




orR{6 rrrcfiq .rtrgtrsrq {i*{rq, xBbqr
All lndia lnstitute of Medical Sciences, Rishikesh-249203

UNDERTAKING *qsn qe

{ qn-fgm s}sqt aror/sr-{ft ( fu tt &nrfqrdrZ.{r$/s-fi oierqr ...ftfi-{-r 1rq...................

lowoen{oSo flo ............... orT'g . ......, iflqd fu{rT { ild { qqqRrtfi-{ t f

I hereby undertake that my father/ mother/ brother I sister I son I Daughter or ....,........... namely

under treatment in your ward /department.
n Eqr$ 0{rq s.r 6H drd q-fr * q-q q-dqH { frfrqm or$'rS t r

We have no source of income and presently we do not have BpL Card.

n lrt qR-qR or ot{ rfi wrs ft-df, g.i{q) m6rfi Ssr iilf'&ri EEw xrwf fuffi.rr.q *to *
frfuffir qftqffi irr qrrrfr * r

None of my family member {in Blood Relation) is in Government Service/ESl covered/ not entitled
for medical reimbursement from any other source.

o rq vqT xffi{r d veqwa m frq ka Z fqrrs' ,rS' tt r

We will not submit any medical bills/invoice for verification from AIIMS Rishikesh.
n gq srmd $-i{rf,r6r in sqt qfl vsr s-fi or\t eqlfr eranlsn{r 2 drrr lrsn t tnq t t

We are unable to bear the treatment expenses in your hospital and our annual income is less then Rs. 2 Lac.
D fqfi Et 'rffi dt fr iilr{ cr$ ft:rpo qarm / d-r{ 6t gfuir trqn at qrq 

t

Kindly provide us poor free/ free diet facility-
tr wtlm Wtr* tfr inmdrrfr d qvn s& t r

The above said information is best of my Knowledge.

ffiZoftqrq*o d rriren
Signature of Patient/Relative

Wr crq I FullName
ffi d srpr \{Err / Relation with patient
ft& 7 P.,u
Wr q-f,I I Full Address
*qt-{m qo / Mobile No-

Countersigned & Stamped by Treating Doctor/HoD

Remarks of MSW (Medicalsocill Worker)with Signature

Signature

Hospitalcharges may be exempted w.e.f.........." ..............ti|1

Countersigned of MS/DMS


