TOWHOM IT MAY CONCERN

This is to certify that Shri/Smt/Kum ......ccooeviviiieenne, SW/D of
........................ Resident of
........................................................................................ is suffering from
............................................................. which is covered under the scheme/ is

a seious diseasee The patient is under the cae of
....................................................................... (name of Hospital with
Department & Unit) He/She requUIres ........cccceevceeecieeecciee e The
approximate expenditure involved in diagnosis/treatment iSRs.............c.........

(iIn words RS.....cccecvvevveviecieeiee ) & estimated date of operation

Signature of
Treating Doctor with
Seal



