
MEDICAL CERTIFICATE FOR AVATLING FINANCIAL ASSISTANCE FOR
TREATMENT

(To be issued by the Head of Hospital where the patient undergoes treatment)

l. Name and Address of the Patient

2. OP/P No. with date of registratior/
admission

3. Dcscription of disease

4. Treatment recommended

5. Expenditurc already incured, if any

I

6. Anticipated expenditure of the trcatmcnt
undergoing/recommendod

7. Remarks

I Date :

Signaturc and Nane of the issuing
iuthority and Name aid addrcss of

the Hospitol.
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(Office Seal)
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