MEDICAL CERIFICATE FOR THE ORTHOPAEDICALLY HANDICAPPED

Certified  that I , Dr………………. Register No……………… have this day of …………………examined the pupil , whose particulars are given below and that he / she may be ided with the remedial measures specified below.

Name of Pupil



:

Sex





:

Age and Date of Birth


:

Caste and Religion 



:

Standard and Division


:

Name of School



:

Name of Educational  Distict

:

Personal Marks of Identification 

:
1.








2.

Name of Father / Guardian 

:

Occupation of Father / Guargian 

:

Address of Parent / Guardian 

:

Remedical measures suggested 
( Please specify )

Nature of pupil












Signature 









Specialist









Designation 









Qualification 









( General & Special )









Address :

Place  :

Date   :



( Office Seal  )

