Rfecar gar & fOT 3maea - g3

APPLICATION FORM FOR MEDICAL CLAIMS

eI THRT FHIRT 3R 39 IRAR & TeEdy $r RAfhear & fow 3uerd

RfScar sa i agelr & emar gq 3mdea

APPLICATION FORM FOR CLAIMING REFUND OF MEDICAL EXPENSES INCURRED IN
CONNECTION WITH MEDICAL ATTENDANCE AND/FOR TREATMENT OF CENTRAL
GOVERNMENT SERVANT AND THEIR FAMILIES

Alc 9l I & foIT 3eler  3TdeT 99 HT 9IET FY |
NOTE : SEPARATE APPLICATION FORM SHOULD BE USED FOR EACH PATIENT.
1. TXPRT HHART FT ATH T YT (TTh IHERT H)

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

2. Frater, e e §

Office in which employed.

3. THh.3R & TR THRT HAART HT delel
3R gl FIS gRafuT & an, e & @

Pay of the Govt. Servant as defined

in the FRand any other emoluments
should be shown separately.

4, ®1F U / Place of Duty

5. arEdfae e gar

Actual residential address

6. M I ATH 3R WHRT FATRT &
3T O (FTEt & HaY 7 g 4 &)
Name of the patient and his/her

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

7. T, Sigl 9X IR AR Jer g3
Place at which patient fell ill.

8. grar & g Y 1 fFavor
Details of amount claimed

A & fow RfEcar dar vy

Medical attendance fees for
consultation indicating




-2 -
37) WA T 1T RfFcar 3SR &1 A T

qe-TTH 3R egy 3rEqdr

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

3T) WA Fr dRE AR &I JAqT T WA
& v & a3 HrE |

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

3) 3Tade / Rfecar AR & qReet wer 7
forT a7 SoieRe Fr dEAT IR AR JUr 93AS
ol & fav & 18 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.

3) FIT WA IR / 37Yar Sl 3Fqdrel H /
Rfercar 3R & gAY Fe7 & 1 W F
Sarg T & forr & |

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

9. [AwguT & SR U T I[McHS, SAaroden,
RAfomcas a1 3T AT &3 & J9R |

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

37) 3EqdTel AT YR T T, ST@l GI&oT fhU v |

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

3m) @1 SeTor giftehd Rfehcds i Forg & e T O |

Ifg g, Ay ST THT - 9T Heldel fhaT AT |
Whether the tests were undertaken on the advice of the

authorised medical attendant. If so, a certificate to
that effect should be attached.

10. SIdr T AT Cost of medicine



fRfehcdr 39T MEDICAL TREATMENTS

10. @rar & 915 FHol TR :
Total amount claimed

11. IRG &l :
foram aram 33¥H "er & |

Less advance taken on

12. grar &1 I8 aEdide AT

Net amount claimed

13. GeAasishl T g :

List of enclosures

AN HHAAR GIRT FEARR el &I TNYOT I
DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVANT

# Udeearr FE WO FAT / A g SE dd AN St AR AR fawarw @ os|
st 7 U v faawor @@ § 3R a7 <afea Gas fav Rfecar a3 3w fe arg, g qff
e ¥ AT WWRE |

| 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 9fY / g TR oY T H RIG T8 g |
MY WIFE/HUSBAND IS NOT EMPLOYED AT ANY OFFICE.

THNT HHANT & FEAER iR FHrdfor,
foed 9 gefaa &
U1 /PLACE : SIGNATURE OF THE GOVT. SERVANT
dRI@ /DATE : AND OFFICE TO WHICH ATTACHED



(FTATTT 39T & T AT FOR OFFICE USE ONLY)

foer o grauEy & S fRar = 3R vdT gar § & Afel 1 afr &y §

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

crar hr IS AR 3rEdehd Cu)
Amount claimed Disallowed payable
1. &ar &r 31(*7[
Cost of medicines

2. qHY
Consultations

3. SoIFeAT & YHR
Injection charges

4. U971 AT gt gaR

(Tl #7F / AT | THH T GHAR 3171S)

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

Dol / TOTAL

RS ..o (RUPEES.

Only) may be passed for payment.



qRfarse / APPENDIX - 14

JfAarREar gA T 939 “u
ESSENTIALITY CERTIFICATE - "A"

@1 AT & fov oeg Rifcar & v sreadrer & &df =g fovar o)

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

TS WA &SI TS, hooT QMH &S, & PRI H
ST A/ AAN | F & /& Geell [ °fd/ 9T [ G
ar / Arar / I UGl T 1T YATOT - 97 |
Certificate granted to Mrs/Mr/Miss. Wife/ Husband/ Son/Daughter/ Father/Mother
of Sri/Smt. employed in CSRTI, Mysore
#H 3l UACEART JAOIT T / el § o
I T SRS hereby certify :

37) feeTieh 13.8.2019 T 39 WRIALT e / Aol & fo¥arq o @A g Ao %..100.00
(39T T HI AE) Yoo Ted fHT |
That | charged and received Rs. - (Rupees. ) for consultation.

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

)R | T TR / 39N / Iacadd ST 3 8 T
------ Yok gred fohar |
That | charged and received Rs................. (Rupees.......cccoovnirnnnenn. only) for administering

intravenous/intramuscular/subcutaneous injection on........

) fear 1T St TEhETAT AT Qa1 fARIe 3eeey g or / =16t v |

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

&) W3 3rFqdraer | Y WA F&T H Sl & v @ § TU7T 37§ e 7 Al
& f&afa # R Apfd Tohed / & 81 & faT M carr foeer 3wt & e fogen
3TGISH AT | Yisde WM &l &od & foIv 3E9drer H T gaIl 39clstT Al

A JUT Ig VAT HiIs TAFET TFUTh Hfeolied olel dal adT oge fov gaea Rfecda agca #r
g FEAT TGId 3T FAG § 3 T & AT GEUE S ATT F A W, G AT FAHHHAE
g |

That the patient has been under treatment at. / 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 e (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 .
itwferat &1 a3k f99wor DETAILS / NAME OF MEDICINES

ATH g ATET $rAd/ PRICE
NAME & QUANTITY %.RS. ¥.PS.
) el q DT & / ar g e a ds A ' ™
A Rifteear g8 ¥/ o |
That the patient is / was suffering from ...........cc.ccccceeenen. and is/was under my treatment from

) F THT @ AT MG H FAS AL foAqT IAT E /AT |

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

o) AN Fellg W (THETRATSAT / 3T T A1) H TFR, TR
greToT 37T Farar T foae v @ Td  foRar I, S 3T 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.............ccccceeeveeveenenn, (Name of the Hospital or Laboratory)
) Hel A Y AL WAL g ST & gl AT AT HIATEAR -
[T & HAEL QQWMWW)Q#MQWW%MTW |
That | referred the patient to Dr...........ccocevvevenennen. . ..for specialist consultation and that
the necessary approval of the ..........cccccevevineee i (Name of the Chief Administrative Office of the

State) as required under the rules was obtained.
en) 3T I JTIATT H HAT dlel T TaRTST A6l g / AT |

That the patient did not require / required hospitalization.

wiftrehd Rfhcar 3ifarr & gearR Rfscar
AR &1 UG JAT EIArer / JHwured Sad
ey © |

Signature of the AMA / Designation

feAT Date of the Medical Officer & Hospital / €77 Place
Dispensary to which attached.



