection.

S.N. Name of medicines Prices

PRI

() That the injections administered were not for immunizing or prophylactic purposes.
(d) That the patient 1s/was suffering from ..................................
and is/was under my treatment from .......... : to
(e) That the X-ray, Laboratory tests, etc. for whrch an expendrture of %
was incurred were necessary and were undertaken on my advice at.. .
(Name of hosprtal or laboratory)

" Thatlcalledm])r or e s o
the Chief Admmrstratwe Medrcal Offrcer of the State) as requrred under the rules was obtamed

Signature and Designation of
The Medical Officer-in-charge

PART -B

I certify that the patient has been under treatment at the .. .
T hospltal and that the services of the spec1a1 nurses, for whlch
and expendlture of ? e . was incurred vide bills and receipts attached,
were essential for the recovery/preventron of serious deter-oratlon in the condition of the patient.

Signature of the Medical
Officer-in-charge of the case at the Hospital

COUNTERSIGNED

Medical Superintendent

...Hospital
I certify that the patient has been under treatment at the.. e weeveveeie ... Hospital
and that the facilities provided were minimum which were essentral for the pat1ents treatment
Medical Superintendent
....Hospital
Place :
Date :

N.B. :- Certificate not applicable should be struck off. Certificate (d) 1S Compulsory and must be ﬁlled n
by the Medical Officer in all cases.



MEDICAL CERTIFICTE OF FITNESS TO BE PRODUCED ON RETURN FROM LEAVE
F.R.71 (43) A

I CHIEF = MEDICAL  OFFICER/
AUTHORIZED MEDICAL ATTENDENT do here by certify that we / I have carefully examined
shri/fsmt. ...................................ofthe........................................_.departmentand

find that he has recovered from his illness and now fit to resume duties in government service on

We / I also certify that before arriving at this decision we/l examined the original medical
certificate and statement of case (or copies there of certified by the officer granting the leave) on

which leave was granted and have taken these into consideration on arriving at our/my decision.

Date.................

Place...............

CHIEF MEDICAL OFFICER
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Medical Statement of Shri... ... .o

(Name to be filled in the application in the presence of Chief Medical Officer or the authorized

medical attendant)

1.

@oB B

I, Dr.

NI . . o

ATPOTEEIE WELL....-... 2. o cnosommn mn i s a1 5 s st -3 s 35S G S AR

IO, o o e 1 50 s 8 08,00 (58 0 S B S 0.2 500, 5 8 2 S 5 A AN A A A

O Al S OTVICE. .. oot e e e e e e e e ——————————

Previous period of leave... ... .. .

(Absence on medical certificate)... .............. .. . e ———————
TEIEIBIER. . . .o rcomeren e sesmomen s ' e e s e o, s e a1 o s v seomneen 23R A AR ARAS SRR

IS . .. .ttt e e———————

HiStOry

MEDICAL  ATTENDENT, at

OF: 0 siscisms .2 5. o0 505 2 2 55 s s i s 3 5.4
Hereby certify that shri/smt........................... ... .

........CHIEF MEDICAL OFFICER/ AUTHORIZED

...or

....after careful and personal examination of the case.

........1s/was 1n bad state of health and I

solemnly and sincerely declare that according to the best of my judgment, a period of absence from

my duty is/ was essentially necessary for recovery of his/her health and recommend that he/ she

may be granted leave for......... ..

oowefo o ..........................Inmyopinion it

is not necessary for the officer to the officer to appear before a medical board.

Date..

Place..................

CHIEF MEDICAL OFFICER
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