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PT. DEENDAYAL UPADHYAYA
INSTITUTE FOR THE PHYSICALLY HANDICAPPED [—
(Ministry of Social Justice and Empowerment, Govt. of India)

4, Vishnu Digamber Marg, New Delhi-110.0462,
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Certified that to the best of my knowledge, the monthly income of the beneficiary/father/guardian of
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I have checked the appliance given to the disabled as preseription given above and I am fully satis-
fied with its fitment and the signature/thumb impression (In Part 111 above} done in my presence.
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