fafhsar-97 / Med-97

BRI ARDHR & HHATRAT TAT I YRR BT STaes] IRTAT IR /AT STl W gY ST Gl d araiy
Pl QT 6 Dhl 3Mdad U= /FORM OF APPLICATION FOR CLAIMING REFUND OF MEDICAL
EXPENSES INCURRED IN CONNECTION WITH MEDICAL ATTENDANCE AND/OR TREATMENT OF
CENTRAL GOVERNMENT SERVANTS AND THEIR FAMILIES

1. | RSN HHART BT M AR US(AT% MeRT H)
Name and Designation of the Government Servant
(i) | fqanfeq € ar srfdarfea

Whether married or unmarried

(i) | afe faarfRa € a1 9 T8 ueh WaRd &

If married the place where wife is employed

2. | 59 ey § ®RIRT & Office in which employed

3. | UBAR. H URMINT AR HHARI &I da+, Ud =T
gRefery afe § ar srer—arerT ford

Pay of the Government Servant as defined in the
Fundamental Rules, and any other emoluments,
which should be shown separately.

4. | Sgl BT XA Place of duty

5. farT &1 9dafde udr Actual residential address

6. | I BT AW IR RBN HHARY A SHABT AdeT

(e : Far © A1 9@ My T ford)

Name of the patient and her relationship to the
Government Servant(N.B. :In the case of children
state age also)

7. | I R e )R 4R U
Place at which the patient fell ill

8. | T @I YHH &1 &RT / Details of the amount claimed

STded U=t / Medical Attendance

(i) | =1 91l &1 SeeRkd HRd U R DI B Fees for
consultation, indicating

@1 fora fafdcar ifdeR | wrel forar €, &1 W, g 9 34
IRTATA BT A R 98 AR Fag © (a)The name &

designation of the Medical Officer consulted and the
hospital/dispensary to which attached.

@) fpa IR IR foa fod aRRg &I W o iR T
RS @ fory fhai—faa o @ T8

(b) he number and dates of consultations and the fee paid for
each consultation

([) SolR™l @ & iR fade dur &R SoRE @ foy
fheil BIF T Dl

(c) The number and dates of injections and the fee paid for
each injection.

(@) T IR IR /AT SOIRM IRUATl # ford A1 fafdear
AMISHRT & IR HeT 1 IR & IRt =\ W)
(d) Whether consultations and/ or injections were had at the

hospital, at the consulting room of the medical officer or at the
residence of the patient.

(i) | 07 @1 e wxd w9 fby T fagfafasm, Staregfasr,
RfeoReE a1 o wEE T @ T WAl BT E,
fforRaa swiid g

Charges for pathological, bacteriological, radiological or other
similar tests undertaken during diagnosis, indicating

(31) 3Tl AT GINTLATAT BT A ST8T URIETI U

(a). The name of the hospital or laboratory where the tests
were undertaken




2

@) T 9 gRIewr uiitigd—fafeear uRIRE & Aellg W) gL,

Ife BT A1 SHHT YHIT—U3 $HS AT SV / (b). Whether the

tests were undertaken on the advice of the authorized medical
attendant. If so, a Certificate so that should be attached.

(iii) | ISR § TN TS AN BT oA (GaT3l Bl I, DI 74l AR
T h T YHTI—Y= AT 1)

Costs of medicines purchased from the market. (List of
medicines, cash memos and the Essentiality Certificates should
be attached)

31) G fha=l &==IfRT &1 <1ar foar T 2

(@) Total amount claimed

q) ARH ol T8 <R (b) Less amount of advance taken

(9) T19 @I Y& IR () Net amount claimed

10. aﬂ?vl’?l'dﬁ W1 T List of enclosures

URpeH Prescription:

n) JMUE. ufen OPD Slips:

iii) | YHTI—YH Certificates:

MEBEREREEE fau v IJHR  Cash memos details as under :-

EDH S AT R IESIED NN P DI M

Sl. No. Cash Memo No. Date Amount, Rs Name of the Shop

IRBR] HHAN gINXT BXIIEN ?@ EYOT Declaration to be signed by the Government Servant)

H I8 AT XAl g b 9 3fded Y Y G2 W ISR & JIAR Hel © &R o |fth @ forg
ferfeedr e foar ar & a8 g dvE A g9 W R B

I hereby declare that the statements in this application are true to the best of my knowledge and that the
person for whom medical expenses are incurred is wholly dependent upon me.

FIOTT e Sirar © f TR O 9 31 fhaiiicr @& TR # 318 RN SRd a0 &1 o / FEhRt
IURHT SR /a1 fSUl g AT Iy WRBR & WY el ar geen) afafa sifafreg & aga fad
3T NS NI Harferd wEl B

Certified that there is no Government Fair Price Shop/Cooperative Consumers’ Stores/Drug Depots run by

the Central or State Govt. f Local bodies or any other organization under the Co-operative Societies Act,
within two kilometers radius from my residence.

fadi® (Date): RGN BHANT D EIER
Signature of the Government Servant

Had B WA 8q / (For office Use only)

@l Tl g=RIR &1 <7aT fda1 A1 8 Total amount Claimed

TS s RGBT &-RIT  Less Amount disallowed

fcrgfcd =g wierd g 9911 Net Amount admitted for reimbursement

siss| s

¥ & foIv UF fasar a1 €m@r Claim passed for payment, Rs.

H4ferd 8P (Dealing Assistant)

JMERYT TG AfdaRor 1fdadrI (D.D.O.)




fRfesar-104 / Med-104

YHUT-UF "9’ CERTIFICATE ‘B’
(B9 RN & JFel d =T 9Y 2 g & fore sregaral § el fhar 1am &)

(To be completed in the case of patients who are admitted to hospital for treatment)

SR /S /TR oottt
I I8 17 1 &1 fear 1 gHO—uF |
Certificate granted £0 ..oviiiiiii i s employed in
L LSS

T ‘$’ / PART A’
( 3rmaTed ® ft @ TR fafeer SIfSadRY gRT gweR fhy o)

(To be signed by the Medical Officer-in-charge of the case at the hospital)

£ R g8 GHIMO HRar § b —

hereby certified :-

()

(a) that the patient was admitted to hospital on my advice/on the advice of
....................................................... (Name of Medical Officer)

(@) 5 IO SATT B FTT e H 38T 7 3R & 39 Hag 9 W gRT T
H & g FrfaRad sfiwel M @1 8Tad 3 gurd o & oy /MR 90 ¥ @R 8 9 ADhA
G T LC st e B T B 111 B IRTATA H

grgde IR & 39 & IV ¥erd & &7 Sl 3R S A UoRTge™) AT ot &l § e
forq o fafded 919 & A% g Suael & | 7 8 1 AN Sl Held: @re, R Qe 37
f:<p® B |

(b) that the patient has been under treatment at ..., and that the
undermentioned medicines prescribed by me in this connection were essential for the
recovery/ prevention of serious deterioration in the condition of the patient. The medicines
were not stocked in ... .Dispensary for supply to private patients and
do not include proprietary preparations for which cheaper substances of equal therapeutic
value are available nor preparations which are primarily foods, toilets or disinfectants.

%9, I8l b A HIEd

SI. No. Name of Medicines Cost

(M) fr fau U gorae™ IeTerHar A1 T Ry & forw o /78T o |

(c) that the injections administered were/were not for immunizing or prophylactic purposes.

YRR IR A URT T/ AT 3R e £ SEZ
W T H g/

(d) that the patient is/was suffering from ... and is/ was under
my treatment from ...........ccooii 0 i

BUAT I Seffed /P.T.0.



(3) T T TR, TANTRIMET 9 MM B TTT o SR Y fHU I, 7 MaTs o
IR I RIS T T S (3TUdTe / TRTRITE) H by Y o, Ffh
Y FHY AT AT/ UKIETIT Fbedd RGN SRYATT H SUdTel s o |

(e) that the X-Ray, laboratory tests for which an expenditure of Rs. ...........ccveeei. was incurred, were
necessary and were undertaken on my advice at
..................................................................................... (Hospital/Laboratory) as all these
requisite treatment/tests were not available in the nearest Govt. hospital.

(G IR R R AR R R RaEa E R T L1 F @ T ATl
S B 1 (T & e U= Fafdear ey &1 M)
BT Rl & AR JATRA awad SJHGT U B forar 1T o |

(f) that I referred the patient to Dr. for specialist consultation and that the
necessary approval of the (Name of the Chief Admin. Medical Officer)as
required under the rules was obtained.

faA® Date: .ovvcvvvveenee,

ITare | I 3 gur Rifecar e 3 gwER 3R geAm

Signature and Designation of the Medical
Officer-in-Charge of the case at the hospital

HIT "'/ PART 'B’

H gIforg Rar g 1 I SATT B FATT e NI ¥ V8T © 3R I8 fb favw
gR=ETRaTsT BT R Farell & foly e [l TeT arseRl & TTAR TUY ..o T fhu 7Ty,
g I BT BT Bl S B /TR BT H WX 89 I b B forg afyard o |

I certify tht the patient has been under treatment atthe ......ccooeiiiii i, hospital and that the
services of the special nurses, for which an expenditure of RS. ........ccvvviiiiiiiiinennens was incurred vide bills

and vouchers attached, were essential for the recovery/prevention of serious deteriorationin the condition of
the patient.

CAID Date: weveevvecveeeennn.
AT # AN & gAY FRafhe Affer & sweR R 9gam
Signature and Designation of the Medical
Officer-in-Charge of the case at the hospital
gfagweiRd / COUNTERSIGNED

Iuare & fafdear srefierd
Medical Superintendent of the Hospital
H AT @xar 8 a5 IR AT @ FTU ) AT H 3T 7 IR I b 39 o

Fagm & 1€ 9 [0 B ga & oy Aar] [gas giemg of |
I certify tht the patient has been under treatment atthe ..., hospital and that the

facilities provided were the minimum which were essential for the patient’s treatment.

2 1 5 I 2 =YL=
eI Date: .ooveveeeeennn, AT & fafeedr sreflerd

Medical Superintendent of the Hospital

ey &1 < S yEv-us AR T 8 9 dre Ry I @Ry | Ho-us ' sifard ® oiR w' et et § ffecm—aiffiend g wiwt e @iy

N.B. Certificate not applicable should be struck off. Certificate (B) is compulsory and must be filled in by the Medical Officer in all cases.



