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FORM OF APPLICATION FOR CLAIMING REFUND OF MEDICAL EXPENSES INCURRED IN CONNECTION
WITH MEDICAL ATTENDANCE AND OR TREATMENT OF CENTRAL GOVERNMENT SERVENTS AND THEIR

TR YD M B AV ST T UUF & YART fhar SIw
N.B.:  Separate form should be used for each patient
1. WRER HHAR BT A U4 IgA™ (T BRI H)

Name & Designation of Govt. Servant(in Block letters)
i) @ farfza /srfdarfzd €

Whether married or unmarried
i) e fqarfza s ar ufc /et &1 HReA

If married, the place whether wife/ husband is employed
2. AT & AW Sl BRRG &

Office in which employed

3. qa FrmEe § aRaIfT & IR WRGR HHARI BT 9ad a
=T Rl orerT & fawrg ol
Pay of the Govt. servant as defined in the fundamental Rules
and any other emoluments allowances which should be shown

separately

FAMILIES FOR MEDICAL ATTENDANCE BY AUTHORISED MEDICAL ATTENDANT.

PriReret / Place of duty
oA e e &1 udr / Actual residential address

I BT AW AT RGN HHARN D AT ISABT HaeT
Name of the patient and his/her relationship to the Gowt.

servant

7. 59 v W I sRawer gam
Place at which the patient fell ill

8. TTAT P T LRI BT faavor
Details of the amount claimed

i) Ffecd® & WA Yob B Ieolkd B
Fees for consultation indication

a) ool HRA dTet fafdcdr ifSdRY &1 9 U U™ a=I

AT A7 AR &l 4 {9 J dag
The name & designation of the Medical Officer consulted
and the Hospital or dispensary to which attached

**IER : qedl & A | MY BT Ieeld TN

**N.B. : In the case of children state age also




-2 -
@) fra IR fEa—fra TRl o fafec oxg T8 T2 1w
IR Y TY Yob BT Ieoi BN

The number & dates of consultation & the fee paid for
each consultation

@ o IR UG - aREl o gEai ong e qe
T IR QU U Yod BT Ieoikd dx
The number of dates of injection and the fee paid for each
consultation

(@) T WA BRA AR/AT S A BT BRI IR,
fafecar SRR @& Wt wer a1 I[N & AT I W
o
Whether consultation and/or injection were had at the
hospital, at the consulting room of the Medical Officer or
at the residence of the patient

i) 0T fer s, Siaryy e, fafeso—fifeaar s @ wafea ar 07 e[ & SRM o [53g WielT & e
%1 St dy Charges for pathological bacteriological radiological or other similar tests undertaken during
diagnosis indicating
() SRUTS IT YANTRTAT BT FATH ST8T YRIETIT HRIAT TAT

The name of the hospital or Laboratory where
undertaken and

(@) @ qRieror uided fRfeas & IRl W BRI e afe 8@l
Tl S HEfSd U YATIT—UH Helt e fhar Sg
Whether the tests were undertaken on the advance of the
authorized medical attendant. If so, a certificate to the
effect should be attached

iii) OR 9 @ T AN @ B Sivf, dwdl e @ g
TAT JIIIH FHIOT U G- fhdr U

Cost of medicine purchased from the market(List of medicines,
cash memos and the essential certificates should be attached)

9. <rar @1 g { T/ Total amount claimed

10. g @1 gl / List of enclosures

YO RPN HHANI §RT SXdeiRd 81 a1y
DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVANT

# vdggRT |fvd #ar g 1% /| do hereby declare that,

JIET—ua # AT M7 faaRer A9 BRI R fFaR0T & SR el 2 9T o Afdd g1 Rifbear—ar a8 fahan
TAT g8 YOiam AN R A B |

The statement in the application is true to the best of my knowledge and belief and that the person from whom
medical expenses were incurred is wholly dependent upon me.

&= / Dated, the .................. ARBR HHAN] BT TEIER AT BRI BT A Sfal HRIRA ©
Signature of the Government Servant and office to which attached
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JH9T U9 — ‘&' / CERTIFICATE — ‘A’

S1. /80 / S gt /A /AT / Hrar / fuar
il H HRRAT & BT YA UF U fhar g |
(@regdret # et 9 fBy U AR & Al § WRT S0 |
Certificate  granted to  Dr./Shri/Smt. Wife/Son/
Daughter/Mother/Father of employed in
the
(To be completed in the case of patient who are not admitted to hospital for treatment).
P) H o UdggRT UG @xal § b # ofoe wRHel &er/ IFh & e
WM W AT BT EATD EIRNERESS| (
NEIERERIN
a) I, Dr. hereby certify that received
(
) only for consultation  on

at my consulting room/the residence of the patient.

) H g uRTe Fer /AN @ AT I W STARRT / - ueh @i g o @ fofg

30 ( ) w3 e |
b) That | charged and received (
) only for administering
intravenous/intramuscular/subcutaneous injections on at my consulting

room / the residence of the patient.

M ol R g8 a1 gfeReror T R g & forg wEY oft
C) That the injections administered were not immunizing or prophylactic purposes.

) SEical IROATA /R RS HeT H fafbear & 78 dom I & TR
farectt sraverm @ d6 w1 & oy W gryT foed! 18 fafeiRaa siiwferdt smavas o

@radra & AM) | uisde IR @ forw Sfiufedl €l 3@ 9t § 9 9 dr @i
gfoe™ & 99 Rfeci o @1 9l axqd 8 el & 9 a1 Yo, eheR a1 IRMOERT g g
IUAET Bl © |

d) That the patient has been under treatment

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 are do
not include proprietary for which cheaper substances of equal therapeutic value are available nor
preparations which are primarily foods, toilets or disinfectants.

#3./Sl. No  sfiwfer &1 A/ Name of the medicines TgRIRT /Amount %. /Rs. 1./P




30) T IR T UK /A1 T fe=iid kil
TP WX gRT S9! fafbear o 78 8 /2|

(e That the patient is/was suffering from and is/ was under my
treatment from to

) AN BT UHT g4 qAT YA & U FAfdedr 8 ®F T8 /D TS o |

()] That the patient is/was not given pre-natal or postnatal treatment.

D) TR TIRTETCT TRIETOT 3Nfe &x & fory . (

TY) ATF BT @Y T8 AT TAT T FeAE
(GTUdTe AT YIRTRTSAT &1 AITH) UNIETT BT IRT |

(9) That the X-ray, Laboratory test, etc. for which an expenditure of X
R ) only was incurred was necessary
and were undertaken on my advice at

at
(name of the hospital or laboratory).

) W R AW S % U faRe WEE & forg worm dem s fawy
EARBEISNIN [oU & g YR RGN B AM) A Sawdd
g o ol g o |

(h) That | referred the patient to Dr. for specialist
consultation and that the necessary approval of the (name of the
Chief Administrative Officer of the State) as required under the rules was obtained.

E) I B IRUATA H WAl HRAT SN el o |

Q) That the patient did not require/required hospitalization.

frfhcar el & EdeR Ud e
arg / Dated, the T 3rydre / fafecarera &1 9 ey dee &

Signature & Designation of the Medical Officer &
Hospital/ Dispensary to which attached.

TR S 9 AR 7 B S P | YAN-UF ARt ® den fafeew siftert gRr ot Ame srwm W o

N.B.

1Y |
Certificates not applicable should be struck off. Certificate(s) is compulsory and must be filled in by the
Medical Officer in all cases.



