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Certificate granted to Mrs./Mr./Miss Shahin Sitar

M.A.C.T. KHUSHINAGAR PADRAUNA.
CERTIFICATE "A"

. i treatment )
(To be completed in the cause of patients who are not admitted to hospital for tre

1. Dr. VAIKUNTH AGGARWAL hereby certify,

(a) That the charged and received Rs.
to be given ) at my consulting room at the residence of patient.

------------

for consultation on

(b) That I charged and received Re.i.........................
at the

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

injections on ......................

residence of the patient.
(c) that the injections administered were for immunising or prophy lactic purposes. Were not.

(D that the patient has under treatment at hospital/my consulting room and the undermentioned

medicines prescribed by me in this connection were essential for the  recovery/prevention

of serious deterioration in condition of the patient. The medicines are not stocked in the

Voo dlvanssGuiiianes V. for supply to private patients,.............oo..oooooeeoovoeoooooooo (name of the

hospital) and do not include proprietary preparations for which cheaper substances of equal

therapeutic value are available nor preparations which are primarily/ foods, toilers or.

|sL. | NAME OF MEDICINES PRICE ehiaw
| 1 [BillNo 1971/22.23 D. 06-12-2022 < 14000=00 §ooo -
| 2 |Bill No T032356 Dt. 02-12-2022 520=00 —
N i

[ 4]

| | Total 14520=00 RL

That the patient is/was suffering from and is/was under my treatment from 02-12-2022 to

06-12-2022
That the patient is/was not given prenatal or postnatal treatment.

®

/- was incurred

-------------

) That the X-Ray, Laboratory test, etc. for which on expenditure of Rs . &
. i 72 -
were necessary and were undertaken on my advice at Shanh Maclan }oa LM
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(e e B Rial eeLaborpig)
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Endodontist
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p(h)  That referred the patient t0 Dl.cocvirvrescvrsnesnnssnssnsssnn for specialist consultation apg ty
the necessary approval OFTHC. cisreevmsinesparasassiisisisassssssasessons (Name of the Chief)........ccooovvveronn
........................ as required under the rules (Administrative Medical Officer of state)
(i) that the patient did not required hospitalisation.........................,........szred.
Date.. | 3701232 2oL Signature & Desighation

Medical Officer and Incharge
Dispesary toiwhichafiachefhyal ¥
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Vil 0,
N.B.:Certificates not applicable should be struck off. V ndogontist

Certificates(a) is compulsory and must be filled my by the Medical officer in all cases.
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I Certify that the patlent has been under treatment at the and that the

Endononist
Qw:'\'l l i

facilities provided were the minimum whichavere essential for the patient's treatment.

[T

Place; JMzZnd - — 25 T Medical Supennten ent 9’1; .
[ / unt ) -G
Dated: |9- \X- 02 g FEHITTIC wnesssecsssssmssinisnsssssssssioin, r ‘.....‘.’.E? .......... -hospital
R BD.S. ML
e Endodoniist



