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Certificate to be submitted by COVID-19
Suspect/ Affected Person alongwith Form 12D

It is certified that Shri/ Smt/Ms ...ocooiviiiiiiiiiiiiiiiiiinn, son/daughter/wife of
.................. TESIACNL OF, .o e cuuiernsaeerormoreasnnessonnssnssssssssossosssssessssossonssosssnsbssussesses
village/mohalla............ccoeeeinines Townlcity/tehsil......ccisemmmsessvisesnsncarmonansrosnssosnsanss

B 711 1o [ TS SRRy (State) is tested as  positive or identified as suspect
Ol ssassssnen v by the Govt. Hospital/Lab or the Hospital/Lab recognized by the Government

as COVID Hospital or under home quarantine or institutional quarantine due to COVID 19

Full Signature of Competent Health Authority*

(Name)

(Address)

(Rubber Stamp)

*Competent Health Authority as may be notified by the State Govt. or Union Territory
Administration for this purpose.

Please strike out whichever is not applicable.




