×“Ö×�úŸÃÖÖ / MED - 123

�êú­¦üßµÖ ÃÖ¸ü�úÖ¸üß �ú´ÖÔ“ÖÖ×¸üµÖÖë ‹¾ÖÓ ˆ­Ö�êú ¯Ö×¸ü¾ÖÖ¸ü �úß ›üÖòŒ™ü¸üß ¯Ö×¸ü“ÖµÖÖÔ †Öî¸/µÖÖ ‡»ÖÖ•Ö ¯Ö¸ü Æãü‹ ×“Ö×�úŸÃÖÖ �Ö“ÖÔ �úß ¯ÖÏ×ŸÖ¯ÖæÙŸÖ ÃÖÓ²ÖÓ¬Öß ¤üÖ¾Öê ÆêüŸÖã †Ö¾Öê¤ü­Ö ¯Ö¡Ö. Form of Application for claiming refund of medical expenses incurred in connection with Medical Attendance and/or treatment of Central Govt. Servants and their families.

	1
	ÃÖ¸ü�úÖ¸üß �ú´ÖÔ“ÖÖ¸üß �úÖ ­ÖÖ´Ö ‹¾ÖÓ ¯Ö¤ü­ÖÖ´Ö

Name & Designation of Govt. Servants.

(Ã¾Ö“”û †�Ö¸üÖë ´Öë/In Block letters.)
	:-

	2
	ÃÖ¸ü�úÖ¸üß �ú´ÖÔ“ÖÖ¸üß �úÖ ¾ÖêŸÖ­Ö. ´Öæ»Ö ×­ÖµÖ´ÖÖ¾Ö»Öß �êú †­ÖãÃÖÖ¸ü ‹¾ÖÓ †­µÖ ¯Ö×¸ü»ÖÛ²¬ÖµÖÖÑ †»Ö�Ö ÃÖê ¤ü¿ÖÖÔ‹Ó./Pay of the Govt. Servant as defined in the fundamental Rules and any other emoluments, which should be separately.
	:-

ºþ.......................................... ¯ÖÏ×ŸÖ´ÖÖÃÖ

	3
	�úÖµÖÖÔ»ÖµÖ, ×•ÖÃÖ´Öë ×­ÖµÖãŒŸÖ Æïü.

Office in which employed.
	:-

	4
	�úÖµÖÔ Ã£Ö»Ö / Place of duty.
	:-

	5
	×­Ö¾ÖÖÃÖ Ã£ÖÖ­Ö �úÖ ¾ÖÖÃŸÖ×¾Ö�ú ¯ÖŸÖÖ /Actual residential Address
	:-



	6
	¸üÖê�Öß �úÖ ­ÖÖ´Ö †Öî¸ü ÃÖ¸ü�úÖ¸üß �ú´ÖÔ“ÖÖ¸üß ÃÖê ˆÃÖ�úÖ ÃÖÓ²ÖÓ¬Ö/Name  of patient and his/her relationship to the Govt. Servant. (ÃÖÓŸÖÖ­ÖÖë �êú ÃÖÓ¤ü³ÖÔ ´Öë ˆ´ÖÏ ³Öß ¤ü¿ÖÖÔ‹Ó/In case of children state age also.)
	:-

	7
	¸üÖê�Öß ×�úÃÖ Ã£ÖÖ­Ö ¯Ö¸ü ²Öß´ÖÖ¸ü ¯Ö›ÍüÖ / Place at which the patient fell ill.
	:-

	8
	¸üÖ×¿Ö �úÖ ×¾Ö¾Ö¸ü�Ö / Detail of the amount.
1. ×“Ö×�úŸÃÖÖ ¯Ö×¸ü“ÖµÖÖÔ / Medical Attendance.
	:-

	
	(i) ×­Ö´­Ö×»Ö×�ÖŸÖ ¤üÖ¾ÖÖë �úÖ ×­Ö¤ìü¿Ö �ú¸üŸÖê Æãü‹ ¯Ö¸üÖ´Ö¿ÖÔ ±úßÃÖ/Fees for   consultation indicating ›üÖò. / Dr.
	:-

	
	(a) ×•ÖÃÖ ×“Ö×�úŸÃÖÖ †×¬Ö�úÖ¸üß ÃÖê ¯Ö¸üÖ´Ö¿ÖÔ ×�úµÖÖ �ÖµÖÖ Æîü ˆÃÖ�úÖ ­ÖÖ´Ö ‹¾ÖÓ ¯Ö¤ü­ÖÖ´Ö ŸÖ£ÖÖ †Ã¯ÖŸÖÖ»Ö µÖÖ †ÖîÂÖ¬ÖÖ»ÖµÖ �úÖ ­ÖÖ´Ö ×•ÖÃÖÃÖê ¾ÖÆü †×¬Ö�úÖ¸üß ÃÖÓ²Ö¨ü Æîü. / The name & designation of the Medical officer consulted and the Hospital or Dispensary to which attached.
(b) ×�úŸÖ­Öß ²ÖÖ¸ü †Öî¸ü ×�úÃÖ-×�úÃÖ  ŸÖÖ¸üß�ÖÖë �úÖê ¯Ö¸üÖ´Ö¿ÖÔ ×�úµÖÖ �ÖµÖÖ †Öî¸ü ¯ÖÏŸµÖê�ú ¯Ö¸Ö´Ö¿ÖÔ �êú ×»Ö‹ ×�úŸÖ­Öß ±úßÃÖ ¤üß �Ö‡Ô./The No. and dates of consultation & the fees paid on each consultation.
(c) ×�úŸÖ­Öê ‡Ó•ÖêŒ¿Ö­Ö ×�úÃÖ-×�úÃÖ ŸÖÖ¸üß�Ö �úÖê ×¤ü‹ �Ö‹ †Öî¸ü ¯ÖÏŸµÖê�ú ‡Ó•ÖêŒ¿Ö­Ö ÆêüŸÖã ×�úŸÖ­Öß ±úßÃÖ ¤üß �Ö‡Ô./The no. and dates of injection and the fees paid for each injection.
(d) ŒµÖÖ ¯Ö¸üÖ´Ö¿ÖÔ/‡Ó•ÖêŒ¿Ö­Ö †Ã¯ÖŸÖÖ»Ö ´Öë ×¤ü‹ �Ö‹ µÖÖ ×“Ö×�úŸÃÖÖ †×¬Ö�úÖ¸üß �êú ¯Ö¸üÖ´Ö¿ÖÔ �ú�Ö ´Öë †£Ö¾ÖÖ ¸üÖê�Öß �êú ×­Ö¾ÖÖÃÖ Ã£ÖÖ­Ö ¯Ö¸ü./Whether the consultation and/or injections were had at the Hospital/at the consulting Room of M.O. or at the residence of patient.
	:-

:-

:-

:-

	
	(ii) ²ÖÖ•ÖÌÖ¸ü ÃÖê �Ö¸üß¤üß �Ö‡Ô ¤ü¾ÖÖ†Öë �úÖ ´Öæ»µÖ/Cost of Medicines purchased from the market. (¤ü¾ÖÖ†Öë �úß ÃÖæ“Öß, ­Ö�ú¤ü-¯Ö¡Ö †Öî¸ü †Ö¾Ö¿µÖ�úŸÖÖ ¯ÖÏ´ÖÖ�Ö ¯Ö¡Ö ÃÖÖ£Ö »Ö�ÖÖ‹Ó/List of medicines, cash memos and the essentiality Certificate should be attached)
	

	9
	¤üÖ¾Öê �úß �ãú»Ö ¸ü�ú´Ö / Total amount claimed
	:- ºþ. ................................... �êú¾Ö»Ö

:- ºþ. ................................... �êú¾Ö»Ö

	10
	ÃÖÓ»Ö�­Ö�ú �úß ÃÖæ“Öß /List of enclosure
	(i) †Ö¾Ö¿µÖ�úŸÖÖ ¯ÖÏ´ÖÖ�Ö¯Ö¡Ö �úß ÃÖŸµÖÖ×¯ÖŸÖ ¯ÖÏ×ŸÖ./Essentiality Certificate with true copy.

ÃÖÓ./No. ......................... ­Ö�ú¤ü ¯Ö¡Ö/Cash Memos

ÃÖÓ./No..................×¤ü./Date.............................


‡ÃÖ ‘ÖÖêÂÖ�ÖÖ ¯Ö¡Ö ¯Ö¸ü ÃÖ¸ü�úÖ¸üß �ú´ÖÔ“ÖÖ¸üß ÆüÃŸÖÖ�Ö¸ü �ú¸ê./Declaration to be signed by the Govt. Servant.

1. ´Öï ‘ÖÖê×ÂÖŸÖ �ú¸üŸÖÖ ÆæÑü ×�ú ‡ÃÖ ¯ÖÏÖ£ÖÔ­ÖÖ ¯Ö¡Ö ´Öë ×¤üµÖÖ �ÖµÖÖ ²ÖµÖÖ­Ö ´Öê¸üß •ÖÖ­Ö�úÖ¸üß †Öî¸ü ×¾Ö¿¾ÖÖÃÖ �êú †­ÖãÃÖÖ¸ü šüß�ú Æîü †Öî¸ü ×•ÖÃÖ ¾µÖÛŒŸÖ �êú ‰ú¯Ö¸ü ×“Ö×�úŸÃÖÖ ¾µÖµÖ ×�úµÖÖ �ÖµÖÖ Æîü ¾ÖÆü ¯Öæ�ÖÔŸÖ: ´Öê¸êü ‰ú¯Ö¸ü †Ö×ÁÖŸÖ Æî.I hereby declare that the statements in this application are true to the best of my knowledge and belief and the person for whom Medical expenses were incurred is wholly dependent upon me.

2. ´Öï µÖÆü ‘ÖÖê×ÂÖŸÖ �ú¸üŸÖÖ ÆæÑü ×�ú ´Öê¸êü ×­Ö¾ÖÖÃÖ Ã£ÖÖ­Ö ÃÖê ¤üÖê ×�ú.´Öß. �êú †¾Ö�úÖ¿Öß †ÓŸÖ¸ü ¯Ö¸ü �êú­¦üßµÖ/¸üÖ•µÖ ÃÖ¸ü�úÖ¸ü µÖÖ Ã£ÖÖ­ÖßµÖ ×­Ö�úÖµÖ µÖÖ �úÖò-†Ö¯Ö¸êü×™ü¾Ö ÃÖÖêÃÖÖµÖ™üß †×¬Ö×­ÖµÖ´Ö �êú †ÓŸÖ�ÖÔŸÖ †­µÖ ÃÖÓÃ£ÖÖ «üÖ¸üÖ ÃÖÓ“ÖÖ×»ÖŸÖ ÃÖ¸ü�úÖ¸üß ×­Ö¬ÖÖÔ×¸üŸÖ ´Öæ»µÖ �úß ¤æü�úÖ­Ö/�úÖò-†Ö¯Ö¸êü×™ü¾Ö �ÖÏÖÆü�ú ³ÖÓ›üÖ¸ü/ ¤ü¾ÖÖ ³ÖÓ›üÖ¸ü ­ÖÆüà Æîü. ¤ü¾ÖÖ‡µÖÖÑ ´Öê¸êü ×­Ö¾ÖÖÃÖ Ã£ÖÖ­Ö ÃÖê ¤üÖê ×�ú.´Öß. �úß ¤æü¸üß ¯Ö¸ü ÛÃ£ÖŸÖ ¤ü¾ÖÖ-×¾Ö�ÎêúŸÖÖ ÃÖê �Ö¸üß¤ü �ú¸ü ×²Ö»Ö ´Öë ¤üÖ¾ÖÖ ×�úµÖÖ Æîü. I hereby declare that no Govt. Fair price shop/Co-operative Consumers Stores/Drugs Store or Depot run by the Central or State Govt. or local bodies or any other Organization recognize under the co-operative Society Act. exists within a radius of two K.M. from my residence as such I purchased Medicines charged in this bill from the chemist(s) whose shop is/are in my locality at a distance of less than two K.M. from my residence.

ÃÖ¸ü�úÖ¸üß �ú´ÖÔ“ÖÖ¸üß �êú ÆüÃŸÖÖ�Ö¸ü †Öî¸ü ÃÖÓ²Ö¨ü �úÖµÖÖÔ»ÖµÖ Signature of Govt. servant & Office to which attached.

†Ö¾Ö¿µÖ�úŸÖÖ ¯ÖÏ´ÖÖ�Ö ¯Ö¡Ö - �ú

Essentiality Certificate - A

(‡»ÖÖ•Ö �êú ×»Ö‹ †Ã¯ÖŸÖÖ»Ö ´Öë ³ÖŸÖá ­ÖÆüà ÆüÖê­Öê¾ÖÖ»Öê ¸üÖê×�ÖµÖÖë �êú ´ÖÖ´Ö»Öê ´Öë ³Ö¸üÖ •ÖÖ‹./

To be filled up in case of out door patient.)

......................................................... �úÖµÖÖÔ»ÖµÖ ´Öë ÃÖê¾ÖÖ¸üŸÖ .............................................................. �úÖê/ �êú / �úß ¯Öã¡Ö / ¯Öã¡Öß / ¯ÖŸ­Öß / ´ÖÖŸÖÖ / ×¯ÖŸÖÖ ............................................ �úÖê ×¤üµÖÖ �ÖµÖÖ ¯ÖÏ´ÖÖ�Ö ¯Ö¡Ö.

Certificate granted to Mr./Mrs./Miss ............................................................... son/daughter/wife/ mother/father of ...................................................... employed in the office of ......................................


´Öï ›üÖò. ..................................................... µÖÆü ¯ÖÏ´ÖÖ×�ÖŸÖ �ú¸üŸÖÖ ÆæÑü ×�ú - / I Dr. ........................................... hereby certify that -

(‹)
´Öê¸êü «üÖ¸üÖ ¯Ö¸üÖ´Ö¿ÖÔ �ú�Ö ´Öë †ÖîÂÖ¬ÖÖ»ÖµÖ �êú ÃÖ´ÖµÖ �êú ²ÖÖ¤ü ×¤ü. ........................... �úÖê ×�ú‹ �Ö‹ ................................. ¯Ö¸üÖ´Ö¿ÖÔ ÆêüŸÖã ............................. ºþ. ¯ÖÏÖ¯ŸÖ ×�ú‹ �Ö‹ /  I Dr. .......................................... hereby certify that I charged and received Rs. ........................ for  ............................... consultation on .................... at my consulting room after Despansary hours.

(²Öß)
´Öê¸êü «üÖ¸üÖ †¯Ö­Öê ¯Ö¸üÖ´Ö¿ÖÔ �ú�Ö ´Öë †ÖîÂÖ¬ÖÖ»ÖµÖ �êú ÃÖ´ÖµÖ �êú ²ÖÖ¤ü ........................... ºþ. ....................... ŸÖÖ.................... �úÖê ­Ö²•ÖÌ ´Öë ‡Ó•ÖêŒ¿Ö­Ö »Ö�ÖÖ­Öê �êú ×»Ö‹ ¯ÖÏÖ¯ŸÖ ×�úµÖÖ Æîü. / I charged & received Rs. ................. for administrating inframuscular injections ............................. on .......................... at my consultation room after dispansary hours.

(ÃÖß) ¸üÖê�Öß �úÖê ‡Ó•ÖêŒ¿Ö­Ö †ÃÖÓ�Îú´Ö�ÖßµÖ µÖÖ ¸üÖê�Ö ×­Ö¸üÖê¬Ö�ú ˆ§êü¿µÖ ÃÖê ­ÖÆüà »Ö�ÖÖ‹ �Ö‹ £Öê. / The injection administratee was/were not immunising or prophylactic purpose.
(›üß) ¸üÖê�Öß �úÖ ‡»ÖÖ•Ö ´Öê¸êü ¯Ö¸üÖ´Ö¿ÖÔ �ú�Ö ´Öë Æãü†Ö Æîü †Öî¸ü ‡ÃÖ ÃÖÓ²ÖÓ¬Ö ´Öë ´Öê¸êü «üÖ¸üÖ ­ÖãÃ�Öê ´Öë ¤üß �Ö‡Ô ×­Ö´­Ö×»Ö×�ÖŸÖ ¤ü¾ÖÖ ¸üÖê�Öß �êú ÆüÖ»ÖÖŸÖ �úÖê šüß�ú �ú¸ü­Öê/�ÖÓ³Öß¸ü ºþ¯Ö ÃÖê �Ö¸üÖ²Ö ÆüÖê­Öê ÃÖê ¸üÖê�ú­Öê �êú ×»Ö‹ †×­Ö¾ÖÖµÖÔ £Öß. µÖê ¤ü¾ÖÖ ............................ †ÖîÂÖ¬ÖÖ»ÖµÖ/†Ã¯ÖŸÖÖ»Ö ´Öë ¯ÖÏÖ‡¾Öê™ü ¸üÖê×�ÖµÖÖë �úÖê ¤êü­Öê �êú ×»Ö‹ ÃÖÓ×“ÖŸÖ ­ÖÆüà �úß •ÖÖŸÖß †Öî¸ü ˆ­Ö´Öë ¾Öê ¯Öê™ü­™ü ÃÖ´³Ö¾Ö ¿ÖÖ×´Ö»Ö ­ÖÆüà Æîü ×•Ö­Ö�êú ×»Ö‹ ÃÖ´ÖÖ­Ö ×“Ö×�úŸÃÖÖ ´ÖÖ­Ö �êú ÃÖÃŸÖê ¦ü¾µÖ ˆ¯Ö»Ö²¬Ö Æïü, ­Ö Æüß ÃÖ´³ÖÖ¾Ö •ÖÖê ´Öæ»ÖŸÖ: �ÖÖª, ÁÖéÓ�ÖÖ¸ü µÖÖ ×­Ö:ÃÖ¯ÖÏ³ÖÖ¾Ö Æîü/The patient has been under my treatment at my consulting room and that the under mentioned medicines prescribed by me in this connection were essential for the recovery of serious daterloration in this condition of the patient the medicines are not stocked in the .......................................... Dispansary/Hospital for supply to private patients and do not include proprietary preparations for which are primarly foods toilets or disinfectants.

	�Îú´Ö ÃÖÓ. Sl. No.
	¤ü¾ÖÖ �êú ­ÖÖ´Ö

Name of medicines
	´Öæ»µÖ

Price
	�Îú´Ö ÃÖÓ.

Sl. No.
	¤ü¾ÖÖ �êú ­ÖÖ´Ö

Name of medicines
	´Öæ»µÖ

Price

	
	
	
	
	
	


(‡Ô)  ¸üÖê�Öß ........................ ÃÖê ¯Öß×›ÍüŸÖ Æîü/£ÖÖ. †Öî¸ü ...................... ÃÖê .................................. ŸÖ�ú ´Öê¸êü ‡»ÖÖ•ÖÌ ´Öë Æîü/£ÖÖ./The patient was     suffering from ........................... was under my treatment from ..................... to ........................... .

(‹±ú) ¸üÖê�Öß �úÖê †Ã¯ÖŸÖÖ»Ö ´Öë ³ÖŸÖá �ú¸ü­Öê �úß †Ö¾Ö¿µÖ�úŸÖÖ ­ÖÆüà Æîü/£Öß./That the patient did not require hospitalisation.

(•Öß)  †Ã¯ÖŸÖÖ»Ö �êú­¦üßµÖ �ú´ÖÔ“ÖÖ×¸üµÖÖë ‹¾ÖÓ ˆ­Ö�êú ¯Ö×¸ü¾ÖÖ¸üÖë �úß ÃÖÖ¸ü¾ÖÖ¸ü ÆêüŸÖã ´ÖÖ­µÖŸÖÖ ¯ÖÏÖ¯ŸÖ Æîüü./That the hospital is recognised for the treatment of Central Govt. employees & members of their families.

(‹“Ö) ‡ÃÖ ÃÖÖ¸ü¾ÖÖ¸ü ´Öë �Ö´Ö ²ÖÖê‡»Ö ¯ÖêÃÖ­ÃÖ, •Öê×­Ö¾Öê™ü¸ü, ›êü‡×»Ö×¸üµÖ´Ö †Öî¸ü ²Öê¸üÖÃÖß»Ö ‡ŸµÖÖ×¤ü ¸üÖê�Ö ¿ÖÖ×´Ö»Ö ­ÖÆüà Æîüü./The treatment does not include the treatment of Gum Boil pyarrons, gingivitios, deiliriam and veraseal diseoses etc.

(†Ö‡Ô) ´Öï­Öê.................................... †Ã¯ÖŸÖÖ»Ö/ÛŒ»Ö­Öß�ú �êú ×»Ö‹ ¸üÖê�Öß �úÖê †­Öã¿ÖÓ×ÃÖŸÖ ×�úµÖÖ Æîü./I refered to the patient for in the ............................... ....................... hospital/clinic.

(•Öê) ¸üÖê�Öß �úß ÃÖÖ¸ü¾ÖÖ¸ü ¤üß‘ÖÔ�úÖ»Öß­Ö ­ÖÆüà £Ößü./The treatment was not of a prolonged nature.

×¤ü­ÖÖÓ�ú/Date :


×“Ö×�úŸÃÖÖ †×¬Ö�úÖ¸üß �êú ÆüÃŸÖÖ�Ö¸ü ¾Ö ¯Ö¤ü­ÖÖ´Ö 

ŸÖ£ÖÖ ÃÖÓ²Ö¨ü †Ã¯ÖŸÖÖ»Ö/†ÖîÂÖ¬ÖÖ»ÖµÖ

Signature & Designation of the medical officer of the 

hospital/dispansary to which attached


