
Form F
[See rule 10 (ii)]

 FORM OF CERTIFICATE 

I hereby certify by that I have personally examined (name)…………………….residing at……………….and that he/she completed  his/her twelfth year.
His/her personal marks of identification are:

Thumb impression or Signature of the person examined.
Place………………..

Date………………… Medical Practitioner Regd. No


