OFFICE OF THE MEDICAL SUPERINTENDENT
GOVT. OF Nﬁﬂ.'IONAL CAPITAL TERRITORY OF DELHI

GB PANT HOSPITAL, J.L.N. Marg — NEW DELHI
(Estimate Form for All Surgeries & procedures of G.B. Pant Hospital)
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7. Whether the patient pertains to:- ;
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Note:- The demand draft/pay order must be issued in favour of MEDICAL SUPERINT ENDENT G.B.
PANT HOSPITAL, NEW DELHI alongwith forwarding letter from the dependégmdncemed. This

certificate is issued on one time.
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Relation witii Patient

Signature of MEDICAL SUPERINTENDENT
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Purchase office (with the Photocopy of received of payment)@ Medic -* tion & Research
"o, ¢ Govt fN thi
New Delhi-1



