1.9 9.~y a1 faemer SHeena
sataner, deferm @i, Miue - 462038

o ICAR-Indian Institute of Soil Science

Nabibagh, Berasia Road, Bhopal — 462 038 (M.P.)
Tel. N0.(0755)2730970/2734221 (Ext. No. 233 & 256) Fax. No. (0755) 2733310

SIER —97 /Med-97

BRI ARBR D HHATRAT TAT I9h IRAR Bl S YRDAT 1R /AT ATl WX U SFe] Wi dl araw
Pl Al B9 hI 3Mdgd U3 /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

1. | RN HHAR BT AM IR U(ATH 3eRT H)
Name and Designation of the Government Servant
(i) | faarfea g ar arfdartzd

Whether married or unmarried

(i) | =f faarfea € a1 w9 S8t ool JaRd &

If marrled the place where wife is employed

2. | {9 st § ®RRG € Office in which employed | ICAR-IISS, Bhopal

3. | TR H URMING R HHARI &I 9d4, UG 3y
gReferat afe € ar ererT—arerT fored
Pay of the Government Servant as defined in the
Fundamental Rules, and any other emoluments,
which should be shown separately.

4. | g &1 XU Place of duty ICAR-IISS, Bhopal

a7 &1 9rfd® udT Actual residential address

v

6. | BT AW IR TR HHARI A SADI Aae]

(e : o1 g O S9! MY W forw)

Name of the patient and her relationship to the
Government Servant(N.B. :In the case of children
state age also)

7. |0 9 M ) d9R 99T Bhopal
Place at which the patient fell ill

8. | T @I Y®HH & &RT / Details of the amount claimed

STded) ufR=rif / Medical Attendance

(i) |1 a1l &1 SceRd dd U WRMY &I BIF Fees for
consultation, indicating

(@1) o fafdcar ifreR) W WMWY foram €, &1 M, Ug 9 99
IRTATA BT AW T 98 JAfHRT Fag © (a)The name &

designation of the Medical Officer consulted and the
hospital/dispensary to which attached.

@) fra aR IR 9 fha IRRT BT WAy form 3iR T
WY & fory fhai—fhan o <1 18

(b) he number and dates of consultations and the fee paid for
each consultation

(4) ot @I A& SR e dm & goiasd & oy
=l B I Bl

(c) The number and dates of injections and the fee paid for
each injection.

(8) T WMY 3R,/ IT Soigu AT H fory ar fafebedn
SIEHRT & UMY Pel AT M & faRy T W

(d) Whether consultations and/ or injections were had at the
hospital, at the consulting room of the medical officer or at the
residence of the patient.

(i) | 0T @1 e ®Rd G8A {6y Y faefafasr, staroyfasr,
fafeproTfa==i mmw@é‘r@%qﬁwﬁaﬂ@ﬁ
fforRea qwic g

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




(31) ST AT YANTYTCAT DT ¥ S8l UNIEoT §U
(a). The name of the hospital or laboratory where the tests
were undertaken

(@) T T Tl UTdda—fhedr URAIRE &1 FaE R 8,

Ifg g AT SHHT YATIT-U= 3D AT eV / (b). Whether the
tests were undertaken on the advice of the authorized medical
attendant. If so, a Certificate so that should be attached.

(i) | 9TOTR | TWRIGT g qaT3l BT HA(ERI B T, DY Al AR
JATIIIhAT YHTI—TF H12f IITY)

Costs of medicines purchased from the market. (List of
medicines, cash memos and the Essentiality Certificates should
be attached)

31) et fobaeil E-RIY T <TaT fhar T 2

(@) Total amount claimed

(@) 31\ off 78 W (b) Less amount of advance taken

S)) 1T Bl N RN (c) Net amount claimed

10. W I I List of enclosures

URspEH Prescription:

i|) MY, ufeai OPD Slips:

iii) | YHTI—YH Certificates:

iv) | &Y TEl Cash memos

EDH SY HHI TR IEQICD IR wu ¥ ECanicalsit]
Sl. No. Cash Memo No. Date Amount, Rs Name of the Shop
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

IRENT HHAN §RT BXAER %{1’ ETYUTT Declaration to be signed by the Government Servant)

H Jg "N AT B P 39 e H QU U 927 W SFEN & AJER el & AR O @t & fay
frftedr = faar 17 § 98 90 TRE I g5 W R 2

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

THTOTE fhaT STraT & b #R e 9 &1 fhaniiey @ SRR § dig GRGRI Iod Jed Bl b / FehRI
IUYIRHT WSR /a1 fSUT dg IT IS WRAR & W Faral a1 dear) afafy i aq & agd fasd
3 TS gRT Haferd el ¥ |

Certified that there is no Government Fair Price Shop/Cooperative Consumers’ Stores/Drug Depots run by

the Central or State Govt. f Local bodies or any other organization under the Co-operative Societies Act,
within two kilometers radius from my residence.

fadi® (Date): WRER HHAR & BIATER
Signature of the Government Servant

PHad drarerd WA 89/ (For office Use only)

gl fbaeil g=RIY &1 <71 fbar 731 € Total amount Claimed

TeTs s RATGR =R Less Amount disallowed

fcrgfcd 2g wierd gg gRIMY Net Amount admitted for reimbursement

alikclEalre

¥ B forv Uyt fdar a1 <rar Claim passed for payment, Rs.

¥i9fid WE™I® (Dealing Assistant) 3IMERYT UG Wifaaxvr 3fderY (D.D.0.)




fafeear-103 /Med-103

................................. TN/ GH/GT 3 oo, BT QAT AT JHTOT—TF |
Certificate granted t0 .iiiecsrrscssssscsssscssssssssessmsassmssansamssnssssssnsssnnssssnnssnnnsssnnnnns

YHIOT—UYS ‘e’ CERTIFICATE ‘A’
(391 AP & A/ § W=T 9Y 12 3ol & fore sreara #§ el 9 fdvam 3 =)

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

L ) Tg AT el & b —

L, e s hereby certified :-

(@.) b #9319 TRAY weT # /I & < M TR (TR ST STTQ). 2 I
..................................... REY & v wuy w9iRa fhu &k e oy |

(a) that I charged and received Rs. .......cccvvuueenn. for consultation(s) on ...........ooeells
at my consulting room/Dispensary at the residence of the patient.

@) f& #9 oo WmHY we H/IRN B A WE W@ EOSMY) Eal
SET-AFRHR / AI—PICTIT ST G B T FIT oo gaTRRT / uTd fhy |

(b) that I charged and received Rs. ..........cceeuue for administering .............c...ll.
intra-muscular/sub-coetaneous injections at my consulting room/ at the residence of
the patient.

(M) o feu v g mrerHar ar [T ARy & forw o /8 O

(c) that the injections administered were/were not for immunizing or prophylactic

purposes.
YRR R RIS S AT H /W WRMAY Hef § o 3R 39
Hag § W gRT T H & 18 FAforRad sitwed I°f @1 gred @I S HR /TR w5 | ERE
IR ARSI T ok M= 20 £ L o 151 R S 111 YT #

grgde ARl & 39 & oIy W 81 &1 Il 3R S99 I UIIriesl arT e =81 &, o+ a6
fou wae RIfec A9 & 9% &3 Sua™ 8 A 8 I AN Sl Jod: SR AT ferar
fA:<p™® 2|

(d) 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 were not stocked in IISS Dispensary for supply to private patients and
do not include proprietary preparations for which cheaper substances of equal
therapeutic value are available nor preparations which are primarily foods, toilets or
disinfectants.

P9 TAgA D A CAE
SI. No. Name of Medicines Cost
1
2
3
4
5

HUAT TS Ielfed / P.T.O.






(8) B MW A URET B/ TT 3R e T oo SEZ
W ZAS H g /AT

(e) that the patient is/was suffering from .......ccooiiiiiiiiiiiiii e and is/ was
under my treatment from ... O i

@) & I[N B T gd 1erar TR e o 78 2 /0|

(f) that the patient is/was not given pre-natal or post-natal treatment.

(®) & 9 o, TARTRNTAT ST MG D FTT e R wd foy o, 9
JMATTD U IR T R TATE T oottt (3T / URIRTST)
# fhy v o, Ffh F A Savad gaTel / WRIET Mdedd WRGRI YA § SUael Tal o |

(g) that the X-Ray, laboratory tests for which an expenditure of Rs. .............ce..ee.
incurred, were necessary and were undertaken on my advice at ....................

..................................................................................... (Hospital/Laboratory)
as all these requisite treatment/tests were not available in the nearest Govt.
hospital.

(S) & 77 IFN BT FOVT TWRFT B FTT BT, oo @ T HoTT o 3R

......................................................................................... (T & g yuraTs fafdear sifter @1 A7)
BT Ml & AITAR JATUET I AFATG UTG B forar 1T o |

(h) that I referred the patient to Dr. for specialist consultation
and that the necessary approval of the (Name of the
Chief Admin. Medical Officer)as required under the rules was obtained.

@) B I BT RUATA § WA MMATIDS Al AT / 3MATADR o |
(i) that the patient did not require/ required-hospitalization.

feof(N.B).: T Al § S JHO—95
AN A B I b AfaerT g1 bre
f&ar S\ =@ | Certificate  not
applicable should be struck off by
the Medical Officer in all cases.

fafrcar IfeR! © weR IR Iga™ dr S|

aRydTet / fafecarers &1 am e 98 Geg ©
Signature, Designation and Degree of the Medical
Officer and Hospital/ Dispensary to which attached

JAT—UF (&%) MR & Td 9 W_T ST d1fey

Certificate (A) is compulsory and must be filled in



fafeear-104 /Med-104

Y93 g’ CERTIFICATE ‘B’
(S NN & A H WRT Y T2 3alrSl & foly Jregarel § ol foam T &)

(To be completed in the case of patients who are admitted to hospital for treatment)

S + SR 2075 G B 12 131 7117/t | LA,
EEalIA: C AT I R I f&aT AT YA |
Certificate granted t0 . ..vviiiiii i e employed in

the ICAR-Indian Institute of Soil Science (IISS), Bhopal

L IC / PART 'A’
( ermdred # Il & TR fafee SifSaRY gRT gweR fhy o)
(To be signed by the Medical Officer-in-charge of the case at the hospital)

L R A TE AT el § fh —
N hereby certified :-
(®.)

(a) that the patient was admitted to hospital on my advice/on the advice of
....................................................... (Name of Medical Officer)

(&) 5 I SATT B AT e H I 7 3R % 39 o § W gRT T
H @ 18 FferRad &itwel el 31 grerd § g oM & foy /MR S0 | @RE 84 9 DA
ORISR IR IR A A< 111 E IRYATS H

grgde IR & <7 @ foly eI Jal 3 Il IR S9H I WIRIge] AT IfAe el & s
1T M Rifdedr 719 & O & S € | 7 8 T AN Sl Held: @re, 3R Al ferdn
f:<p™s 2|

(b) that the patient has been under treatment at ..., 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 medicines
were not stocked in IISS Dispensary for supply to private patients and do not include
proprietary preparations for which cheaper substances of equal therapeutic value are
available nor preparations which are primarily foods, toilets or disinfectants.

.3 qargal &AM P
Sl. No. Name of Medicines Cost
1
2
3
4
5

(1) f fau T gSTa=T IFTe™ar a1 I ORI & fow o /81 O |

(c) that the injections administered were/were not for immunizing or prophylactic purposes.

(&) B MW F AT R/ TT MR e £ EZ
W ST H g/ AT

(d) that the patient is/was suffering from ... and is/ was under
my treatment from ... O i

HUAT U8 Ielfed / P.T.O.



(3) f 9 TR, TANTTAT STF 3MME B AT e TR T fHy o, T TS of
IR I KU IS [ F= A A (erudTer / waRTSTe) H fhy 7Y o, gfh
Y FAY TS FATST / TRIETT hedq RGN SRYATd § SUdtel el o |

(e) that the X-Ray, laboratory tests for which an expenditure of Rs. .................... was incurred, were
necessary and were undertaken on my advice at
..................................................................................... (Hospital/Laboratory) as all these
requisite treatment/tests were not available in the nearest Govt. hospital.

@) 5 H I BT FAOVT TRIAE B TG BT oo D U Aol
S 1= (0 & = yuEe ffhedr siftar &1 )
BT Al & TR JATUIET T FAIGT YT R fofar T o |

(f) that I referred the patient to Dr. for specialist consultation and that the
necessary approval of the (Name of the Chief Admin. Medical Officer)as
required under the rules was obtained.

fa® Date: ..ovvcvvveeeennnn.

AT H AN D g Ffecar Af¥e & TwRR 3R ygdam

Signature and Designation of the Medical
Officer-in-Charge of the case at the hospital

YT G/ PART 'B’
H oo AT B I ST B FTT e T H ET ¢ 3R I & fauy
gReTRa&msit & 5 Aarell & fofw dere el qem aSeRl & TR BT oo Td by
U, g AN BT BT BT ST R /TR BT T WRIE 89 A b & 1w afard o |

I certify tht the patient has been under treatment atthe ... hospital and that the
services of the special nurses, for which an expenditure of RS. .....ccovvviiiiiiiiiiennnn, was incurred vide bills
and vouchers attached, were essential for the recovery/prevention of serious deteriorationin the condition of
the patient.

GTD Date: .uveveeeeerrnne.
I | M B g Fafee IReRr & TR iR ugTH
Signature and Designation of the Medical
Officer-in-Charge of the case at the hospital
gfaeeiRd / COUNTERSIGNED

T & fafdeer srefiers
Medical Superintendent of the Hospital
F gwIford Rt & I SATT B FAT 3T H V&1 © 3R I8 fb I S

Glaan <1 T8 9 I B A b Y MR = Giaemd o |
I certify tht the patient has been under treatmentatthe ... hospital and that the

facilities provided were the minimum which were essential for the patient’s treatment.

NRATT PlacCe @ vovvvevenenees
f4i® Date: .ovovvevereeee. Tt @ fofbear seflers
Medical Superintendent of the Hospital

faRy &9 < : S wEe-uE @FL A 8 9 die Ry oM ARy | gee-us @ ofan ® ek aw o Amell 3 RISt gR1 /1 S =Ry,
N.B. Certificate not applicable should be struck off. Certificate (B) is compulsory and must be filled in by the Medical Officer in all cases.



