ESSENTIALITY CERTIFICATE
CERTIFICATE “A”

To be compieted in the case of patients who are not admitted to Hospital for Treatment

Cerlfficate granted 1o MrS/MIIMS. .. ..o e Wife/Son/Daughter of
MEIMESIMIS oo e iei e s ane e ee s e st e saaeaaes employed in the office of...........cooiiii
L D cwiedbersniedonscsanaisabentibnnyiinnint s raeiiionn adanesen i ins hereby certify......oovrvimmiiieeiie e
a) That | charged and Received RS.......ccooiiimnni for consultations ON......ccoccceiiiiiiiiiinn, (dates

to be given) al my consulting room/at the residence of the patient

b) That | charged and received RS.........oooovevviicccicieiiaenns for administering.......cccevvvevinicncereeneenn. intravenous/

intramuscular/subcutaneous INJection ON ........ccoicveiiciiii e (dates to be given) at...................

c) That the injections on administered were not /were for immunizing or prophylactic purpose

d) Thal the patient has been under treatment at.. ..., Hospital/my consulting
room and that the under mentioned medicine prescribed by me on this connection were essential for the
recovery/prevention of serious deterioration in the condition of the patient’ The medicines arc not stoked in
Y@ gasuio svocivenspisssvnarin AR (name of hospital for supply to private patients and do net include

proprictary preparations for which cheaper substances of equal therapeutic value are not available nor prepara

tions which are primarily foods, toilets or disinfectants

SI.No Name ol Mcedicines Quantity Price (Rs) - Cash memo details

s lofle|vw|le o]l s |w o (=




X-ray Laboratory Test ctc.

Sl.\o N amc of Medicines Quantity Pricc (Rs) Cash memo details
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2
3
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9
10

¢) That the Patient is/was SUffering [FOM. ..o e and is/was under my
treatment oM., 10 TSR creerrersreneeens ‘That the paticnt is/was not given
parental or postnatal treatment.

f) That tha X-ray, Laboratory Tests cte for which on expenditure 0f RS...ov.v.vveereoreeeseereeeesennnn,
LT) o1l e e SRR o URN ) was incurrcd
nceessary and were undertaken on my advice at........... o XL =L S (name of
the hospital/laboratory)

g) That T referred the pationt 10 Do for specialist consultation
and that the necessary approval 00 the ..o (namc of the Chiefl
Administrative Officer of the State) as required the rules was obtained.

h) That the patient did not requirred hospitalization.

Date...

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

Signaturc and Designation of the
Mecdical Officer and Hospital/
Dispensory to which attached




