FOT TEN FAANAT 3T 39% REx F geeat # RAfFar 3itvar 3R F v

frT v RAfFcET =IT Y It F @ FT AAST-9T
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

&I & A AT & fT 19T BT &1 39AET HAT JATAT 18T

N.B. Separate form should be used for each patient.

] HHART & ATH HR I (TIST 378RT #)

Name and designation of the employee (in block letters)

9 foe wrdierg & Aged g2

Office in which employed

5 | A AT F aReTTAER IR ddT |

e aRkafserdl &t 37 § ST ST a1eu|

Pay of the Government servant as defined in the fundamental
rules and any other emoluments which should be shown
separately

4 5TET 1 TUH
Place of duty

5 AT farg &1 gar
Actual residential address

6 AJST FT A 3R WP FFART F 3HAT Rear
(&1 ¢ : Sl & A & 3 o fad)

Name of the patient and his/her relationship to the Government

Servant (N.B.:- In the case of children, state age also)

7 AT 8l W AR UsT ? Place at which the patient fell ill

8 QI/ITAR & ATH
Name of the Disease/Treatment

9 | 3TER I gpfa RAfese Y idRer Aol a1 arear el

Specify the nature of the treatment: Inpatient or Outpatient

10 399R #7379 Period of treatment

11 | e/d &7 Srey arely TR &1 fyaor

Details of amount claimed

() frder IR WAY fFar = 3R 3@ @ qur 93 S
WA & v & 15 A o)

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

a) Rffcar 3R & aw 3R geaw, a8 wES
foram M| 3 form 3readTer @ JtwuTed ¥ Heey Bl
The name and designation of the Medical Officer
consulted and the hospital or dispensary to which

attached.




(i) e & e forw 91w duieifoiee dediRATdoTead,
ASATCITSTher AT 3T FHATA TRIETUN & oehi i favor
Charges for pathological bacteriological, radiological or
other similar tests undertaken during the diagnosis
indicating

(i)  IYYETOT FTT T HETATS AT FANIATET FT ATH

The name of the hospital or laboratory where the tests
were undertaken

(iv) @1 & oQeror wiftihd fafhcdenl &1 Fellg W #UT T, Ife
g1 dr 3T 37T FT THUT-GF Heldal LTl SIH gl
Whether the tests were undertaken on the advice of the

authorized medical attendant; If so a certificates to the
effect should be attached.

(v) 99X & @G IS ganHt F AT (GarHt dr g, A F,
CITARTHAT JHTUT-IT Holdel HlAT ST™T g1)
Cost of medicines purchased from the market (List of

medicines, cash memos and the essentiality certificates
should be attached)

12| ama & a5 For TARA

Total Amount claimed
13 | Hordetent T g

List of enclosures

TFN FHAAN @RI FEAER fFT o aqrelr Svor-g=
ﬁugaﬁwmg‘”ﬁ:svmﬁﬁmmﬁwmmﬁﬂmsﬂtﬁew%a@ﬂwmﬁmm
aafFa ar fow W Rfecar sag fmar mr g, a8 o e @ #g3r W) @ g

DECLARATION TO BE SIGNED BY THE GOVT. SERVANT
| hereby declare that the statements in this application are true to the best of my knowledge and belief that the

person or whom medical expenses were incurred is wholly dependent upon me. '

TR FHAR & FEARR
FRTTI/AATET &7 TTH

Signature of the Govt. servant and
& / Date: Section / Department to which attached




(Please don’t print this page, For information purpose only)

Instructions: The following documents need to be submitted to process the medical
reimbursement claim-whether for outpatient(OPD) or inpatient(IP) treatment.
a. Self-declaration form
Prescription
Discharge Summary(in case of in-patient)
Original bills
Other relevant documents if any sought by the office.

® oo

Furthermore, the certificate found in the next page need to be provided only for
Outpatient treatment’s availed from an Authorized Medical Attendants(AMA).




(c) T oMU 1T Sotera UfaRaTor A1 Py & forw A/aAgr |

(d)

e THIUT-TF 3778377 .EELUA. e H forgerd A/sech/pamy

UA/GIA/afc/gett &1 fem ST Bl
This Certificate is granted to Mr./Mrs./Miss ., Son / daughter / husband / wife of

, employed in IIITDM, Kancheepuram.

YHIOT-YH - W / CERTIFICATE - A

H st TACEART JATOIT Il §

5 USSP hereby certify
fF Ael 379 WAL F&T H / 3FAATT AT & a6 90T & fAa T | Baieh —--mmmmmmmmee HI WHY & fow
U I ek e R

that | charged and received Rs........... .. tit e JOF CONSUItAtION(S) ON.eecc (date to be given)

at my consulting room/ at the residence of the patient out of hospital hours.

fF A 30 WAY FET H /3T AT & gl W & Ao T | A - A 3FA:ERT /
A/ THS HHHCT T Achel g FOIFAT Ml o TIT FUC.o, T ook TTe TR
that | charged and received RS .........coco v in vt i for administering .. ... .. .. i

......................... intravenous/ intra-muscular/subcutaneous infection(s) on ( the date(s) to be given) .. ... .... ......... .
. .....at my consulting room/at the e residence of the patient out of hospital hours.

That the injections administered were / were not for immunising or prophylactic purposes.

T TG BT BUTIT oo seessee s s sesssssssesesssts et et ere s aeeeneneeeeseeeenean # fFar aar § 3R 5@ 3mR & v W
EaRT IR I ATl gart #leT & Taeeg & R TRmge & ASyaE/GuR & v sraegs o

That the patient has been under treatment at my hospital / 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.

q Zarsdl Sl ARSI BT MG BT B TAT sttt (31T T ATH)
# we # A § 3R 5w Aforwen A anfAe 76 ¢ s o aee Rfvaiy fea F 9erd 3ueey § 3R
o & W AR S {ET ®9 @ @Wied yerd Qe a1 HrevERe g

The medicines are not stocked in the Dispensary for supply to the patient and do not include proprietary preparations for

which cheaper substitute, substance of equal therapeutic value are available nor preparations which are primarily food, toilets
or disinfectants.

&dl ol dTH Name of the medicine HATAT/Quantity ?FJFI/Price




(e)

(h)

(i)

o Qi qor ¥ e & 3R A 3TER F BAid v
q e eI

that the patient iS / WaS SUMEIING fTOM ...oowoeoeererreersssrssssssssssssssssssssssssssssssssssssssssssssssssss 5415415414214 21 4410200220122 1essessansensaneasens

and is / was under my treatment frOM.. e e HOuuverevrmsesssssssssssssssssssssssssssess 25 s

el Y FHAYE 3TAR T I g/=AE e ara|

that the patient is / was not given prenatal treatment

& veg-Y, gAeTRmem qdETor e € . T T g3 3R A qleror
HAT HETH I TAT A Fellg N
(3T EIATA/IINITATAT T ATH) H U T |

that the X-Ray, Laboratory tests, etc for which an expenditure of RS. .....ccce. it e, was incurred, were

necessary and were undertaken on my adviCe at........ccocoereiiiiiiieiencecee e (Name of the Hospital or Laboratory)

o Hol AT AT & TAT B, e I Felr T AT 3R AT & T8 3HaeTsh
K 2| o R — - A (ST & ALY TRHAS AR F1 A7) § 9red

that | referred the patient t0 Dr........... oo e for specialist consultation and that the
necessary approval Of the . ————————————-——-——-- (Name of the Chief Admin. / Medical Officer of the
state) as required under rules were obtained.

Qe & ITTATT F HAT g T 3maRTFar or / F8r o

that the patient did not require / required hospitalization.

o ATHST o FAT T FT 3UAR g/aTgl
that the case is / was not one of prolonged treatment

TT/Station RIfrcar JERT & gE&aeR iR gears
f&eAin/Date HEIATS H AF 8 Fey §

Signature and designation of the Medical Officer
and the Hospital/Dispensary to which attached




