
Form No.24-B 
 

Certificate-'B' 
izek.ki=&^ch^ 

ESSENTIALITY CERTIFICATE 
vfuok;Zrk izek.k i= 

     (To be completed in the case of patients who are not admitted to hospital treatment) 
¼mu jksfx;ksa ds ekeys esa iwjk fd;k tkuk gS tks bykt+ ds fy, vLirky esa HkrhZ ugha gSA½ 

_____________________________________________________________________________________________ 

 Certificate granted to Mr/Mrs/Miss/Master...................................................................................... 

Son/Wife/daughter of Mr.   ............................................................................................................ employed 

in the SHRI LAL BAHADUR SHASTRI NATIONAL SANSKRIT UNIVERSITIES, NEW DELHI-16. 

Jheku@Jherh@lqJh@ekLVj dks fn;k x;k izek.k i=-------------------------------------------------------------------------------------------------------------------------------------------------

iq=@iRuh @ iq=h @Jh ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Jh yky 

cgknqj 'kkL=h jk"Vªh; laLÑr fo'ofo|ky;] ubZ fnYyh&16 esa dk;Zjr gSA 

PART-'A' 

I, Dr ....................................................................................................................................... hereby certify:- 
eSa] MkW- -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------,ríokjk 
izekf.krA 

a) That the patient was admitted to hospital on the advice of ................................................. 
(name of the Medical Officer)/ on my advice. 

jksxh dks --------------------------------------------------------------------------------------------------------esjh lykg@¼fpfdRlk vf/kdkjh dk uke½ dh lykg 
ij vLirky esa HkrhZ djk;k x;k FkkA  

b) That the patient has been under treatment at ...............................................................and that the 
under mentioned medicines prescribed by me in this connection were essential for the recover/ 
prevention of serious deterioration in the condition of the patient. The medicines are not stocked in 
the ............................................................................(name of the hospital) for supply to private 
patients and do not include proprietary preparations for which cheaper substances of equal 
therapeutic value are available not preparations which are primarily foods, toilets or disinfectants. 

       ;g fd jksxh dk mipkj py jgk gS-------------------------------------------------------------------------------------------------------------------------- vkSj ;g 
fd bl laca/k esa esjs }kjk fu/kkZfjr uhps nh xbZ nok,a jksxh dh fLFkfr esa xaHkhj fxjkoV dks Bhd djus@jksdus ds 
fy, vko';d FkhA nokvksa dk LVkWd -------------------------------------------------------------------------------------------¼vLirky dk uke½ esa ugha gSA 
futh ejhtksa dh vkiwfrZ ds fy, vkSj ekfydkuk rS;kjh 'kkfey ugha gS ftlds fy, leku fpfdRlh; ewY; ds lLrs 
inkFkZ miyC/k gSa] u fd ,slh rS;kjh tks eq[; :i ls [kk| inkFkZ] 'kkSpky; ;k dhVk.kquk'kd gSaA        

  

S.no. 
Ø-la- 

Medicines/Bill Details 
nokbZ;k¡@fcy fooj.k 

Date 
fnukad 

Amount  
jkf'k                                                       

1    
2    
3    
4    

Total Amount@dqy jkf'k  
         

 



                                                         

c) That the injections administered were/were not for immunizing or prophylactic purposes; 

 iz'kkflr batsD'ku izfrj{k.k ;k jksxfujks/kh mÌs';ksa ds fy, ugha Fks@FksA 

d) That the patient is/ was suffering from ........................................................................... amd is/was 
under my treatment from ...................................... to ............................................ 

jksxh ----------------------------------------------------------------------------------------------------ls ihfM+r gS@Fkk vkSj --------------------------------------------ls ----------------------- rd 

esjs mipkj ds v/khu FkkA 

e) That the X-Ray, Laboratory test etc. For which an expenditure of Rs. .......................... was incurred 

was necessary and were undertaken on my advice at ...............................................(name of the 

Hospital/ Labouratory); 

fd ,Dl&js] iz;ksx'kkyk ijh{k.k bR;kfnA ftlds fy, #- -----------------------------------------------[kpZ fd;k x;k Fkk] vko';d Fkk vkSj esjh 

lykg ij---------------------------------------------------------------------------------------------------------------------------¼vLirky@iz;ksx'kkyk dk uke½A 

f)  That I called on Dr. ............................................................ for Specialist consultation and that the        

necessary approval of the ....................................................................... (name of the chief 

Administrative Medical Officer of the State) as required under the rules, was obtained. 

    eSaus MkW- -------------------------------------------------------------------------------------------------ls eqykdkr dh -------------------------------------------------------------------fo'ks"kK ijke'kZ 

ds fy, vkSj vko';d vuqeksnu--------------------------------------------------------------------------------------------------------¼d uke jkT; ds eq[; iz'kklfud 

fpfdRlk vf/kdkjh½ fu;eksa ds rgr vko';d :i esa izkIr fd;k x;k FkkA 

 

 

Signature and Designation of the Medical Officer in charge 

of the case at the hospital 

izHkkjh fpfdRlk vf/kdkjh ds gLrk{kj vkSj inuke 

vLirky esa ekeys dh 

  



Form No.24-B 
ESSENTIALITY CERTIFICATE 

vfuok;Zrk izek.k i= 
     (To be completed in the case of patients who are not admitted to hospital treatment) 

¼mu jksfx;ksa ds ekeys esa iwjk fd;k tkuk gS tks bykt+ ds fy, vLirky esa HkrhZ ugha gSA½ 

_____________________________________________________________________________________________

PART-'B' 

 I certify that the patient has been under treatment at the ................................................................... 

hospital and that the service of the special nurses for which an expenditure of Rs. ...................................... 

was incurred, vide bills and receipts attached were essential for the recovery/prevention of serious 

deterioration in the condition of the patient. 

eSa izekf.kr djrk@djrh g¡w fd jksxh dk ---------------------------------------------------------------------------------------------------------------------------esa mipkj py jgk gSA 

vLirky vkSj og fo'ks"k ulksZa dh lsok ftlds fy, #- ------------------------------------------------------------[kpZ fd;k x;k Fkk] layXu fcy vkSj jlhnsa 

jksxh dh fLFkfr esa xaHkhj fxjkoV dh olwyh@jksdFkke ds fy, vko';d FkhaA  

 

Signature and Designation of the Medical Officer in charge 
of the case at the hospital 

izHkkjh fpfdRlk vf/kdkjh ds gLrk{kj vkSj inuke 
vLirky esa ekeys dh 

_____________________________________________________________________________________________ 

COUNTERSIGNED 
izfrgLrk{kfjr 

(By Medical Superintendent) 
¼fpfdRlk v/kh{kd }kjk½ 

................................................Hospital 
-------------------------------------------------------------------------------vLirky 

 
 I certify that the patient Mr/Mrs/Miss/Master ..................................................................... 
son/wife/daughter of Mr. ........................................................................ has been under treatment 
at the .............................................................................hospital and that the facilities provided 
were the minmum which were essential for the patient's treatment. 
eSa izekf.kr djrk@djrh gw¡ fd jksxh Jh@Jherh@lqJh@ekLVj -----------------------------------------------------------------------------------------------------------
- iq=@iRuh@iq=h ------------------------------------------------------------------------------- mipkjk/khu gS -------------------------------------------------------------------------------------
--- vLirky vkSj ;g fd iznku dh tkus okyh lqfo/kk,a U;wure Fks tks jksxh ds mipkj ds fy, vko';d FksA  
 

Medical Superintendent 
fpfdRlk v/kh{kd 

................................................Hospital 

-------------------------------------------------------------------------------vLirky 

Date/fnukad :...................... 

Place/LFkku:..................... 

Note : Certificates not applicable should be stuck off. Cerficate is compulsory and must be 
filled in by Medical Officer in all cases. 

ukV% ykxw ugha gksus okys izek.ki=ksa dks dkV nsuk pkfg,A izek.ki= vfuok;Z gS vkSj lHkh ekeyksa esa fpfdRlk vf/kdkjh 
}kjk Hkjk tkuk pkfg,A 

  


