
F
E

.:- - "03

ffiq eryrry*q $ffi &il"r *qrrrr. ffix; 11gr$'rar"r*'&1*rgx x$t*S.{:ttrrFql TU'r'l
Caud Instiesc of Himslaym C\rlurc SndEs

(Aa Auroqoaour Bcdy u*r tfts Utnsdy of Grlruro, Ctaln. of lanlir)
El!frrng. Ur..r r.-Fa3Dirrrlcr. rf,nE Gblf Pnrdd - TtOf 16

FORM:4
[See Rule 19]

MEDICAL CERTIFICATE FOR LEAW OR EXTENSION OF LEAVE OR
COMMUTATION OF LEAW

Signature of the Government servant

I. after careful personal examination of the case

Authorized Medical Attendant
HospitallDispensary

or other Registered Medical Practitioner

V

hereby certify that ShrilSmt./tr(um. whose signature is

given above, is suffering from and I consider that period of

absence from duty of with effect &om is absolutely

necessary for the restoration of his I her health.

Place:------
Date : I /20


