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Indian Council of Agricultural Research              

NATIONAL INSTITUTE OF HIGH SECURITY ANIMAL DISEASES

 (OIE Reference Lab for Avian Influenza) 

Phone No. 2754672, Fax No. 2758842, Anand Nagar Bhopal-462021 (MP)

Certificate granted to Dr./Mr./Mrs. ………………………………………………………………………….. 
son/daughter/wife of Dr./Shri 
…………………………………………………………………………………
employed in NATIONAL INSTITUTE OF HIGH SECURITY ANIMAL DISEASES, BHOPAL.
CERTIFICATE ‘A’

Dr. …………………..……..…………………………………………………………… hereby certify :-

(a) That I charged and received Rs. ……………….. for …………………………………………………….......

Consultations on ………………………………………………………………………………………….......

residence of patient outside hospital hours.

(b) That I charged and received Rs. …………………………………………………………. for administrating Intravenous / Intramuscular / Sub-cutareous injections of ting Intramuscular / Subcutaneous injections of …………………………………………………………………………........................................................ at my consulting room / the residence of the patient.

(c) That the injections administered were not / were immunising or prophylactic purposes.

(d) That the patient has been under my treatment at …………… ………………… …………….........................

………………………………………………… Hospital / my consulting room and the undermentioned medicines prescribed by me in this connection were essential for the recovery prevention of serious deterioration in the condition of the patient. The medicines are not stocked in the hospital for supply to private patient and do not include proprietary preparation for which are primarily food toilets or disinfectants.



(e) The patient is / was suffering from ………………………………………..…………………………………..

and is / was under my treatment for ………………………..…...………………………………………. .......

(f) That the patient was / is not given pre natural / post natural treatment.

(g) That the X-Ray Laboratory test etc. far which an expenditure of Rs. ………………………………..……….

was incurred were necessary and were under taken on my advise at …………………………………………

………………………………………………………………………………………………………..….…….

(h) That I referred the patient to Dr…………..………………………………………………...………………….

For specialist consultation and that the necessary approval for the …………………………………………..

………………………………… as required (Chief Medical Officer the state under their relewas was obtained).

(i) That the patient did not required Hospitalization.

Dated: ……/……/…………





   Signature & Designation of 







   Medical Officer & Hospital









                                     Dispensary to which attached






