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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.
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5 USSP hereby certify
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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
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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




FOT TEN FAANAT 3T 39% REx F geeat #1 RAfFar 3itvar 3R F P

T v RAfFcET =FT 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 & Ucdh AQST & fOT 37091 B &7 3997 H7am Sar aifewl

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

] HHART & ATH HR I (TIST 376RT #)

Name and designation of the employee (in block letters)

9 e wrdTerg & gead g2

Office in which employed

3 | A fmAr & aReTdER IR I |

3T gReferal &Y reer ¥ gfar Ser wfgu|

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

4 ST T T
Place of duty

5 AT farg &1 gar
Actual residential address

6 AJST FT A 3R W FFART F 3TAT 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 AYS Fgl W AR 931 ?

Place at which the patient fell ill

8 g Fr S arelr AR 1 fFaror

Details of amount claimed

() WA & fow & 8 g ¥ G&efa [aRor

Fees for consultation indicating

a) Rffcar 3R & &G 3R geawm, a8 wEt
forar | 9 P 3adTe a1 ANy ¥ deey §
The name and designation of the Medical Officer
consulted and the hospital or dispensary to which
attached.

b) fFrdelt sk WA fhar I 3R 3HH dRE TUT T AR
WA & fow & a5 B ol

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

c) fFae IR SoFUd oREET I AR IHA aRg gAr
SAFUT AT & T Jedsh aR & 915 v ford|

The No. and dates of injections and the fee paid for each
injection




d) AT ’R/AT SR FEl fr v A, udra # AT
RIfrcar FUFERT & WAT F&7 F a1 BN F Faw )
Whether consultations and or injections were at the
hospital, at the consulting room of the medical officer or
at the residence of the patient

(i) e & g fhr 1T dateriorher SFEIRATTToTehd,
WSAISThel I 37T FATT GET0N & oehl & fdavor
Charges for pathological bacteriological, radiological or
other similar tests undertaken during the diagnosis

indicating
(a) GLETOT FRIT T 3TIAT IT TAIRATSAT FT ATH

The name of the hospital or laboratory where the tests

were undertaken

(b) =T ¥ gdiefor wiftihd fafhcaent @I Fellg W T 1T,
Ife g ar S§ AT FT GATT-UT Feldel il T gl
Whether the tests were undertaken on the advice of the

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

(i) SR ¥ WAL TS ganst F FAed (qanst v g,
JAY, TATITFAT THU-UT ATl FIAT T &)
Cost of medicines purchased from the market (List of

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

9 ard T IS FHel AR
Total Amount claimed

10 | Hefasenl T g

List of enclosures

THR FAAR N gEarer fFe e arar eryor-g
# Tg @O HYAT € % 39 3ded & U v faayer A wafad A 3R favard & R @7 § R 5
safea a1 o X Rfdcar caw fFar &, a5 9 e & 75 W [N

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

Orwhom medical expenses were incurred is wholly dependent upon me.

TR FHART & §EAER
FRTII/AATET &7 T

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




