Rifercar grar & fov 3aea - v

APPLICATION FORM FOR MEDICAL CLAIMS

FealT TERT FHIRT 3R 394 IRAR & FEEdr $r RAfhear & &w 39erd

Fafhcar sar T age & 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

e gcds ol & foT 3HTdesl 9 T SET &Y |
NOTE : SEPARATE APPLICATION FORM SHOULD BE USED FOR EACH PATIENT.
1. BIHRT FHHART & ATH d YSITH (FTh 38R H)

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

2. Friter, e e §

Office in which employed.

3.@.%%3@%@@%%%

3R gEdr 1S aRafs=r g a, e @ e
Pay of the Govt. Servant as defined

in the FRand any other emoluments

should be shown separately.

4. S TS / Place of Duty

5. grEdfder faaraTr aar

Actual residential address

6. 3 &1 AT IR WP FAART T
3o WO (FTA & HaY 7 3 o &)
Name of the patient and his/her

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

7. TU, aﬁwﬂ?ﬁmwgw
Place at which patient fell ill.

8. grar T IS [ &7 fFaxor
Details of amount claimed

WA & fow Rfescar dar i

Medical attendance fees for
consultation indicating




-2 -
37) QLT fhU T RAfhear ™SR &1 a3 g

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

3T) WA FH dRE AR FE&IT TAT Tl WA
& fav & 18 Fr g |

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

3) 3E9de / Fafecar AReRr & wRreret Fer 7
foT 9T SoeRe Fr FEAT 3R dR@ JUr 93A%

ST & faT & 718 g

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.

) T WA IR / 34T SoiarreT 3Tqdre H /
Rfrcar JERT & gt Fe7 F v W F
frara e & forar aram |

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

9. [Aw9UT & e U T AeTcASw, Sharvas,
AfPTocas a1 37 AT 3T & J9R |

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

37) 3YdTel AT YR T AT, STgl GI&Tor fhu v |

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

3m) &1 eTor Tifthd Rifhcds Hr Forg & fhv T F |

Ifg g, ar ST TAHT - 95 Holoed fham 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. &rdar <r HqeT Cost of medicine



fAfehcdr 39T MEDICAL TREATMENTS

10. Erar T 95 el TR :
Total amount claimed

11. IR &
foram arar 3139 "er & |

Less advance taken on

12. GraT &1 IS aEdfde AR :

Net amount claimed

13. GordTehl &l gl

List of enclosures

THRT FHAART GART FEATGRN el ST GO 97
DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVANT

# UdeedRT FE ENOT FRAT / FA § TR el o A SR AR A faeard §
38 Hded H U 1T faavor &@& § 3R ag <afda Fws fov Rfecar sag 39sa fee
T, 9 qU e @ qH W R ¢ |

| 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.

A/ AN 9T / g TR oY Ty H SRIG STl g |
MY WIFE/HUSBAND IS NOT EMPLOYED AT ANY OFFICE.

WHRT HATN & FEARR IR HRTe,
foed 9 gefda g
U /PLACE : SIGNATURE OF THE GOVT. SERVANT
drRI@ /DATE : AND OFFICE TO WHICH ATTACHED



(FTATT 39T & foIw AT FOR OFFICE USE ONLY)

fer ot grauEy ¥ S far =r 3R gdig gar § & &6l 18 af & §

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

arar T IS AR &P &
Amount claimed Disallowed Payable
1. gar & 7o
Cost of medicines

2. THA
Consultations

3. SoFAT T YHR
Injection charges

4. A7 [OAT Gt g

(G HT / Al / TFH T YR 3713

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

Dol / TOTAL

RS...oeeeeeeeeeeeeeeeeeeeeeeeeeeeeseees (RUPEES.

Only) may be passed for payment.



qikferse / APPENDIX - 14

faarRiar gAmOr 93 “u
ESSENTIALITY CERTIFICATE - "A"

@1 At & v g Rifecar & v sreadrer & &df =@ fohar o)

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

TSET WHDIC ST IS, dhegld WA 3, &
FrEed H HEIG A/ AAA / F & /& Teair /
afd/ qF / g / ®ar / Avar H Yerd fohar rm
YHTUT - 97 |
Certificate granted to MrS/MI/MISS........coceiiiiiiiieeiiiiiieeeee Wife/ Husband/
Son/Daughter/Father/Mother of SH/SML..........cooiiiiiii, employed in NSSO,
CSB..ooooeeceeeee e
H 3t UACEART JAOIT T / el § o
0 PSR hereby certify :

37) et I AT GRAL FaT / W & g ) WA g Aol

E (AT cciiiiiis e et e e e e e ATA) Yok TS fRT |

That | charged and received Rs................... (RUpEES......ccvevreeeen, only) for consultation.
........................ (dates to be given)at my consulting room / at the residence of the patient.
PRI | O E—— Y JHARRT / FAARMT / 3dcadT SoRIT ol 8 &, ----mmommmmmme
-------------- Yok gTed TR |

That | charged and received Rs................. (RUPEES.....c.ccvveereen, only) for administering

) e a1 SR IEHETAT AT a7 R 8T g AT / =T AT |

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

&) Wl 3rEgdrer | AY 9UHY F&T H Sllel & o0 | § JAT 39 gy
# A & FUfd # R pfa Tbat / 8 g1 & far A ganr e siwfet & e
forgar 3maegsd a1 | uisde W A A & AT 3RgdreT H I gare

3Ucled] Aai A JAT Ig VAT s TAT TeEUTh ledted olar adl aar foaes o ga=
Rfehcdi #gca &1 HIg FEAT Ferd 3uctetr g g IR A € AT JEAE S HTT T 4

e, gares a1 faasEs § |

That the patient has been under treatment at............cccccevvvieiieinnnne, 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 ... (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 -

oot &1 a9 3R 99T DETAILS / NAME OF MEDICINES

ATH T ATET $1Ad/ PRICE
NAME & QUANTITY %.RS. T.PS.

) el o difsd & / o1 ar e aq de A% ¢g
@H RfeEr g v/ o

That the patient is / was suffering from ...........c..ccccoveeenee and is/was under my treatment from
............................ o .

) W @ TH@T G AT G H FST AT faT IAT E /AT |

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

o) AL Felg W (TARTRTSAT / 3EIATT &l A1) H TR,

GARTRATAT G{&T0T 317e hearar =7 forass fov &. ga  foRar I, S

AHTaTh 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...........c.ccceeevevernenen. (Name of the Hospital or

Laboratory)

a) Her Al Y AT WAL g & gl AT U HAIACTER --
5T & HET YAMAS AR $T AH) @ HEIH JHeJAlC

ferar amar |

That | referred the patient t0o Dr......ccccccecvevvevieievieceveseeneen..... ... fOr specialist consultation

and that the necessary approval of the ........c.ccccevveveeeeenno. (Name of the Chief Administrative

Office of the State) as required under the rules was obtained.
QN Waft T ITTATeT F HAT dred T 3TaRTHhr T6r § / AT |

That the patient did not require / required hospitalization.

wiftpd Rfecar feRT & gednR
Fafehcar 3RISRT 1 9g Jur 3reqdre /
Jrwerrery foraw deey € |
Signature of the AMA / Designation
feeTr Date of the Medical Officer & Hospital /
Tl Place Dispensary to which attached.



