MEDICAL FITNESS CERTIFICATE

Name of the Child G ARV CHavHPAA)

Date of Birth 29) 1 [\20 22— __Gender _ MALE
Session ___ .02 6-27) )

Father’s Name PuNTET  Cra HA _
Telephone No (Residence) ___ 1S 020{(b\ )\ (Office)
Residential Address

— — Delhi -
Office Address
GENERAL EXAMINATION-
1. Blood Group w“rQD—"-‘T‘Vb: 2. Hb gm % 10
3. Height in cms A ol 4. Weight in kg 16 ey
5. Pulse rate 12| on 6. Respiratory rate UQ&? "
7. Is the child allergic to any medlicine - NoD S\Mr o~ M}*\’ll!

8. Has the child been hospitalized ever, if so specify the ailfnent & period of hospitalization-

ND

9. Please submit history of any previous disease, If yes, is the child on regular medication?

VO Wednane \NUwac o AR LWMMMM

10. Any other abnormality/ Learning disability observed-

1N

S
11, Is the child vaccinated as medically required? \}es// No
Doctor’s note and fitness verification-

Pt ncalle wed__wnonbdly P} jmq,gm Lcha)

Doctor’s Name - W @ﬂj 'Qﬂ G OMWl Regn No. 21418 £ ?%I

Signature- Date- Q )1 2/(, 25~
} e = /A
Stamp- 5 ._.A; S '\;JL\{\AIM
Censuliznt Peci=trician

DiiC No. 7741
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