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Maidan Clinic

Medical Treatment Form
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This part should be completed by employee

Date : )

Name of Employee : scals gall il
Staff No : sy gall o
Job Title : Agh
Name of Hospital or Clinic = all f Coa gined) sdiuall

Dept. Head's Signature :

B e ad

bl G S it

This part should be completed by attending doctor

Diagnosis : ‘cwhll (add
Recommendation : “dpa il
Name of attending Doctor : dadl )
Signature : o ¢l
Date : O
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to be completed by Dept. Head & dispatched to HR Dept. When employee resumes duty

Date Resumed Duty: el By gall 3 5
Employee's Signature : s gall b g8
Dept. Head's Signature : ol ) o
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Date :

Disl.: 1- HR Dept. 2 - Head Dept. 3 - Employee (upon resuming
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