RAfercar erar & T 3aesT - 99
APPLICATION FORM FOR MEDICAL CLAIMS

eI THRT FHIRT 3R 394 IRAR & TEEdT $r RAfhear & fow 39erd

fafhcar sar T agel & arar gq e

APPLICATION FORM FOR CLAIMING REFUND OF MEDICAL EXPENSES
INCURRED IN CONNECTION WITH MEDICAL ATTENDANCE AND/FOR TREATMENT OF
CENTRAL GOVERNMENT SERVANT AND THEIR FAMILIES

Ale gl Wl & foIT 3feler  3TdgeT 99 T 9IIET HY |
NOTE : SEPARATE APPLICATION FORM SHOULD BE USED FOR EACH PATIENT.
1. T FEANT &7 ATH T YeaT1H (T 38T )

Name and Designation of the
Govt. Servant (In BLOCK letters)

2. e, forast e §

Office in which employed.

S.W.ma?wwﬁa:ﬁaﬁwaaa
3 gEd 1S aRafs=r g a, sreer @ @

Pay of the Govt. Servant as defined

in the FRand any other emoluments
should be shown separately.

4. I TI / Place of Duty

5. arEdias ard gdar

Actual residential address

6. WM & AF IR TWHRT FFART &
3eTehl WY (FT9l & TEU A A o ©)
Name of the patient and his/her

relationship to the Govt. servant
(In case of children, state age also)

7. T, SEl R A AR 87 g3
Place at which patient fell ill.

8. grar &r IS [T &1 faaxor
Details of amount claimed

WA & fow Rfecar dar v

Medical attendance fees for
consultation indicating
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37 WHY fopr v RAfrcar 3R &1 a3 T

JeATH 3R deg 37T9drd

The Name and Designation of the Medical
Officer consulted and the hospital or
Dispensary to which attached.

3 ALY IR 3R I JUr Qs WA
& fow & 718 FrF |

The No. and date of consultation and the
fees paid for each consultation

3) 3E9de / Afecar AR & wRreAet ey H
T v seRe Fr TEar AR aRE aUr gAs

gl & folv &1 a5 B

The No. and the date of injections had at the hospital /
at the consultation room of the medical officer and the
fees paid for each injection.

3) &1 WA 3R / 37T goiereT 3gdrd H /
Rfrcar 31 & WA Fe7 & a1 N F
e T & forar o |

Whether consultation and/or injections
were had at the hospital / at the consulting room
or the residence of the patient.

9. fAwgur & ST fhT 91T QercAsh, Sharfas,
AfPTocds a1 3T AT e & J9R |

Charges for pathological, Bacteriological
Radiological or other similar tests under
taken diagnosis indicating.

37) 3TEAT AT FARATAT T I1H, STl geor v v |

The name of the hospital or laboratory
where the tests were undertaken if any.

3m) a1 eTor uiftshd Rifscas H Fog & fFv e a |

Ife gf, df ST JHUT - 9T HoldeT T ST |

Whether the tests were undertaken on the advice of the
authorised medical attendant. If so, a certificate to
that effect should be attached.

10. €1ar &1 Hea Cost of medicine



fAfescar 39aR MEDICAL TREATMENTS

10. grar T 95 el TR -
Total amount claimed

11. IR o
foram aram 3130 ger & |

Less advance taken on

12. grar & 5 aEdfas ATy :

Net amount claimed

13. GordaTenl &l T

List of enclosures

THN HATRT GART FEATRR Sl I "IV 97
DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVANT

# UceedRT FE EINOT FRAT / FA § R ST b AN SRR AR A faeard §
39 e H feu av faawer g § 3R ag aafea Gae fov Rifkcar s 3w foo
T, 9 U e q qH R AN & |

| HEREBY DECLARE THAT THE STATEMENT IN THIS APPLICATION ARE TRUE

TO THE BEST OF MY KNOWLEDGE AND BELIEF AND THAT THE PERSON FORWHOM
MEDICAL EXPENSES WERE INCURRED IS WHOLLY DEPENDENT UPON ME.

M/ AN 9fY / g R oY T # SRIRg 8 g |
MY WIFE/HUSBAND IS NOT EMPLOYED AT ANY OFFICE.

TWHR FHART F gEAER iR ST,
Soa 3 aefaa §
TUTT /PLACE : SIGNATURE OF THE GOVT. SERVANT
ar@ /DATE : AND OFFICE TO WHICH ATTACHED



(@A 39T & faw A9 FOR OFFICE USE ONLY)

foer &t grauEh ¥ ST far = 3R gdia giar § & &6l 8 af e §

The bill is scrutinized carefully and it appears that the following charges are admissible.

arar @ A AR 3Fdlepad 3T
Amount claimed Disallowed Payable
1. gar &1 #qed
Cost of medicines

2. gAY
Consultations

3. SAFAT T YHR
Injection charges

4. 97 [T Gl g

(T #F / Al / TFE ¥ JAR 3011S)

Pathological charges
(Blood/Urine/Stool/X-ray
charges etc.)

%ol / TOTAL

RS (RUPEES.

Only) may be passed for payment.



qRfarse / APPENDIX - 14

FfaarRiar gAmOr 93 “v
ESSENTIALITY CERTIFICATE - "A"

BT AR & v G ”ifecar & fow 3regqdrer & &t 161 fohar ar=m)

(To be completed in the case of patients who are not admitted to hospital for treatment)

TSI AT &S] TG, el IAH SIS, &
AT H HRIIA A/ AAN  F & /Fr Tt /
afcd/ 97 / 9t / e / Avar $ Yl fohar Imm
YHTUT - 97 |
Certificate granted to Mrs/Mr/MisS............coooiiiiiiiiiieeeeee e Wife/ Husband/
Son/Daughter/Father/Mother of Sri/Smt.........ccuiiiiiiiii e employed in NSSO,
(O] = TR
H 3t UAEART JAIOI T / el § b
L DF. e hereby certify :

31 feetisn I 39 RIAY FaT / W & fdad | R g A

= ST 35 LR AM) Yok gIed U |

That | charged and received Rs................... (Rupees.......ccoveevennnnns only) for consultation.
........................ (dates to be given)at my consulting room / at the residence of the patient.

) el e N JHTRRT / IFAURMIT / 3dcadT SR ol & T ---mommmommmv
-------------- Yok gTed TR |

That | charged and received Rs................. (Rupees.......cccoovvvnnnenenn. only) for administering

) T 1T Solerersl 3T I 9T AR 3T g °r / 76 v |

That the injection administered were not / were for immunizing or prophylactic purposes.

&) Il 3rEqdrer | AY WAL F&T H Soltel & v IF § 997 59 Ty
# el & afa & a1k Al Qe / 81 g9 & T W qarr foest 3iwiert &1 qew
for@=Tr 3maeTs a1 | usde W & & & v Eddre H I garv

39Sy gl AT JAT Ig VAT IS TAET o4 dleddled alal ddr a1 Fas 6w gd =
Rafhcdia #igea &1 #1g TEA Yard 3Ucre G § AR A & AT FEah S 7AET ®9 @

ged, Sarge a1 fads#s ¢ |

That the patient has been under treatment at............cocoovveeeennn. hospital/ my consulting
room and that the under mentioned medicines prescribed by me in this connection were
essential for the recovery / prevention of serious deterioration in the condition of the patient.
The medicines are not stocked in the ........cccc........... (Name of the hospital) for supply to
private patients and to not include proprietary preparations for which cheaper substance of
equal therapeutic value are available nor preparations which are primarily foods, toilets or
disinfectants.




2 .

twferRit &1 = 3R f9a3or DETAILS / NAME OF MEDICINES

ATH g HAMET $rAd/ PRICE

NAME & QUANTITY %.RS. %.PS.

) Wl a fifsa & / ar qur s q ds A% @
Y@ 3 Rifthear g§ ¥/ oA |

That the patient is / was suffering from ...........cccccooeeenen. and is/was under my treatment from
............................ 10 e

W T 96T 9@ AT 916 F AT AT GAT AT § / AT |

The patient is / was not given pre-natal or post-natal treatment.

o) AU Hellg W (SDNITATAT / IIATA I ATH) H TR,

IR GY&ToT 311fe harar - s fov . T fRar I, S

3TaI AT |

That the X-ray, Laboratory test etc., for which an expenditure of Rs.................... was incurred

was necessary and were taken on my advice at........ccccceevvevieenenenee. (Name of the Hospital or

Laboratory)

a) #a Wl @ faQee WA g St & 7t AT TAT HTHTER -
(ToT & ALY WIS IR FT ) F 3METF 3efAleT

forar aram |

That | referred the patient to Dr......ccccceevvvieivvecieciecieceen ... fOr specialist consultation

and that the necessary approval of the ..........ccocoveeeeeeee o (Name of the Chief Administrative

Office of the State) as required under the rules was obtained.
N M A IFTATT H AT Falel hr HGeThdr gl & / A |

That the patient did not require / required hospitalization.

wiftrehd Rfdhcar 3fsr & gearr

Rfecar 3R &1 9g dur 3eqdre /

sitwerery S Teg § |

Signature of the AMA / Designation
f&AT Date of the Medical Officer & Hospital /

Tl Place Dispensary to which attached.



