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पǐरवǓत[त छुɪटȣ के ͧलए ͬचͩक× सा Ĥमाण-पğ 

MEDICAL CERTIFICATE FOR COMMUTATION OF LEAVE 

 

सरकारȣ कम[चारȣ का हè ता¢र.......................................................................................... 

मɇ डॉ. ......................................................................................केस कȧ सावधानीपूव[क जांच करने 

के उपरांत Ĥमाͨणत करता हंू ͩक Įी/सुĮी ..........................................िजनका हè ता¢र ऊपर है 

.................................................रोग से पीͫड़त हɇ और मेरे ͪवचार से  

Ǒदनांक ......................से .........................तक.............. Ǒदनɉ के ͧलए ɬयूटȣ से अनुपिèथǓत उनके 

è वाè Ø य के सुधार के ͧलए अǓत आवæ यक है।  

Signature of the Government servant .................................................................... 

I, Dr. ......................................................................................................after careful 

personal examination of the case hereby certify that  

Shri/Ms. ........................................................................... whose signature is given above 

is suffering from ............................................................................ and  

I consider that period of absence from duty of ............................days with effect from 

.................... to .................. is absolutely necessary for restoration of his/her health. 

 

 

Ĥाͬधकृत ͬचͩक× सक/Authorized Medical Attendent 

__________________________अè पताल/ͫडèपɅसरȣ/Hospital/Dispensary 

अथवा अÛ य पंजीकृत ͬचͩक× सक/Or Other Registered Medical Practitoner 

 

Ǒदनांक/Dated_______________ 

 


