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Appendix us hereby substituted 

APPENDIX-"C 
(SEE PART-- V, RULE 16 aad 18) 

aune of Head of Uiice 

Suojeet: Reinburscment of expenditure done ot edical treainent 

Si. 
. My amily members Name. nn 

(hospita 1At).. asanasaneaaausaasaas.s-***o*npnauesnaaoosak ** ************ .disease treiment 

anme).. .from (date)... ********************** ******aussopee****** ..My health card n0. am submiting 

in: claim w ith toliawing documents for reimburse:ment 

.#ssentality Ce:tificate duly siguedicouniersigned by treali. g doctors/Supertendeat of the Hospital. 

2Origiaa! Cash naemo. Bills, Vouchers duly signed and verified by reasing aniu. 

3i is ceriiltied that the abo; nzd tamily menber is wholly dependeal ou ix anc acrumaliy resides with 

lic. 

R iyio die needful tor reimbuixCNL uf uy ciain aner adjusting the advance ef Rs. sanctiouui for m 

Daca.. 

Niame of OfäicetEmpioyee 

RRO.No. Designation 
Place of Posting bauk AeNo. 

t.FS.Code. 
By order, 

Name Thrasur 
Pravir Kumar 

Principal Secrery PAN, No. 

Address 
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APPENDIX VIII 
Form of Certigientes A and B 

Certificate granted to Mrs./Mr./Mis.... 

* ifc/SonDaughter of Mr. ..... 

employed in the *******eaoesseen00440sspa400oas*g*a4*******0**** 

CERTIFICATE A 

To be complcted in the cause of patients who are not admitted to hospital 
for treatment) 

Dr. hereby certify 
a****** 

(a) that I charged and received I s 
slOr consultation on 

(dates to be given) at my consulting room at the 

residence of patient. 
(6) that I charged and received Rs. ... ..for administering 

...intra-muscular-injections on.n ss Sub-cutaneous at 
eso*uereuees**t** 
my consultiag room....seevoat the residence of the patient. 

(e) that the injections administercd were for immunising or prophy lectie 

purposes. werc not. 

(d) that the patient has under trcatment at hcspital/ my consulting roomn 

and the undermentioned medicines preseribed by me in this conneetion 
were essential for the recovery/ prevention of serious, deterioration in the 
condition on the patient. The medicines are not stocked in the v. 

*aeos ssdsoesV. for supply to private patient.. ******** 

(name of the hospital) and do not include propriatary preparations for 
which cheaper substances of equal therepeutic value are available nor 

preparations which are primarily/foods, toilcts or 

NAME OF MEDICINES PRICE 
1. 

2. 
3 

4. 
5. 
6. 
1. 
8. 

(e) that the patient is/was suffering from .. 

was under.my treatment from. 
9nd is/ 

9that the patient is/was not given pr2natal or postnatal treatment. 
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(g) that the X-ruy, laborutory test, etc. for which on expenditure. of which on expeudilure. of 

WAS incurred were necassary 
and were underta ken on 

ny aQvIce at...ssseopeneeesoesnesesoseesosoeseeesgoe6e****00a******b00e* 

Name of hospital or laboratory) 

for 
(h) that I referred the patiant to Dr. eces0neepeeeoneo*ee***eseceoee 

specialist consultation and that the necessary approval of the .. 

lName of the Chief) 
as required under the 

* eeaee 

rules (Administrative Medical Officer of State.) 

) that the patient did not required hospitalisation.. **.required. 

Dated.. 

Signature & Designation of the 
Medical Officer and hospital1 

dispensary to which attached 

N.B.: Certificates not applicable should be struck off. 

Certificates (a) is compulsory and must be filled my by the Medical 
officer in all cases. 

COUNTERSIGNED 

Medical Superinteandent 
essasssueeoe Hospital 

I certify that the patiant has bren under treatment of the ssoseootoeot 
e*********s*°°*eee*eee.eeeec ** *oedopeedeeeeoe . hospital and that the facilities 
provided were the minimum which were essential for the patient's 
treatment. 

Place Medical Superintendent 
dospital Dated: 



CERTIFICATE B 
(Tobe completed iD the case of patients who are admitted to 

hospital for treatement) 

Certificate granted to Mrs./Mr./Miss.. 
e**eee***** 

.wifc/Son/Daughter of Mr. o 

employed in the 

PART- AA 

(To be signed by the Medical Officer incharge of the case at the hospital) 

I Dr. ... . hereby certify I. 

(a) That the patient was admitted to hospital on my advicel advice of .. 

*****e************************************* 

(Name of Mdical Officer) 

(b) That the patient has been under treatment at.osnseseasossseso. 

** and that the 
undermentioned medicines prescribed by me in this connection were 

essential for the recoveryl prevention of serious, deterioration in the 

condition on the patient. 

e*****eeeeo*e *****e*******aeea0eep****Deoobr 

The medicines are not stocked in the o 2 
**oe*e*essseeeseseseee°00e0ee .. for supply to private patients and do not include 
proprietary preparations for which cheaper substances of equal 
thereapeutic value are available not preparations which are primarily 

fods, toilets.
SL. No.NAME OF MEDICINES PRICE 

1. 

2. 

3 
4. 

6. 
7. 

8. 
9. 

10. 
11. 
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(e) that the patient is/was suffering from .... 

was under my treatment from... 
odecresee0****990e09o*to 

(f) that the patient is/was not given prenatal or postnatal treatment. 

(g) that the X-ray, laboratory test, etc. for which on expenditure of 

RS.. oevesepeeo re WAS incurred wcre necassary and were undertaken od 

my advice at .»***eooeseercerssoes*oruee 

..Name of hospital or laboratory) 

fo 

(h) that I referred the patiant to Dr. .... 

specialist consultation and that the necessary approval of the . 

{Name of the Chief 

as required under the 

rules (Administrative Medical Ofticer of State.)) 

i) that the patient did not requircd hospitalisation... 
sTequired. 

Dated. 
Signature & Designation of the 

Medical Officer and hospital 

dispensary to which attached. 

N.B, : Certificates not applicable should be struck off 

Certiflcates (a) is compulsory and must be filled my by the Medical 

officer in all cases. 

COUNTERSIGNED 

Medical Superinteandent 
.w.Hospital 

I certify that the patiant has been under treatment at the. 

the facilities 
. s... hospital and that 

********* 

provided were the minimum which were essentiul for the patient's 

treatment. 

Medical Superintendent 
Hospital Place 

Dated 
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