YHTU-Uel “E@°/CERTIFICATE ‘B’

@ A & A & W11 1Y S garst & o eregqare & oo fomam gy

(To be completed in case of patients who are admitted to hospital for treatment)

..................................................................................................................................................... F Fr
B S /T TR
B ettt ettt ettt e FI SR fRAT TR WHIUI-UE |/ Certificate
granted  to  Mrs/Mr/Miss...  ....cccoiiiciinnceeee. wife/son/daughter  of  Mr.
............................................. employedinthe............cooo
WIT &6 °/PART-A

L= B e TGl SHTTOT el -

DIt hereby certify:-
Q) T TR L.ttt % TRIRI/FR ORI § STedaret § il
foma T a1 (feiferaan SifSert &1 A1)
(a) that the patient was admitted to hospital on advise of ..............cocoviiiiiinnnn. (name of the
Medical Officer) on my advice:
A1) T T G B T ettt eeee Awrg iR frsggaud
W g 75 7 < 71 fmfoifea sivedt It At grerd H gurR @M & fAig/ iR €9 @ @eE g9 @ e & fog
FITATT &, T BTttt ettt e e se e et e ene e e et e seeeaeens (STETe T

) STEITe H HTgde AT & 3 & folg Tt gt ot St o7k 36 3 siwedta fAsror afdfem 2 €, e
o T Rifhear w1 % T& ugrd Iuerss & 1 & 3 Tfetsror STt Feta: W@, SR 9kt At G €

(b)that the patient has been under treatment at .......................... and that the under mentioned
medicines of prescribed by me in this connection were essential for the recovery/prevention of serious
deterioration in the condition of the patient. The medicines are not stocked in the
........................................ (name of the hospital) for supply to private patient and do not include
proprietary preparations for which cheaper substances of equal therapeutic value are available nor

preparations which are primarily foods, toilets or disinfectants:

Safery & drH/Name of Medicines I/ Price

qt) for fou U SSte=m Amremar ar ANfRIT & fog 9/ 9

(c) that the injections administered were/were not for immunizing or prophylactic purposes:



T SelTSl | &/ |
(d) that the patient is/was suffering from....................o.o and is/was under treatment from
............................. o
%) foh oI Tar-X TRIITRITETT ST BTG & T, TR Py g g
STTATTE T BT T TATE T vt ee e eee e eeee e eee e seeeaeeeeeeas T fpq g & | (remare
T SRINTRITET & ATH)
(e) that the X-ray, laboratory tests, etc. for which an expenditure of Rs. ................coenee was incurred
were necessary and were undertaken on my advice at ...............col (name of hospital or

laboratory) :

SRR THTUT-Uel/ESSENTIALITY CERTIFICATE

T) T H7 T7 B FARIT TRIRT 5 AT TL. .ot sess e ssisesesenes
TR HSTT AT BTeevvverareveseeesessesesessessssssessssssessssssesssssssessssssnessssens a1 T & STER Famdfad
ARG STTHIGA UT R T 727 o7 | (IS & &g URIH (e feifohedn SifeepR &1 M)

(f)thatIcalledon Dr. ......ooooiiiiiiiiiiii for Specialist consultation and the necessarily
approval of the .........c.cooiiiiiiiii (Name of the Chief Administrative Medical Officer of

the State) as required under the rules, was obtained.

ITard H I & T fRiferen sifSerd
& BEIT&R T4 UG

Signature & Designation of the
Medical Officer in charge of the

case at the hospital



WIT “@‘/PART- B
H TfoTe BT B foh T SETTT B T ST H

W ¢ ok f& vy ufefemet @ 59 ol & fou dow foa @ wig & @ew @
.................................................................... T @9 foQ 77q &, I AT & gerd i Sidh HeA/ TR T H

TS g 9 Aehe o forg S1fard ot |
I certify that the patient has been under treatment at the ......................o hospital and
that the service of the special nurses for which an expenditure of Rs. ................c.coiiini was incurred

vide bills and receipts attached, were essential for the recovery/prevention of serious deterioration in the

condition of the patient.

T4/ Signature
(3rearer & Wt o g9 feiferean srfeed)
(Medical Officer in charge of the case at the hospital)

yfdgEaa/COUNTERSIGNED
fafercam e1fiere/Medical Superintendent

....................................... AWdTed/Hospital
B IO BT § O T BT B Tt
3TEIATe | TEl § TR 38 S YIIerd &t 778 3 At 3 geirst o iy S1fard =gam giaemy off 1/ I certify that the

patient has been under treatmentatthe ..................coooeiiin hospital and that the facilities provided

were the minimum which were essential for the patient’s treatment.

TI/Place....cuueennnnenn. foiforea a1eftean/Medical Superintendent
....................................... W dTel/Hospital

e:- S FHTYT-Ud AN 7 &, 37 HIe § | TAI-Ud @ SIfHAard g SR geft Amet # fafdhen et
BRI 9 S A1 I/NOTE:- Certificate not applicable should be stuck off. Certificate (d) is

compulsory and must be filled in by Medical Officer in all cases.

%  YAqH GAYT TS I ST & fafdhedT STefieres a1 317 Iodaa feifdrean it gRT geaeRa fma S
ey, i o Riferen e1diers & g s uar 9 HT&\EIQ_CT fomam 71 @1 1/ The minimum facilities certificate may be
signed either by the Medical Superintendent of the Hospital concerned or another Gazetted Medical Officer

who has been authorized in this behalf by the Medical Superintendent.
[GIM.H.O.M. No.- F-2-35/52-LSG(H.1.)dated 19" September] 1958.]



