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Memo/lssue Number: Date:

Department of

Thls is to certify rhat Dr. ..,.........., .. ;lO, DIO

supervision in the department of .............,....,..,..,..,.....,.,...,. as

ddlmmlvv.

During the training period his/her post was whole time and residential,

I consider that the training received by Dr. ............. .... ... inttI

I wish him/her all the success in life.

Signatr,lre of the Head of the lnsritute

^t--^.r!olilE....,.....,,.,

Name of the Subject was satisfactory.

Signature of the Trainer/ Supervisor

veb, s!.

Design ation:..

Name of the Training post

worked under my

from dd/mm/yy to

Name of the Department:


