
        MEDICAL CERTIFICATE 

                                                                                                                    

Date: ___________ 

 

     This is to certify that  Sri / Smt. / Kum._________ 

________________________Working as___________ 

in__________________________________________

____________________________________________ 

 

Is taking / has taken  treatment for_____________________ 

________________________________________________ 

During the periods from_____________to______________ 

 

 

He / She is fit for the Duty from______________________ 

 

 

                                                                                                      

                                             Signature of the Authority. 

 


