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Form of application for claiming refund of medical expense incurred in connection with medical attendance and / or
treatment of Central Government servant and their families.

&I AT : 8T Ueh T o Torg, erert st s < = |

1| SR SR & A IR e (T TRl H)

Name and designation of the Govt. Servant

2. | FoFEEiEmE®E |

Office in which employed

3. | T frmt % 909 Y, ot TS YR o STTER GG HAEER] & 90,
Ife 31T 13 ST &1 AT S 7T § fe@mn Srr =nfe |

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

4. | 0w e 1) 3T/ Section
Place of duty 2) faearfea =1, / Ext. No.

5. | fAamg =1 arfas Tam |

Actual residential address.

6. | Tl BT AT S GLeRTd SHHET ¥ IR Ty / T ARG |

Name of the patient and his / her relationship with
the Govt. Servant. / Date of Birth

7. | T frg WM W fEr ger

Place at which the patient fell ill.

8. | T H THT FH AN
1. Details of the amount claimed
STt Uit : 1/1 MEDICAL ATTENDANCE

frfafas ardt s e S g el &t w

Fees for consultation indicating :

@) | forg faferaan - sTferepr & Wyl forar T @ ST 919 IR IS e
3G ST I7 ST T A 0 a8 AT Fafud 2 |

The name and designation of the medical officer
consulted and the hospital or dispensary to which attached.

@) | Tl ar o forg artrg st qamet forar m ok &1

Wyt o fo faa B g

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

(M) | fereett AT fort bt Tt ot ot @R T 8 o foe forerft wier <ot ot

The number and dates of injections and fees paid for each injection

(4) | T e X / 91 et oryaret ® oft ¢ fafec
SfereTdt o TRt et 7 T o Fare @ T

Whether consultation and / or injections ware held at the hospital
consulting room of the medical officer or at the residence of the patient.




@) T fem #d 9 6T ™ faga-amie o @ @ g whenh 1 @ difar SR frefatad a9 aded

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

() | STEATE AT TARTITAT ST A1 STeT W e0T 5T

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

@) | =1 T ufteor uferera faferaa ofames &t 9o

BT, A BT T SThT THIOTTT SHeh 9Tl & |
Whether the test were undertaken on the advice of the authorised
medical attendant if so, a certificate to that effect should be attached.

() | oK & T g8 Sasil &1 7o7 |

Cost of medicine, purchased form the market. ¥./Rs.

(AT T G, THE-TF 3R STCATSYI AT THI0T 0 e TI)
(List of medicines, cash memos and the essentiality certificate should be attached.)

1. | T e e ufe ¥. Rs.
Total amount claimed
2. | ot forar wan fw o9 wET T %. Rs.
Less advance taken on
3.| <TEw IS THA %. Rs.
Net amount claimed
4. AT 1) Cash Memo
) kil W 2) Prescription
List of enclosures. 3) Certificate “A”
T 90T T TR hHaR geaTai shi

DECLARATION TO BE SIGNED BY GOVT. SRTVANT

# AT FAr / FA R T WA - w H fe T wuw A e ot faum & SR d ¢ e o
Hfaq & fau fafean == f&a T €, 98 Pl T sW enfya 2

I hereby declare that the statement in this application are true to the best of my knowledge and that the
person for whom medical expenses were incurred is wholly dependent upon me.

HIHT HUarl & SIS 3T

ot : wrEte™ faad 9 &M & ®© 2
ek Signature of the Govt. Servant &
office to which attached.
HIITANT STANT o fog
For Office Use
1) A AT/ Amount Claimed ........o..o.oovvovieiieieeeeee)

2) 31ferd T / Amount Disallowed ... ovovooooooeo )

WETaeh WTH(-eh Srferehrt
3) a-q {]ETIﬁ’T / Amount Passed .................ccocooveiiiieii Asstt. Administrative Officer
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¥, 03-F / Med. 103-A

# frgaa gt/ of / Fa

/AT At
Certificate granted to Mr. / Mrs. / Miss

husband / wife / son / daughter / Mother / Father of Mr. / Mrs.

UHTUT U ‘e’ / CERTIFICATE ‘A’
& OfTET oF 7S 7 910 S {91 3TsT oF fu aredrer § oot 7 famam a8

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

Al THF EIT YA e & |
I, Dr. hereby certify
%) AT ST Ry e § / T 3 e e W (@R € S Cal
T o U TN fe T 31T oTeet fep |
a) thatlchargedandreceivedRs. for
consultationon (dates to be given) at my consulting room / at the residence of the patient;
g) oAt wad /i o WR W (@rg =) £
ST U / 3Tacah TSR o o fee T NI fefq 3T Tt fop |
b) thatlchargedandreceived Rs for administering

intra- venous/intra-muscular subcutaneous injections on

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

M e S A A e R fae g/ A |

c) thattheinjections administered were not/were forimmunizing or prophylactic purpose.

) UM Sers STWATA H / TR WY hg A gT &, 3R o s G A R g T A &
T$ frafafga sfiwg I &7 g 1 S T / TR T ¥ @OE B9 9 e & fau eifrer di 7 s

(STETCATCA <61 TH) ATt H Hgae UM b1 < o ot Treh Tt o SITelt 3R ST 0T
(TShTIE) AT A T € foieh o T fafereqT oM & 9% %o SUeisy ©, T €1 3 AN S qoid: @I gR 9 e7gar
ﬁ:W%l

(d) thatthe patient has been undertreatment at hospital/my consulting
room 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 medicine are not stocked in
the (name of the hospital) for supply to private patients and

not include proprietary preparations for which cheaper substances of equal therapeutic value are available nor
preparations which are primarily foods, toilets or disinfectants.




L GO gE A SFwet ST T Hd

Sr. No. Quantity Purchased Name of the medicine Price

Fer @R Total 3

3) fwImm Yiifsar/araik YT R FASTH /4T
(e) thatthe patientis/was suffering from and is / was
under my treatment from to
9) TS d stgar SIS fafmar T /4
()  thatthe patientis/was not given pre-natal or post-natal treatment.
B) oS, wmmer s enfe & fag TG fohd 9 TavgF &
AT qeE Y (TEdTe AT AT R ) H iR g |
(9) thatthe X-ray, laboratory test, etc. for which an expenditure was Rs.
was incurred were necessary and were undertaken on my advice at
(Name of the hospital laboratory)
s)  fEET e favm wmel & Ao et & ITg HT7
T (T4 o AT Rk Faferear it =1 ) fomei & Sar
JATIIETA METTeh STHIC T T fTar = ar |
(h) thatlreferred the patientto Dr. for specialist
consultation and that the necessary approval of the
(name of the chief administrative Officer) as required under the rules was obtained.
B) o T STt H T v TE 1/ ST |
(I) thatthe patient did not require / required hospitalization.
| faferear 21t & TEer IR Yem qun 39
| T AT / Ferfemeaer o1 AT e a8 §av 8 |
Signature / AMA / Designation of the Medical Officer
Date :

and hospital / dispensary to which attached.

fa¥e & € - St wwWnr-uE @n) A @ 4 @i i W afew) wmor-un (7)) sifard @ i fafwer sttt g

I Tt Aelt W W W =)

N. B. : Certificate not applicable should be stuck off. Certificate (e) is compulsory and must be filled

in by the Medical Officer in all cases.
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