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Form of certificate to be given by the Doctor who has treated the patient for major ailments
(in Government Hospitals or ESI recognized Private Hospitals /RSBY Hospitals)
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Name and present address of the beneficiary :

2 | SROTB FOBENI3) DI0T :

No. and date of Registration :

3 | BtNO3 AR 330g IY:

Place at which the patient fell ill :

4 | 25930 IFRB DI 93D :

Nature of illness and its duration :

5 | 33390 00T DVO0T
Date of Admission to the Hospital:

6 | DB B3B3OD )3T :

Details of Treatment Given :

7 | T4 0030 2,830 2303

Total amount claimed:

8 | List of enclosures / ©9B33NY T[E3;

(1) | S33° /Prescription

(2) | SB,THEOD D[S 03D TN

Medical Bills and Vouchers

(3) | DB Bgoce 33 f Discharge Summary
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| certify that, Shri/Smt. Who is Registered Construction Worker or dependant wan under my

treatment for disease from to at the

Hospital/Clinic which is a Government Hospitals or ESI recognized Private Hospitals /RSBY

Hospitals and that the undermentioned tests, procedures/ surgeries/ treatments/ medicines prescribed by me in this
connection were essential for the recovery/prevention of serious deterioration in the condition of patient. | also certify

that the patient has recovered fully.
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No. Date Discharge Investigations / Surgical RF509
Date Lab Tests Treatment / Medicine
Procedure Name &
Quantity
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