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(Stamped Receipt be sent where pre-received bills are not furnished) 

Ref. No. 

Rupees 

on account of my 

Received from the Finance and Accounts 0ficer, Shivaji University, Kolhapur, an amount of 

by Cheque - D.D No./Cash 

Particulars of Bill/s 

RECEIPT 

Total Rs. 

Amount 

Place: 

(Name in full 

Address : 

Date: . / 

to 

dated 

Signature 

(Rs. 

Revenue 
Stamp over 
Rs. 5,000/ 

-) 

(R uf fàs Hjoft e4 6. 4,000/- 3KHS T ? FYTA et ftfbe (Revenue Stamp) 



Age 
OPD/ Indoor patient Na. 

from 

Dr 

This is to certify that Shri./ Smt 

Provisional Diagnosis 

Final Diagnosis 

Procedure carried out 

peration Carried 

He/ She is advised_ 

Remarks. 

MEDICAL CERTIFICATE 

Place: 

Date: ----/-

Sex 

From 

is/ was under treatment in this Hospital as an 

A. H. W. N. H. No. 

to 

from 

on expiry of above rest period.) He/ She is fit to resume duty with effect from 

days rest/ extended rest from 

Indoor No. 

Signature of the Doctor: 

-admitted in this Hospital. (Fitness to be decided after review in OPD 

Name of the Doctor: 

to 

to 

Hospital Registration No. (Stamp): 



Sr. No. Particulars 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

13 

14 

Patient Name 

15 

Inward Registration No. 

Address 

|Age & Sex 

Date of Addmission 

Date of Dischrage 

Chief Complaints 

Surgery Performed 

|Investigations 

12 Complication 

Drugs 

Diagnosis 

Treatment 

Treatment Advice 

Follow up 

DISCHARGE - CARD 

Age : Sex: Male/ Female/ Other 

Signature of the Doctor: 

Name of the Doctor 

Details 

Hospital Reg, No. (Stamp) :. 

Name of the Hospital : 



Details of Medical Expenditure made by Shri/Smt 
In conncection with Medical Treatment of Srhi./Smt. 
Relation, Wife/ Husband/Son/ Daughter/ Father/ Mother/ Brother/ Sister as under : 

Name of the Medicine Sr. 
No. 

1 

2 

3 

4 

6 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

|23 

Details of Medical Expenditure 

24 

25 

Receipt No. Date 

Signature of the Doctor: 

Name of the Doctor: 

Reg. No. of the Doctor: 

Total Rs. 

Amount in Rs. 



Details of Pathology Laboratory Expenditure 
Details of Pathology Lab. Expenditure made by Shri./Smt. 
In connection with Medical treatment of Shri./Smt. 

Relation, Wife/ Husband/ Son/ Daughter/ Father/ Mother/ Brother/ Sister as under : 

Sr. No. Receipt No. Date 

Total Rs. 

Name of the Test 

Signature of the Doctor:_ 

Name of the Doctor:. 

Reg. No. of the Doctor 

Amount in Rs. 



TONIC/ALCOHOL CERTIFICATE 

This is to certify that the medicine prescribed to the patient Shri./Smt.. 

to. 

during his/her hospitalization period from 
did not contain any Tonic/Alcoholics/Food items. 

Signature of the Doctor: 

Name of the Doctor:. 

Hospital Reg. No. (Stamp) : 
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