t
%

6.3.2 Institutional Policy'document on providing fina_ncial suppdrt to teachers
Institutional Policy document on providing financial support to teachers

s

REFE(}NAL NSTITUTE OF EL\L‘ CATION, MYSORE 570 006

L\PPI ICATION FORM FOR ADVA NCE FOR THE PURCHASE OF COMPUTER

637 Name of the appiicant
02. ‘A_plelzﬁeelwt's Designaticn '
‘03, | District & Station
o4 [Basicray
OL: " Anticipated Price of Personal computer
Of: "A;nount of advann_ reguired
"07. | Date of Lntsy into the zouncil R
* o | Date of superannuation or retirement o date of.
‘expiry of contract in case of officer.
09, | Number of instalment in which the advance i
i desired to be repald.
0. "V\/hethe;“aua;ance For similar purpose was oitained .
previously and is sp, . o '
a) Date of drgwl of the advance
b) The amount of advance & lntefé.st therson '
. still outstanding if any, )
11. | Whether the intention is to purchase. .
a) Anew orojd personal computer.
) 1
b) If the intentian is to purchase personal
computer tthreugh a person .other than a
regular ar reputed dealer or agent, whether
. previous |sanction of the crimpeterit
authority has been abtained as reauired |’
under ruld 15(2) of the Cetitral Ser\nces
(Conduct) Rules 1955, L :
. 12, | Whether the offig)al is on leave of is aheut &,
't proceed on teave. .
a) The date df commencement of ieEve..
_ b) The date df expiry of leave. .
i3. | Are any negotiatidns or preh:,nnary enqun ing peing .
made so that delivery may be taken of the pe-sonal -
computer with ane month from- the Cl fe of dl_awl

of the advance? -

l

Certified that |-h;avej| ot taken delivery ¢
apply for the advance
take possession af tr]

Cerufled that the mformation given above is complete and true

I_:af: the cdmputer'ad\}ance on Account of which |
that | shall complete negoti’atidno for the purehase of pay finally ar4-
‘f Personal comput ar before the expiry of one month from the date

Jrﬂmﬁ—(}u



6.3.2 Institutional Policy document on providing financial support to teachers                                     
     Institutional Policy document on providing financial support to teachers


TIRTT FAEIG THT e TR ) ARy a7 e St & w5y 4
| MW/%?@?TW&J?&?TWW?WWWH? STFTT F9T

Porm of Apphcatmn of Claumng Refuna of Medlcai Expenses
incurred in connection with Medical attendance and Or treatment
of Councﬂ Servants and th@lI families.

foef - v 70 ¥ g st mmr’r fom oo |

N. B.: Separate Form should be used for each patient,

¥

)

.

gfive FHEG & 919 S ggAH o= a2t ¥
Name an¢ designation of the

Coufcit Soovoen IR Ll datters). - 0 oL o T

- FTEtET SET 98 YR R

Office 'i n which employed ‘

'Ufla‘c'amm*rmfa?am—raqﬁmﬁa e

ﬂ‘cﬁﬁ'ﬂ/ﬁniﬁﬁq!mqﬁ“'l'"-n _ .

fevel stow & Remi s@ |- . e wn
Pay of the Council Servans as - I
defined in the Fundamental Rules,
and any other emoluments which
should be shown separately.

Place of‘dmy

Acwa} ILSIC[BHD&] address

' %mmamw&ﬁmﬁ
 Famasw

Name of the Patient and hIS fher

relationship to the Council Servant. _

3t ﬂIﬁ T A Name of the Datlem - ' I
¥, HEy Relationship ' 7
FEa g5k wE na{rqsﬁf‘a)

('\T B :in case of chndren state age also) T

7% WIS aaaTﬁaﬁmxgan

Place at which the patlent fell 1l

Nature of illness and its duration

AT g UfEr = By

Detatls of amount claimed



10. Irr?ﬁ?n—qu:rtﬁl

Tota] amoum cIalmed

.- FEE oL ;..-.;;,.-__.._...ma"-rrrrrﬁ

12. @ S g A
Net amount clmmed
13w A efﬁ
List of enclosures
Declarahon to be sxgned by the Cou_ucﬂ Servant -

3, mﬁwwz%wmﬁﬁ%ﬁﬁwuﬁmﬁaﬁmnwmewmﬁﬁ;ﬁm |
"ﬁﬁmmwvm rqarmqtﬂféﬁ%lm B _ _

“hereby declare that the statements in this apphcaﬁcn are tfue to the best of my }mowlcdge and bchef anf‘ tha&

* “the person for whem medical expenses were incurced is wholly dep"r’d.,nt upor 1 IRE.

B Wiaa ﬁﬂtrﬁ TR .
- Signature of the Counczl Ssrvzmt o
- and Office 1o W}uch attachet

Counitersinged for RUPESS.coivmmurimimmmmne

Adrmmstratwe Ofﬁber P Pnn01pal E
' _Regmnal Institute of Education Regional Institute of Education
Mysore Mysore

“as-Accounts Officer - - s
Regional Institute of Education
Mysore



Certifncategranted‘toMrles!Miss.., ..... ............... : ............ e
Wife/son/daughter of Mr./Mrs./Miss

D R N e T T e

Employedlnthe..........,,.‘x._..7.,‘,.;....,...,._.;' ..... - ....... ..... isersnasorenstinsssmanttesisnraion

L ;ﬁﬁ?ﬁf ‘.A......._,."....-..’..-...-......-.‘.-.-..-....'.'Z.:..&’-iﬁi. '6‘19( Eﬁm Eﬁ' q. 3"% W ﬁﬁﬂ'l

EIH:IIUT'I:iI'éIS

CERTIFICATE A
(Wwﬁ&r&r%mﬂw%w%ﬁmnﬁﬁﬁ@%

(To be: completod in the case of patrents ‘who are not admitted to hospltal fortreatment.)

5

BT it SO TR
1.Dr.. | héreby.:fcemfy - :
(5)'. ﬁmﬁwnﬁwlﬂfﬁ%wwﬁw .................................................. oot ﬁmﬁéﬁ%ﬁ

_.thatlcharged and. received Rs ......... e eereererane for..: i

.. tonstltation on .
©atthe ressdenoe of: the patsent

(@) @

. _il‘i;l, ...... erusesmmmessasseisnenreanes Comarne .

....-..-..........-..,..'.......‘...... .......................

datesto be give Y a\atmy ‘consalting room/

i __.umsumm
‘ ................ T Y Y o 5w

; e i e for admmtsterln g
. e Sererainey mtra muscular lnject|ons or subcutaneous on
(dates to be glven) at my Consultmg room lthe res:dence of the patlent

‘ ”'i”i“f‘a-s‘wsa-/:rssa

‘that the in]ections admlnlstered:werel were not.for | lmmun:smg or: prophyfactlc purposes

”Lwﬁfﬁmwwwmw%mmmi g

__f_v. ‘_'.ﬁﬁﬁrﬁawﬁﬁ@a&%%ﬁﬁr%ﬁwﬂﬁww&vﬁgémﬁﬂﬁ%mWmﬁvﬁt qaTg
,-.__-.ferf%rfri’nﬁ%ﬁa?r%?rﬁiﬁq ........ eeresiopssresennensadessiendigesis I, ﬁmw@r*aﬁtﬁtww&w%w&

S IR Wa&mﬁmaﬂwﬁﬁs?ﬂwﬁﬁsﬁﬁﬂﬂﬁr% w@rsﬁwﬁwwmtﬂmﬁwﬁﬁw

o | afeeas v

- ;'that the: pa’uent has been. under treatm': nt P R .. (hospital)

. my: consulting room and (chat the: undermentloned miedicifies: prescnbed by me in this

T connectlon were essentlal forthe:. recovery/preventlon of serious’ detenoratro' "n‘the condition

- ‘of the pat:ent The thedicines- are: not stocked in the

e f(Name of the: hospt )for suppiy to: pnvate patients.and not included

- propnetary prepa;'atlons for. whlch cheaper substance of equal therapeutic vaiue are available

~:NOF: preparatlons WhICh are: pnmar:ly foods tmiets or dlsmfectants



W : W%W . - R i T
Si.No. " Name of Medicines o o Price Rs. .
1. | -
2
3. )
4, -
5. 1
6.
7.
8. 2
9.
10. N ‘
A
Total
G I R maeea%/manama ................ bttt
- ﬁﬁ*ﬁrﬁﬁtﬁ?&r%/wﬂ o AR S
: -that the patlent |s/was eufferlng frorn T S ORI and |s/was under my
o treatment LT DR ..... B R T
(=) ,'&ﬁwg&ma@mwwﬁmw%lw
: that the pat|ent is/was:- given pre-natal crtreatrnent
() umy, srzawwﬂw SLCAT & O cerrven et B AT
LI LR o Eﬂmﬁm & 3 e ¥ g |
| that the X-ray, Iaboratery test etc., for WhICh expendrture of LR
- was incurred was necessary and were undertaken o] | PSSR SO e L
adwce at...... ..... -...-.;.;-..-....-r...,;......‘..._;....(Name of hcsmtal or laboratory) |
(%) % i S aﬁma ........ e wﬁwsﬂtmﬁr forg
.............................................................................. & ﬁ%@f?rsﬁﬁmwfaaﬂ?rm%ﬁ SULCTI
that{ referred the patlent to Dr ............... ..... fcr spemahst ccnsuttatlon
and that the necessary approval of the ........... s ( Name ofthe chief admm
- istrative Medical Offi icer ofthe State) as requrred under the rules,was obtained
&) ﬁﬁ@rw{mﬁaﬁwwa@w ‘
That the patient did not require / required: hospltallsatron | \
(=) W%W%%ﬁ%#%ﬁﬁ@ﬂ%ﬁquaﬁwwtmwﬁm%

: Certlfled that'| have. verﬂed the medlcmes purchased whlch are ln accordance with the ‘
‘ prescnpt;on grven by me . .

Dated:” . ' ' I ' ﬁ?flT&‘FE aer ueemA -
ed I Slgnature & Desugnatron ofthe Medical

Officer of Hospital .



TIRTT FAEIG THT e TR ) ARy a7 e St & w5y 4
| MW/%?@?TW&J?&?TWW?WWWH? STFTT F9T

Porm of Apphcatmn of Claumng Refuna of Medlcai Expenses
incurred in connection with Medical attendance and Or treatment
of Councﬂ Servants and th@lI families.

foef - v 70 ¥ g st mmr’r fom oo |

N. B.: Separate Form should be used for each patient,

¥

)

.

gfive FHEG & 919 S ggAH o= a2t ¥
Name an¢ designation of the

Coufcit Soovoen IR Ll datters). - 0 oL o T

- FTEtET SET 98 YR R

Office 'i n which employed ‘

'Ufla‘c'amm*rmfa?am—raqﬁmﬁa e

ﬂ‘cﬁﬁ'ﬂ/ﬁniﬁﬁq!mqﬁ“'l'"-n _ .

fevel stow & Remi s@ |- . e wn
Pay of the Council Servans as - I
defined in the Fundamental Rules,
and any other emoluments which
should be shown separately.

Place of‘dmy

Acwa} ILSIC[BHD&] address

' %mmamw&ﬁmﬁ
 Famasw

Name of the Patient and hIS fher

relationship to the Council Servant. _

3t ﬂIﬁ T A Name of the Datlem - ' I
¥, HEy Relationship ' 7
FEa g5k wE na{rqsﬁf‘a)

('\T B :in case of chndren state age also) T

7% WIS aaaTﬁaﬁmxgan

Place at which the patlent fell 1l

Nature of illness and its duration

AT g UfEr = By

Detatls of amount claimed



10. Irr?ﬁ?n—qu:rtﬁl

Tota] amoum cIalmed

.- FEE oL ;..-.;;,.-__.._...ma"-rrrrrﬁ

12. @ S g A
Net amount clmmed
13w A efﬁ
List of enclosures
Declarahon to be sxgned by the Cou_ucﬂ Servant -

3, mﬁwwz%wmﬁﬁ%ﬁﬁwuﬁmﬁaﬁmnwmewmﬁﬁ;ﬁm |
"ﬁﬁmmwvm rqarmqtﬂféﬁ%lm B _ _

“hereby declare that the statements in this apphcaﬁcn are tfue to the best of my }mowlcdge and bchef anf‘ tha&

* “the person for whem medical expenses were incurced is wholly dep"r’d.,nt upor 1 IRE.

B Wiaa ﬁﬂtrﬁ TR .
- Signature of the Counczl Ssrvzmt o
- and Office 1o W}uch attachet

Counitersinged for RUPESS.coivmmurimimmmmne

Adrmmstratwe Ofﬁber P Pnn01pal E
' _Regmnal Institute of Education Regional Institute of Education
Mysore Mysore

“as-Accounts Officer - - s
Regional Institute of Education
Mysore



Certifncategranted‘toMrles!Miss.., ..... ............... : ............ e
Wife/son/daughter of Mr./Mrs./Miss

D R N e T T e

Employedlnthe..........,,.‘x._..7.,‘,.;....,...,._.;' ..... - ....... ..... isersnasorenstinsssmanttesisnraion

L ;ﬁﬁ?ﬁf ‘.A......._,."....-..’..-...-......-.‘.-.-..-....'.'Z.:..&’-iﬁi. '6‘19( Eﬁm Eﬁ' q. 3"% W ﬁﬁﬂ'l

EIH:IIUT'I:iI'éIS

CERTIFICATE A
(Wwﬁ&r&r%mﬂw%w%ﬁmnﬁﬁﬁ@%

(To be: completod in the case of patrents ‘who are not admitted to hospltal fortreatment.)

5

BT it SO TR
1.Dr.. | héreby.:fcemfy - :
(5)'. ﬁmﬁwnﬁwlﬂfﬁ%wwﬁw .................................................. oot ﬁmﬁéﬁ%ﬁ

_.thatlcharged and. received Rs ......... e eereererane for..: i

.. tonstltation on .
©atthe ressdenoe of: the patsent

(@) @

. _il‘i;l, ...... erusesmmmessasseisnenreanes Comarne .

....-..-..........-..,..'.......‘...... .......................

datesto be give Y a\atmy ‘consalting room/

i __.umsumm
‘ ................ T Y Y o 5w

; e i e for admmtsterln g
. e Sererainey mtra muscular lnject|ons or subcutaneous on
(dates to be glven) at my Consultmg room lthe res:dence of the patlent

‘ ”'i”i“f‘a-s‘wsa-/:rssa

‘that the in]ections admlnlstered:werel were not.for | lmmun:smg or: prophyfactlc purposes

”Lwﬁfﬁmwwwmw%mmmi g

__f_v. ‘_'.ﬁﬁﬁrﬁawﬁﬁ@a&%%ﬁﬁr%ﬁwﬂﬁww&vﬁgémﬁﬂﬁ%mWmﬁvﬁt qaTg
,-.__-.ferf%rfri’nﬁ%ﬁa?r%?rﬁiﬁq ........ eeresiopssresennensadessiendigesis I, ﬁmw@r*aﬁtﬁtww&w%w&

S IR Wa&mﬁmaﬂwﬁﬁs?ﬂwﬁﬁsﬁﬁﬂﬂﬁr% w@rsﬁwﬁwwmtﬂmﬁwﬁﬁw

o | afeeas v

- ;'that the: pa’uent has been. under treatm': nt P R .. (hospital)

. my: consulting room and (chat the: undermentloned miedicifies: prescnbed by me in this

T connectlon were essentlal forthe:. recovery/preventlon of serious’ detenoratro' "n‘the condition

- ‘of the pat:ent The thedicines- are: not stocked in the

e f(Name of the: hospt )for suppiy to: pnvate patients.and not included

- propnetary prepa;'atlons for. whlch cheaper substance of equal therapeutic vaiue are available

~:NOF: preparatlons WhICh are: pnmar:ly foods tmiets or dlsmfectants



W : W%W . - R i T
Si.No. " Name of Medicines o o Price Rs. .
1. | -
2
3. )
4, -
5. 1
6.
7.
8. 2
9.
10. N ‘
A
Total
G I R maeea%/manama ................ bttt
- ﬁﬁ*ﬁrﬁﬁtﬁ?&r%/wﬂ o AR S
: -that the patlent |s/was eufferlng frorn T S ORI and |s/was under my
o treatment LT DR ..... B R T
(=) ,'&ﬁwg&ma@mwwﬁmw%lw
: that the pat|ent is/was:- given pre-natal crtreatrnent
() umy, srzawwﬂw SLCAT & O cerrven et B AT
LI LR o Eﬂmﬁm & 3 e ¥ g |
| that the X-ray, Iaboratery test etc., for WhICh expendrture of LR
- was incurred was necessary and were undertaken o] | PSSR SO e L
adwce at...... ..... -...-.;.;-..-....-r...,;......‘..._;....(Name of hcsmtal or laboratory) |
(%) % i S aﬁma ........ e wﬁwsﬂtmﬁr forg
.............................................................................. & ﬁ%@f?rsﬁﬁmwfaaﬂ?rm%ﬁ SULCTI
that{ referred the patlent to Dr ............... ..... fcr spemahst ccnsuttatlon
and that the necessary approval of the ........... s ( Name ofthe chief admm
- istrative Medical Offi icer ofthe State) as requrred under the rules,was obtained
&) ﬁﬁ@rw{mﬁaﬁwwa@w ‘
That the patient did not require / required: hospltallsatron | \
(=) W%W%%ﬁ%#%ﬁﬁ@ﬂ%ﬁquaﬁwwtmwﬁm%

: Certlfled that'| have. verﬂed the medlcmes purchased whlch are ln accordance with the ‘
‘ prescnpt;on grven by me . .

Dated:” . ' ' I ' ﬁ?flT&‘FE aer ueemA -
ed I Slgnature & Desugnatron ofthe Medical

Officer of Hospital .



Annexure

Form of declaration to be submitted by the OBC candidate

(in addition to the community ceitificat_e)

[ reveeeiesresanrare serasensene e Sonfdaughter of Shfiiocceneecienne resident of viliage/ town/ city
................................. ISEEICE. . coesesceresnssmssenssenecssoes SEATE  crerrsvcrssmrenmrenmennnennsN€FEDY declare that | belong to the
......................................... community which is recognized as a backward class by the Government of india for the
purpose of reservation in sewiceé as per orders contained in Department of Personnel and Training Office
Memorandum No 36012/22/93-Estt. {SCT } dated 8-9-1993. It is also declared that as on closing date , | do not
belong to persons/ sections {Crearny Layer} mentioned in column 3 of the Schedule fo the above referred
Office Memorandum dated 8-9-1993, O.M; No. 36033/3/2004-Estt. (Res.) dated 9th March, 2004, O.M. No.
36033/3/2004—Estt. {Res.) dated 14th October, 2008, OM No. 36033/1/2013-Estt. (Res.}, dated: 27w May, 2013
and OM No. 36033/1/2013-Estt, (Res.), dated: 13" Septmber2017.

Signature:
FullName: _
Address:

Page 14 0f 14



34.

Applicants serving under Government, Quasi-Governrﬁent,' Public Sector Undert'aking and
Autonomous Qrganizations shoufd apply through proper channel and submit at the time of
online application the permission letter from their present employer as per following format -

Mr./Mrs./Ms. _ is working in this organization in the
capacity as from___ io and the Institution/
organization has no objection to his/her candidature being considered for the post of

applied by him/her in NCERT.

Piace: | o Signature of Head of the Institution
Date: Name:
Fax: : ' Designation:
E-mail; . Address:
| (Office Seal)

35.

In case of any query related to applying online, you may contact over telephone
number 011-26592153/207 for softwareftechnical support and 01126592187 for
general information respectively upto closing date of filling up of online application. You
may also send the same to emall id i.e. adverlisement172@gmail.com. It may be
‘noted that the gqueries other than online application will not be entertained at all.

Under Secretary,
Recruitment Section-

Page 13 of 14



.

Regmnal Insitute of Educatlon Mysore - 570 006
APPLICATION FOR LEAVE OR EXTENSION OF LEAVE

Date :

- 13. Remarks and/ or feeorﬁmenda‘tion of the Controlling Officer

1. -Name of Applicant.

2. Post Held..

3. Department./ Office / Seeti.on.

4, Pay

5. House rent and other compensatory allowance '
drawn in the present post,

6. - Nature and period of leave applled for and date

- . from which required. -

7. Sundays and Holldays if any, proposed tobe

: -'preflxed / sufflxed to leave.

8.- Grounds on whlch Ieav_e is applied for.-

9. Date and return from last leave, and the nature
and penod of that leave A

10. | proposed / do not propose to avail mysellf*of leave travel co’hcessien for thebleckyears |
during the ensuing leave : T
Address'during leave period.

12, In the event of my resngnat:on or voluntaw retlrement from service, | undertake to refuncl -
|) the difference between the leave salary drawn during commuted leave and that admissible

' during half-pay leave which would not have been adm1551ble had sub-rule (1) of rule 30 not been -
apphed ,
ii) theleave.salary drawn during 'Ieave not due’ which not have been admissible, had sub-rule (1 (1
' of rule 31 not been applied - :
. Score out_-‘vvhatever be not applicable "

Signature of A pplicant

. Signature .-
- Designation.

[P.T.0]



is admlssibie under rule
Servlces (leave) Rules 1972

e

Date: e

. IR Srgnafure _
e s D@srgnat:on

Dare ) B S R A P T Signature
S ‘ oo ] Desfgnaﬁon

......

< tha appilcant Is’ drawmg any’ compensatory aIlowance
" orders bn ‘the. explry of leave, the vaernment servant Is llk
anbther post carrying slmilar allowance :

B |

1t shouldr._




/] sl B | —
e/ STTeR /S TeerT 4T ' SR &I fear Tar yAor
qa . - | '

Certificate granted to Mr./Mrs./Miss..
wife/son/daughter of Mr./Mrs./Miss.
Employed in the

|y
CERTIFICATE - A
(Ros 5= At i e 2 ot orere ¥ wvn b g el i gw B

(To be completed in the case of patients who are not admiited to hospital for treatment.)

¥, e ‘ : SN mﬁmaﬂmgﬁs:.
I, Dr. e : hereby certify :
(F) ¥ sut wmyl w0 F omw W A : F o %
Pifr o F Y T A% T O o R | |
that | charged and received Rs. - for

consultations on .
~ at the residence of the patient.

{dates to be given) at my conshlting rogm ./

(@) ¥ ore3 vt /et % o ¢ e A ot R /o W o
Foae W & i . T B A W T R ey R
that | charged and received Rs.

for administering
__ intra muscular injections or subcutaneous on
{dates to be given) at my consulting room / the residence of

the patient.

() TN A e AR @ 3 P meE A

that the injections administéred were / were not.for-immunising or prophylactic purposes.

() - orare ¥ W e w W S HE e § o g wwey ¥ 4 o)

et qamal Fide = 3 O % Wﬁ@@ﬁ/ﬂwﬁwﬁiﬁgﬁmaﬁﬁaﬁ%mmw

Ty it FeR @ 3R & Rig e T ¥ SRR T € SN Y T s

% e W ¥ wuwe & 3y st aﬂwﬁ%ﬁﬁﬁnﬁﬁ%ﬁﬂﬁ%ﬁémﬁwﬁmmm s
S Ft wfaf €

that the patient has been under treatment at (hospital) my con-

- sulting room and that the undermentioned medicines 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

hospt) for supply to private patients and not included proprietary preparations for which

cheaper substance of equal therapeutic value are available nor preparations which are
pnmarny foods tollets or disinfectants.




.8 <agat & Wi o : T S
Si.No, Name of Medicines ' . Price Rs.
1, ' | |
2.
3. .
4,
5.
6.
7.
8.
9.
10. o
rr
| Total
() , - & iR /e ol R i - e
i ffbeararta &/a1 | ' o
that the patient is/was suffering from and is/was under my
treatment from to . ' '
(7)) Tl B gE el SwER W i T & |
that the. patient is/was given pre-natal or treatment.
(T)  CEE-Y, WO woRw anfe RR W & T
TAYAEH ¥ T ST § H A | H0e |
that the X-ray, laboratory test etc. for which expenditure of Rs.
was incurred was necessary and were under taken’ on my
advice at ... (Name of hospital or Iaboratory)
| a?r a‘ljc,_sfa Gi’r ﬁwwf'cr A % ?f aﬁ ot |
that | referred the patient to Dr. for specialist consuitatlon and
that the necessary approval of the ___ - - ——.—(Name of the Chief Admin-
 istrative Medical Officer of the State) as-required under the rules was obtained. -
() ot < srevara # il &m0 amevam T :
That the patient. d:d not require. /; requared hespltallsatlon _
(1) mﬁmﬁﬁmw%ﬁ;ﬂ%mﬁsﬁmmmﬁqmm%ﬁ awmmmﬁm%l
Certified that | have verified the medicings purchased which are. |n accordance with the
prescription given by me.
Dated :

- Signdt_ﬁré & Dé;g"igridtibn of the
" Medical Officer of Hospital



Certificate granted to Mr. /Mrs [MISS................_ ........... st e e
mfe/son/daugh‘ter of Mr v s e STROTIU SRRSO
cmployed I tR€rrerreerereoeereemeeisreeens R A e s .

. CERTIFICATE B

(To be completed- in the case of patients who are admitted to hospital for
s . . .
- treatment). . '

PART A
(To be s1gned by the Medlcal OEﬁcer-m charge of the. e, Srraseasehesans
........................................ cerrsereesreenninnenno.CASE Of the hospltal)
L DL oot eeeeeseserereses st sese e st e e . hereby clarify :

(2) that the patient was admitted to hospital on the advice ofjo_n my advice

........................................................................................................

(Name of the Medical Oﬂicer)

(b) that the patient has been under treatment Abu..........i...cimimieionssierssnsiss

R R T RN

-and that the undermentioned medicines .prescribed. by me in “this
- connection were essential for .the recovery/prevention .of ;serious
deterioration in the. condltlon of the patient. The medicines are not

stocked 1o the......cvcii i SRR e for supp]y
(Name of Hospital)

. to private patients and-A do .not 1ncludc proprietary preparations for
which cheaper substances of equal therapeutic value are available
not preperations which are primarily foods, toilets or disinfectants.

Names: of Medicines Price

2 |
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(<) That the In_]ectlons adm1n1stered Were/were not for immunising or
prophlacnc purposes.’

e o
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(¢} That the X-ray, Laboratory tests etc., for which an expenditu-re of

RS. v, » Wwas incurred were necessary and were undertaken on

my advice at

............................................................................................................

(Name of Hosp:tal or Laboratory)

() That I called on Dr. ....... e R ettt et b e eenn s for

spec1ahst consultation Vaﬂd that the necessary approval of ‘the

D R T R L L L L L L LT b T e

(Name of the Chief Administrative Medical Officer. of the State)

........................................ e - @8 TeqQuired under the rules was obtained.

Signature and Designation of the Medical Officer-in—charge
of the case at the Hospital.

_PART B

I certify that the patient has been uander treatmrent at.................

-
. . E
Beesramtiirstirens et brrE i aeveirtrntnarrrrbatriasrrnmesnThetatrtohitbnniarrey. mivadeen $eBedncbivecamsnanreranrrns, Mmeresanssranmasater i nartay, .

OF RS oovereeeoeseeeeerereeensnn WAS mcurred«wdc Bills and Recelp-ts attac,hed,- were
essential for the recovery/prevention of serious deterioration in the condition

of the patient.

Signature of the Medical Oﬁ_cer’~in—ckarge
of the case at the Hospital.

COUNTERSIGNED

Medical Suprerintendent.,,.....'...,....................,.............,....,....,.....,.I—Iospitai ,

I certify that the patient has been under treatment at. the

T D B L

Hospitéil and that the facilities provided were the minimum wl_;ich were

essential for the patient’s treatment.

" Medical Superintendent,
Placé ¢ ' aarars vereea IETPRTIPITN e Hospitaz.

NB. : - Certificates fiot applicable should Be strock off. Certificite (D) is compulsory and
must be filled in by the Medical Officer in cases,
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