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Scope of Practice
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Specia I ist(Obstetrics & gynecology)
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Notes
. Certificate is valid only if it is signed and stamped by the concerned healthcare practition*r and facility

Certiticate is invalid if any corrections are made, Please scan QR Code for checking details.
. Certificate is issued at patient's request.
. Certificate must be submitted to patient's organization within 7 days
. Document number (QtD/Passport no.) should correspond to the patient
. Residents and nationals should provide a QID no. othenrise sick leave is invalid.
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DR LEILA H, ilEDICAL GETTER'*
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At Salam Street - North Muaither
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