AR PR
Med 97 GOVT. OF INDIA

e wa wig@ifod 3=u srvawe weue
INSTITUTE OF ADVANCED STUDY IN SCIENCE AND TECHNOLOGY
fasmer wa wig@fadh wamerT
(Ministry of Science and Technology)

RfFcar a1 & AT 3mdeaT A
FORM OF APPLICATION FOR MEDICAL CLAIMS

Form of Application for clamming refund of Medical expenses incurred in connection with medical
attendance and /or treatment of Central Govt. servants and their families

N.B. Separate form should be used for each patient (Authorised Med Attendant)

1. THPRT FHAART AT AH 3R IeaH (ATF IFaRT H)

Name and designation of the Govt. Servant (In block letters)

i) Taarfea 3ryar sfaared:
Whether married or unmarried:

ii) afe; farfed warer Ster 9fd/ deelr fagera &
If married the place where:
Wife/husband is employed

2. fF FITer H HH T W@ E
Office in which employed

3. 3R fAgAT & & 718 AdeT T aRer &
AR THRT HAART HT A, Iie 3T DI
IREATSUT &7 df 3o¢ e & GW@RT ST arfge
Pay of the Government Servant as: - PPB

GP
defined in the Fundamental Rules: - D.A.
and any other emoluments, which  H.R.A.
should be shown separately. C.A.

4. Aty @1 TATA/ Place of duty

5. fda@ &1 aEdafas gar

Actual residential Address

6. M &7 AT 3R TSR FHAN T 3HST T

Name of the patient and his/her
Relationship to the Govt. Servant: -

7. &1 GIfST: Ife AR Sar g dr 39T 34§ fodr ae:

N.B. — In the children state age also: -

8.21d &Y THA FI sART

Details of the amount claimed Rs.




1.

(i)

(a)

(b)

(c)

(d)

(ii)

(a)

(b)

(iii)

Sieredr gt

MEDICAL ATTENDANCE
forrfaf@d ardt @1 fader #d gu e i fra
Fees for consultation indication:

59 Rfscar 3Ry & WA for = §,
3TFT ATH iR geATT U 39 34dre v
ey &1 a9 fGaw a8 3R gefRa gl

The name and designation of the medical
Officer consulted and the hospital or dispensary to
Which attached:

fordel SR 3R frg- frg ali@ & wrEet
forar arar 3R & WAT H fhaelr A & 75 §

The number and dates of consultations and the
Fee paid for each consultation:

Rrcir gSat Rt Rt it @1 ol 3R Rec B
ot @

The number and dates of injections and the fee paid
for each injection:

T RIAY 3R/ IT FSAT 3T H o 75 AT Ffehedr
P F WA FerAar W F HaT T |

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

AT & e ad AT hT a0 97 AT T,

& @y wherr @ @Y AT N Petad o ad
Charges for pathological, bacteriological, radiological or
Other similar test undertaken during diagnosis, indicating:
3ETTS AT FARMET FT AA 6T T g5 AR

The name of the hospital or laboratory where undertaken and
1 9 gleTor wiitehd Rfscar aR=re 1 g

W gU, I g1 SHH JHIOT IF Fhh WY MY
Whether the tests were undertaken on the advice of the
Authorised medical attendant. If so, a Certificate to that
effect should be attached.

SO ¥ @{Er 7 gansit # Hed
(GaT$ @ g2, dg 97 HR FATLISHAT JATIT IF /Y F9T)
Cost of medicines purchased from the market: -

(List of medicines, cash Memos and the Essentiality Certificate should to be attached)

v & WA

wiftehd Rfhcar aR=ReE & faRed fhdr 3k
vt ar Rfecar e &1 WAy o & fow
&r a8 A 3R MY o s1d sqars Sy

Consultation with Specialist




Fees paid to a Specialist or a Medical Officer
other than the authorised medical attendant
Indicating-

%) 38 fadwsr ar Rfecar R F oA
g guHEeT for = § 3R 98 [_dws
a1 Rfecar et fh 3egdare & @efea §

The name and designation of the Specialist or
a Medical Officer consulted and the hospital
to which attached.

) fordelr SR 3R freT ardrat s A fomr
T 3R | TR WA F v Fad frg & 757

Number and dates of consultations and the
fees charged for each consultation.

M) FT RAY v a1 Afhcar 3RFRr &
RAY FHeT A forar ar ar e &
3rar el & e W
Whether consultations was had at the hospital

at the consulting room of the specialist or
Medical officer at the residence of the patient and

) Fa1 faQwer ar fafhcar st dr dorg gt
fafsrcar aRaRe &1 T & o 715 o 3k =
i & HET G ffhear Jiftsry &1 qa
T ga@d faw gred & o a8 o I & o 3@
YHIUT 95 oMU

Whether the Specialist or Medical Officer was consulted
on the advice of the authorised medical attendant

and the prior approval of the chef Administrative
Medical Officer of the State was obtained. If so a
certificate to that effect should be attached.

9.%) el Tohcfel R T arar &
Total amount claimed
@) fear srar 3 & g

Less amount of advance taken on

M) a1 HT Fel A
Net amount claimed:

10. Hefastent T g

List of enclosure: -
(i) gar & 9=/ Prescription: -

(i) 3.9.3r g=fi/ OPD slips: -
(iii) IATOTIT:- T/ Certificate:- A




EETAAE] T IR af@ fer geplel 1 ATH

Cash Memo (s) No. and date amount Name of the shop
(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)
(ix)
()
(xi)
(xii)
(xiii)
(xiv)

(xv)

9 =IYUT W ESRT HHANT gEARR Y

# Ude EaRT GO AT § R 3deA- 9 A R AT AR AJ 3UGFA AT IR G & 3qAR
e ¢ 3R a5 wafFa s o Rfscar sag frar s i 3w gt @@ wfa g1 & ag yenfoa
T § foF N fard & e fhellelier & arr #ig o 3T #7ea i gt/ gar 39V Hdr a1 Fesilr
Al AfAfaas & dgd U @Rl a1 T @R garT Faifeld IR 3USHTdr & FER 3Test
e Bl

Declaration to be signed by the Govt. servant

| do hereby declare that the statement in this application are true to the best of my knowledge and
belief and that the person for whom medical expenses were incurred is wholly dependent upon me
Certificate that there is no Govt. Fair Price shop/co-operative Consumer’s Stores/drug Depots run by the
Central or State Govt. or Local bodies or any other organisation under the Co-operative Societies Act
within two kilometres radius from my residence.




TR/ DAteueeeeereereeeeeeeeeeercees TR Tah & gEdeR/ Sing of Govt. Servant.

ard $r i/ Amount Claimed RS....eeeeeeeeeeeeeeeeene
ST AT . & fow 9iRa emar &I SA AR Less amount disallowed Rs............
Claim passed for payment
Or Rs. Fel ThA/ Net AMouNnt RS.....ceceevieeeeeiieeeceieeie e

F fow Tdishc/Admitted for

Elﬁ'q,ﬁ & Reimbursement RS......co.eceveeecvevverennne.




e gATONT
ESSENTIALITY CERTIFICATE
gATOT ‘T/ Certificate ‘A’

Med-103
SAN B FHART oot A JATOIT f&ar Jrar ©
Certificate granted to SME/ Sri/KUMAT....c.cooicueriee ettt ettt et et et b s st e et aasste s berane e e
1 FS OO $r Yool qF/ gAY
WiTE/SON/AAUGNTEE OF SHFi..eievivieiceeeet ettt ettt et et et ea s e ebe e ses st etesebesens et sensessnsetenensenes
........................................................................................................................................................... H HRRA
EMPIOYEA IN Th@.c.eeeeceee ettt et st st st e e e bbb e b e e e aeaae et st ste e sensenberaetantarnanas

YHTOTYS “T/CERTIFICATE ‘A’

(BerrsT & foIT 3Rgdrer & HT 7 gl aTel ARSIl & ATHl H IRT ST 1Y)

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

Lo BTttt ettt g% SaRT JATOIT o gl

DT ettt e e ettt et a e et b shesaeeae e b et e a b e s e et nee st sheene et aeraeees hereby certify.
@) AT W & AR/ 39T WAT FET Hoooocceeeee e, R WHAT & fav
................. FAT & Yok foram| (M & e arenr fafaem)
That | charged and rECEIVEA RS.......cuiiiieeiece ettt st ste st st e ettt ss e esesaestesaennnns
for consultation on ......cccceveeeeveeeriennne. at my consulting room/at the residence of the patient
(Dates to be given)

(@) H I & A/ T WRIALT FET Heevveeccceeeeeeee e W SEHATFGER (3cRTIel)
3UTH SN BT TS, GOl T L AT HT Yoo foraT| (3MT & St
arelr fafdam)

That | charged and rECEIVEA RS........ccoieeieeietieteeee ettt st ste st e e b ettt e s eae et eaas for
administering......ccccecveeveeveenenne. Intra-muscular subcutaneous injections oNn ........cccoeeveeeceinreneenn at

my consulting room/at the residence of the patient.
(Dates to be given)

@M & I JafT SO ATT S0 & Sl JANET ol AT Yifthelldesd & fow =g fohar
ST &l
That the injections administered were/were not for immunising or prophylactic purpose.

(@) o WM, 3T/ AY WAL F&T H Iellol A QT ¢ AR 59 q&Y
A M En Ui sedf@d gare Wi & fufa & gury/ weiv e & Jhy| & e
Haegs A Jedl@d garsdl & Ao AFAT & Igfd & fAT GRYde &1 AE)

That the patient has been under treatment at ........cccceveeeveevveienene. 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 eh condition of the patient. The medicines
are not stocked in the (Name of the Hospital)......cccceeeveeeeeeeeecceieeiereeee e, For the supply to
private patients and do not include proprietary preparations for which cheaper substances of
equal therapeutic value are available not preparations which are primarily food, toilets or
disinfectants:




%. ¥ | gd1g & 1 ® 4 | % T | gds & A

SI.No. | Name of medicines | Rs. p. SI.No. | Name of Medicines | Rs.

(F) B I e, dfifsa a1 3R/ N s F dgd
............................ £ SRR~ - )
That the patient is/ was suffering from.........ccccveevvviveeeccree e, and is/was under my treatment
FrOM e e L0 ittt e

@) & Wi A N-Aed (F=7) WRe- ded( T9T 3Wid) IR 4T 2T I=7 27|

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

(®) T Terg- Y, JIRTRITET 9AET0T Scante asd fow e, AU F JF 3TITH
AT 3R e, (3TETATS IT FARATSAT T ATH) FH AN Folrg R Far
IT AT|
That the X- Ray, Laboratory test etc. for which an expenditure of Rs.......cccccoeveeeveecevenicvinienen.
was incurred were necessary and were undertaken on my advice
= | SO (Name of Hospital or Laboratory)

(o) for He Mo A AT WAT F AT 3 e, & YW fRar 3R
......................................... (AT gerahg Rfecar fRwr &1 &) & @6t & ded
3MaRIH TAHIT HT ured |
That | referred the PatieNt 1O Dl cceeeiece et for specialist
Consultation and that the necessary approval of the ..o, as

(Name of the Chief Administrate Medical Officer) required under the rules was obtained.

(37) T MM Fr I3ETarer F oAl I/ AT T I T IS g
That the patient did not require/ required hospitalisation.

fe&sTier/ Date: -

RAfhcar FMUFRT & gEaeR 3R ISt T2AT Teldel

AT/ Sar@rar
Signature and Designation of the

Medical Officer and

the Hospital/ Dispensary to which attached.

foqofl: Y wATOr 97 IgAeh A€ & 37 ger A Iw, Ao v sfaart § 3k @l Anre &

Rafrcar s garT v R smer aifel

N.B. certificate not applicable should be struck off Certificate ‘A’ is compulsory and must be file in by

the Medical Officer in all cases.
99 ¥g, Fohdl- 54
Forms Centre, Cal- 54.




et gAOOT
ESSENTIALITY CERTIFICAE
YHTOTYS “efY’/ CERTIFICATE ‘B’

AS/Med: 104
(31 AR & A F O AT § S gersT & v 3redcel & a1l g @)

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

............................................................. A ARTTT Ao T T/ /AT
AT AR ... F YA f&ar ST B
Certificate granted 10 MIS/MI/IMISS....ci ittt ettt st bes e v s e be s st sbesaasenan
Wie /SON/ dAUGNEEE OF SNIi...iuecvieieieeiectee ettt ettt ettt e a et e s e et sr et seseaesreteseeerenen
300 ] o] Lo )Y7<Te I T o I o V=TT

T T/ Part ‘A’

(3ETATT H ATHS & FHRT AfShel AHRAFRT garT gEdeIRa frar S g)
(To be signed by the Medical Officer in- charge of the case at the hospital)

B, Bl UACEaRT JAIOIT YT §:-
) DTttt sttt ettt et et she sttt b e a s e e et she she eueeaeen et e enees e aenaes hereby certify: -
(&) T 3T T A T TR ITTATT H FAT IRIAT TN,

That the patient was admitted to hospital on my advice of .......cccvvvviverecice e,

(A3Fer 3SR FT A/ Name of Medical Officer)

(@) TF T, 3UAR & dgd ¢ 3R 39 §9Y H A garT
fuiRa seaf@d gamsit st el & Fufa & 73R PRrae fr dwam#A/careeT o
& fou et § & daa & dgd g1 s 3mqfcd & fow gamsit &,
(3TETdTT I A1) H HSIRA Igr fohar ST g

That the patient has been under treatment..........c.oeeeve e e, 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 NOot StoCked INThE ... e for supply to private
(Name of the Hospital)

Patients and do not include proprietary preparations for which cheaper substance of equal
therapeutic value are available nor preparations which are primarily foods. Toiled of
disinfectants:




HH.F | gar F A F/Rs. §d/p. | SI.No. | Name of Medicines | Rs.

SI.No. | Name of medicines

() foh SoterereT EIhIeUT AT TIhISclfdesh 3662 & foIT =18l |

That the injections administered were/ were not for immunising or prophylactic purpose

@) QM T DT &/a7 3 A 3TOR F T8
e GESIAIT
That the patient is/ was suffering from.......ccceeeeeveeeveeccecieeceeene and is/ was under my
treatment from.......coeeeeceieeieiecee. L0 s

(31) fF TFg-Y, TARTATAT GAETUT ScATTe, S 3TaTS T AT fSHepr e 9.............. U
F = CUR: I | F-= C R (3T EAATAT AT TANIRATAT T ATH)
That the X-ray, Laboratory test etc. which an expenditure of Rs........cccccevvveene. was incurred
were necessary and were undertaken on my advice at ..o

(Name of the Hospital or Laboratory)

@ F RATT GUAT F T Bl & F
OO TS IeTAIG Gol H (ITIATS o THRT ATT A ToIh
AfShel ITTSRT AT ATH)
That the PatieNt tO Dr.....ceeceeeeeeee et for specialist consultation
and that the necessary approval of the ... as

(Name of the Chief Administrative Medical Officer-in- charge of
the case at the Hospital)

# gATOIT I g o el HEIATT H ST H @ &

YT 38 Y&l HT I FIRAUT ~gAdd oA, S A & gl & v maegs o

| certify that the patient has been under treatment at the .......ccevvveeeeeie s, hospital

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

Rfrcar AI3s 3rETdrd

Medical Superintendent Hospital




T/ Place: -

f&sTe/ Date: -

feroqoft: St waATOT 9 U Adt § 3 ger Rar sv, wHorgy @y wfaart § i @t Awrer &
RfFrear e @arr wa fFar s a@rfgel

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

Y9T &g, Fhdl- 54
FORMS CENTRE, Calcutta- 54.




