
 

fpfdRlk&97@Med-97 
 

dsUnzh; ljdkj ds deZpkfj;ksa rFkk muds ifjokj dh MkDVjh ifjp;kZ vkSj@;k bykt ij gq, MkDVjh [kpksZa dh okilh 

dk nkok djus dk vkosnu i=@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. ljdkjh deZpkjh dk uke vkSj in¼lkQ v{kjksa esa½ 

Name and Designation of the Government Servant 

  

(i) fookfgr gSa ;k vfookfgr 

Whether married or unmarried 

 
 

(ii) ;fn fookfgr gSa rks LFkku tgka iRuh lsokjr gSa 

If married the place where wife is employed 

  

2. fdl dk;kZy; esa dk;Zjr gSa Office in which employed   

3. ,Q-vkj- esa ifjHkkf’kr vuqlkj deZpkjh dk osru] ,oa vU; 

ifjyfC/k;ka ;fn gSa rks vyx&vyx fy[ksa 

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

  

4. M~;wVh dk LFkku Place of duty   
 

5. fuokl dk okLrfod irk Actual residential address  

6. jksxh dk uke vkSj ljdkjh deZpkjh ls mldk laca/k 

¼uksV % cPpk gS rks mldh vk;q Hkh fy[ksa½ 

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

 

7. jksxh fdl LFkku ij chekj iM+k 

Place at which the patient fell ill 

  

8. nkos dh jde dk C;kSjk @Details of the amount claimed 

MkDVjh ifjp;kZ@Medical Attendance 

(i) fuEu ckrksa dk mYys[k djrs gq, ijke”kZ dh Qhl Fees for 

consultation, indicating 

 

¼v½ ftl fpfdRlk vf/kdkjh ls ijke”kZ fy;k gS] dk uke] in o ml 

vLirky dk uke ftlls og vf/kdkjh lac) gS (a)The name & 

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

 

¼c½ fdruh ckj vkSj fdl fdl rkjh[k dks ijke”kZ fy;k vkSj izR;sd 

ijke”kZ ds fy, fdruh&fdruh Qhl nh xbZ 

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

each consultation 

 
 

¼l½ batsD”kuksa dh la[;k vkSj fnukad rFkk gj batsD”ku ds fy, 

fdruh Qhl Hkqxrku dh 

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

each injection. 

 

¼n½ D;k ijke”kZ vkSj@;k batsD”ku vLirky esa fy;s ;k fpfdRlk 

vf/kdkjh ds ijke”kZ d{k ;k jksxh ds fuokl LFkku ij 

(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. 

 

(ii) jksx dk funku djrs le; fd, x, fod`frfoKkuh] thok.kqfoKkuh] 

fofdj.kfoKkuh  ;k vU; leku ,sls gh nwljs ijh{k.kksa dk [kpZ] 

fuEufyf[kr n”kkZrs gq, 

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

 
 
 

¼v½ vLirky ;k iz;ksx”kkyk dk uke tgka ijh{k.k gq, 

(a). The name of the hospital or laboratory where the tests 
were undertaken 
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  ¼c½ D;k os ijh{k.k izkf/kd`r&fpfdRlk ifjpkjd dh lykg ij gq,] 

;fn gka rks mldk izek.k&i= blds lkFk yxk,a@(b). Whether the 

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

 

(iii) cktkj ls [kjhnh xbZ nokvksa dk ewY;¼nokvksa dh lwph] dS”k eseks] vkSj 

vR;ko”;drk izek.k&i= lkFk yxk,a½ 

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

 
 

9. ¼v½ dqy fdruh /kujkf”k dk nkok fd;k x;k gS 

(a) Total amount claimed 

 

¼c½ vfxze yh xbZ jkf”k (b) Less amount of advance taken   

¼l½ nkos dh “kq) /kujkf”k (c)  Net amount claimed  

10. vuqyXudksa dh lwph List of enclosures  

i) izsfLØI”ku Prescription:  

ii) vks-ih-Mh- ifpZ;ka OPD Slips:  

iii) izek.k&i= Certificates:  

iv) dS”k eseks uhps fn, x, vuqlkj  Cash memos details as under :- 

Ø-la- 

Sl. No. 

d S”k eseks uacj 

Cash Memo No. 

fnukad 

Date 

jkf”k :i;s esa 

Amount, Rs 

nqdku dk uke 

Name of the Shop 

     

     

     

     

     

ljdkjh deZpkjh }kjk gLrk{kj gsrq ?kks’k.kk Declaration to be signed by the Government Servant) 
 

eSa ;g ?kks"k.kk djrk gwa fd bl vkosnu esa fn, x, rF; esjh tkudkjh ds vuqlkj lgh gSa vkSj ftl O;fä ds fy, 

fpfdRlk O;; fd;k x;k gS og iwjh rjg ls eq> ij fuHkZj gSA 

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. 
 

çekf.kr fd;k tkrk gS fd esjs fuokl ls nks fdyksehVj ds nk;js esa dksbZ ljdkjh mfpr ewY; dh nqdku@lgdkjh 

miHkksäk HkaMkj@nok fMiks dsaæ ;k jkT; ljdkj ds LFkkuh; fudk;ksa ;k lgdkjh lfefr vf/kfu;e ds rgr fdlh 

vU; laxBu }kjk lapkfyr ugha gSA 

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. 
 

fnukad (Date):                                                                                        ljdkjh deZpkjh ds gLrk{kj  
 Signature of the Government Servant 

 

dsoy dk;kZy; iz;ksx gsrq @ (For office Use only) 
 

dqy fdruh /kujkf”k dk nkok fd;k x;k gS Total amount Claimed   :- 

?kVkbZ xbZ vLohdk;Z /kujkf”k  Less Amount disallowed :- 

izfriwfrZ gsrq Lohdk;Z “kq) /kujkf”k Net Amount admitted for reimbursement :- 

:i;s ds fy, ikl fd;k x;k nkok Claim passed for payment, Rs. :- 

 
   

lacaf/kr lgk;d (Dealing Assistant) 

 
 

  

 

vkgj.k ,oa laforj.k vf/kdkjh (D.D.O.) 

 
 



 

 

fpfdRlk&104@Med-104 
 

izek.k&i= *[k* CERTIFICATE ‘B’ 

¼mu jksfx;ksa ds ekeys esa Hkjk tk, ftUgsa bykt ds fy, vLirky esa HkrhZ fd;k x;k gks½ 

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

 

--------------------------------------------------------------------------------------------------------- dk;kZy;  esa dk;Zjr 

Jherh@Jh@dqekjh -------------------------------------------------------------------------------------------------------------------------------- 

iRuh@iq=@iq= Jh ----------------------------------------------------------------------------- dks fn;k x;k izek.k&i=A 

Certificate granted to .................................................................................. employed in 
the ………………………………………………………………………………………………………………………………………………… 

 

Hkkx *d*@PART ’A’ 

¼ vLirky esa jksxh ds izHkkjh fpfdRlk vf/kdkjh }kjk gLrk{kj fd, tk,a½ 

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

eSa] Mk- ----------------------------------------------------------------------------------------------------- ;g izekf.kr djrk gw¡ fd %& 

I,  ......................................................................... hereby certified :- 

¼d-½   

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

 

¼[k½ fd jksxh bykt ds fy, ---------------------------------------------------------------- esa jgk gS vkSj fd bl laca/k esa esjs }kjk uqL[ks 

esa nh xbZ fuEufyf[kr vkS’k/ksa jksxh dh gkyr esa lq/kku ykus ds fy,@xaHkhj :i ls [kjkc gksus ls jksdus 

ds fy, vfuok;Z Fkh] ;s vkS’k/k --------------------------------------------------------------------------------------------------------------------- vLirky esa 

izkbosV jksfx;ksa dks nsus ds fy, LVkd ugha dh tkrh vkSj mlesa ;s izksijkbVjh ;ksx “kkfey ugha gS ftuds 

fy, leku fpfdRlk eku ds lLrs nzO; miyC/k gSA u g hos ;ksx tks ewyr% [kk|] J`axkj lkexzh vFkok 

fu%laØked gSA   

(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. 

 

Ø-la- 

Sl. No. 

nokb;ksa ds uke 

Name of Medicines 

dher 

Cost 

   

   

   

   

   

   

   

   

   

   

¼x½ fd fn, x, batsD”ku jksx{kerk ;k jksx fujks/k ds fy, Fks@ugha FksA 

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

¼?k½  fd jksxh----------------------------------------------- ls ihfM+r gS@;k vkSj ----------------------------------------------- ls ---------------------------- rd 

esjs bykt esa gS@FkkA 

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

 

d`i;k i`’B myfV;s@P.T.O. 
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¼M+½ fd ftu ,Dljs] iz;ksx”kkyk tkap vkfn ds fy, --------------------------------------------------------- :i;s [kpZ fd, Fks] os vko”;d Fks 

vkSj os esjh lykg ls --------------------------------------------------------------------------------------- ¼vLirky@iz;ksx”kkyk½ esa fd, x, Fks] pwafd 

;s lHkh vko”;d bykt@ijh{k.k fudVre ljdkjh vLirky esa miyC/k ugha FksA 

(e)   that the X-Ray, laboratory tests for which an expenditure of Rs. .................... 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. 

 

¼p½  fd eSaus jksxh dks fo”ks’k ijke”kZ ds fy, Mk- --------------------------------------------------------------------------------------------------------- ds ikl Hkstk 

Fkk vkSj ----------------------------------------------------------------------------------------- ¼jkT; ds eq[; iz”kklfud fpfdRlk vf/kdkjh dk uke½ 

dk fu;eksa ds vuqlkj ;Fkkisf{kr vko”;d vuqeksnu izkIr dj fy;k x;k FkkA 

(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. 

 

fnukad Date: .................. 

  .............................................................. 
vLirky esa jksxh ds izHkkjh fpfdRlk vf/kdkjh ds gLrk{kj vkSj inuke 

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

 

Hkkx *[k*@PART ’B’ 

eSa izekf.kr djrk gwa fd jksxh bykt ds fy, --------------------------------------------------------------- vLirky esa jgk gS vkSj ;g fd fo”ks’k 

ifjpkfjdkvksa dh ftu lsokvksa ds fy, layXu fcyksa rFkk okmpjksa ds vuqlkj :i;s ---------------------------------------- [kpZ fd, x,] 

os jksxh dh gkyr dks Bhd djus@xaHkhj :i ls [kjkc gksus ls jksdus ds fy, vfuok;Z FksA 

I certify tht the patient has been under treatment at the ...................................... hospital and that the 

services of the special nurses, for which an expenditure of Rs. ............................... was incurred vide bills 
and vouchers attached, were essential for the recovery/prevention of serious deteriorationin the condition of 
the patient. 
 

fnukad Date: .................. 

.............................................................. 
vLirky esa jksxh ds izHkkjh fpfdRlk vf/kdkjh ds gLrk{kj vkSj inuke 

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

      

               izfrgLrk{kfjr@COUNTERSIGNED 

 

........................................... 

vLirky ds fpfdRlk v/kh{kd 

Medical Superintendent of the Hospital 
__________________________________________________________________________________ 

 

eSa izekf.kr djrk gwa fd jksxh bykt ds fy, --------------------------------------------------------------- vLirky esa jgk gS vkSj ;g fd mls tks 

lqfo/kk,a nh xbZ os jksxh ds bykt ds fy, vfuok;Z U;wure lqfo/kk,a FkhA  

I certify tht the patient has been under treatment at the .......................................... hospital and that the 
facilities provided were the minimum which were essential for the patient’s treatment. 
 
 

LFkku Place : ................ 

fnukad Date: .................. 

 ........................................... 

vLirky ds fpfdRlk v/kh{kd 

Medical Superintendent of the Hospital 

 
 
 
 
 

fo”ks’k /;ku nsa % tks izek.k&i= ykxw u gksa os dkV fn, tkus pkfg,A izek.k&i= *[k* vfuok;Z gS vkSj ;g lHkh ekeyksa esa fpfdRlk&vf/kdkjh }kjk Hkjk tkuk pkfg,A    

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. 

 
 
 


