
LrEHk&2
,rn~~}kjk izfrLFkkfir ifjf’k"V

ifjf’k"V ^x*

¼Hkkx&ikWap&fu;e&16 rFkk 18 ns[ks½

lsok esa]

dk;kZy;k/;{k dk uke]

------------------------------

------------------------------

fo"k; %&fpfdRlk mipkj ij fd;s x;s O;; dh izfriwfrZA

egksn;]

eSa------------------------------------------------------------@esjs ikfjokfjd lnL;¼uke½------------------------------------------ ----------------

us ---------------------------------------------------------------------------------------------------------------------------------------¼chekjh dk uke½ ds fy,

----------------------------------------------¼fnukad½ ls--------------------------------------------------rd-----------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------------¼fpfdRlky; dk uke½ esa mipkj

djok;k gSA eSa fuEufyf[kr nLrkostksa ds lkFk izfriwfrZ ds fy, nkok izLrqr dj jgk gwWa %&

1. mipkjh  fpfdRld@fpfdRlky;  ds  v/kh{kd  }kjk  gLrk{kfjr@izfrgLrk{kfjr  vfuok;Zrk

izek.k&i=A

2. mipkjh fpfdRld }kjk fof/kor~ gLrk{kfjr ,oa lR;kfir ewy udn iphZ¼dS’k eseks½] chtd¼fcy½]

ckmpjA

3. ;g izekf.kr fd;k tkrk gS fd Åij ukfer ikfjokfjd lnL; eq> ij iw.kZr;k vkfJr gSa vkSj

lkekU;r;k esjs lkFk fuokl djrk gSA

esjs  mipkjkFkZ]---------------------------------------------------------------------------------------------- -¼dk;kZy; dk uke½ ds  i=

la[;k------------------------------------fnukad------------------------------}kjk Lohd`r ₹ -------------------------------------------------- ds vfxze

dk lkek;kstu djus ds i’pkr~ esjs nkos dh izfriwfrZ ds fy, ;Fkk vko’;d dk;Zokgh djus dh

d`ik djsaA

fnukad-------------------------

vf/kdkjh@deZpkjh dk uke %&-----------------------------------------------

inuke %&--------------------------------------------------------------------------------------

rSukrh dk LFkku %&---------------------------------------------------------------------
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�च�क�सा ��तप�ूत��य �ववरण दये-अदये सचूी
1. रोगी का नाम ...............................................................................................................................................

�पता का नाम ...............................................................................................................................................

2. �कस �वभाग म�काय�रत ह .ै......................................................................................................................................

पदनाम....................................................................................वतेनमान.............….................................................

3. रोग एव उंपचार का �ववरण..........................................................................................................................

4. पणू� उपचा�रत अव�ध �दनाकं ............................................... स.े................................................... तक

�थान ....................................................................................................................................................

5.उपचार करन वेाल डेॉ�टर का नाम ...............................................................................................................

आउट डोर/इ�डोर उपचार स�ब�धी �ववरण ...................................................................................................

�ाथ�

नाम .............................................

अ�धकारी के ह�ता�र �पता का नाम.................................

पदनाम.........................................

�म
स�ंया

�बल �दनाकँ वाउचर
स�ंया

औष�ध/�च�क�सा ��त�ान का
नाम

�बल धनरा�श

�. प.ै

अदये धनरा�श दये धनरा�श
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FORM OFAPPLICATIONFORCLAIMINGREFUNDORMEDICALEXPENSESINCURREDIN
CONNECTIONWITHMEDICALATTENDANCEOFTREATMENTOFCENTRAL&OTHER

GOVERNMENTSERVENTSETCANDTHEIRFAMILIES

1.NameandDesignationoftheGovt.Servant(inblockletters)....................................................................

(a)Whethermarriedorunmarried.........................................................

(b)Wifeemployedornot........................................................................

2.Officeinwhichemployed.............................................................................................................................

3.PayoftheGovt.servantdefinedinthe PayRs................................p.m

fundamentalRulesandanyotheremolument. D.ARs.................................p.m

whichshouldneshownseparately. H.RRs....................................p.m

4.Placeofduty.................................................................................................................................................

5.Actualresidentialaddress...........................................................................................................................

6.Nameofthepatientandhis/herrelationship

totheGovt.servant(incaseofchildren'sstateagealso)..........................................................................

7.Placeatwhichthepatientfellill..................................................................................................................

8.Detailsofamountclaimed..................................................................

MEDICALATTENDENCE

(i)FeesforconsultationofMedical

(a)ThenameanddesignationofMedicalofficerconsultedandthehospitalor

dispensarytowhichattached....................................................

(b)Thenumberanddatesofconsultationandthefee

paidforeachconsultation..........................................................

(c)Thenumberanddatesofinjectionpaidandthefees

Foreachinjection........................................................................

(d)Whetherconsultationandor/injection

Werehadatthehospital,orattheconsulting

Room oftheMedicalOfficer.....................................................

orattheresidenceofthepatient

(ii)Costofmedicinespurchasedfrom theMarket,Listofmedicinesandthe.

essentialitycertificatesshouldbeattached Rs.................................

9.Totalamountclaimed. Rs.................................

10.Listofenclosures. Prescription...............................Cashmemo/Memos...............................

DeclarationtobesingedbytheGovernmentServant

Iherebydeclarethatthestatementinthisapplicationaretruetothebestofmyknowledgeandbelief
andthatthepersonforwhom medicalexpenseswereincurrediswhollydependuponme.

SignatureoftheGovernmentServant

Officetowhichattached
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Certificate granted to Mrs./Mr./Miss…...............................................................................................
Wife/Son/Daughter of Mr.............................................................................................................................. 
Employed in the…………………………………………………………………………………………….

CERTIFICATE “A”

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

I, Dr. ……………………………………………………………………...…….………… hereby certify :-
(a) that I charged and received ₹ …………………….…… for ….………………….consultations on 

…..………………………. (date to be given) at my consulting room…………………………….
……………………...…… at the residence of the patient.

(b) that I charged and received ₹ …………………..……….for administering ………………….……. 
intramuscular injections/subcutaneous on……………………………………...(date to be given)  
at my consulting room/at the residence of the patient. 

(c) That the injections administered were for/were not for immunizing or prophylactic purposes.
(d) That the patient has been under treatment 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 medicines are not 
stocked in the ……………………………………………………………………………………….
………………………………………..  (name of the hospital) for supply to private patients and do
not include proprietary preparations for which cheaper substances of equal therapeutic value are 
available for preparations, which are primarily foods, toilets or disinfection.

S.N. Name of medicines Prices

1.

2.

3.

4.

5.

6.

(e) That  the patient is/was suffering from…………………………….and is/was under my treatment 
from………………………….…...to…………………………..….

(f) That the patient is/was not given prenatal or postnatal treatment.
(g) That the X-ray laboratory test, etc. for which an expenditure of ₹ ………………….…………..  

was incurred were necessary and were undertaken on my advice at……………………………
(Name of hospital or laboratory)

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

(i) That  the patient did not require/required hospitalization.

Signature & Designation of the Medical Officer        
Name of the Hospital/Dispensary to which attached.
Dated ………………..

N.B. :-
Certificate not applicable should be struck off. Certificate (a) is Compulsory and must be filled in 
by the Medical Officer in all cases.
Certificate granted to Mr./Miss ………………………………………………..wife/son/daughter of
Mr./Miss………………………………………..employed in the…………………...………………
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Certificate granted to Mrs./Mr./Miss…...............................................................................................
Wife/Son/Daughter of Mr..............................................................................................................................
Employed in the…………………………………………………………………………………………….

CERTIFICATE “B”
(To be Completed in the case of patients who are admitted to hospital for treatment)

PART -A
(To be signed by the Medical Officer in charge of the case at the hospital)

I, Dr. ……………………………………………….………… hereby certify :-
(a) that the patient was admitted to hospital on my advice/the advice of………………………………  

………………………………...(Name of medical officer).
(b) that the patient has been under treatment at ……….………………..……….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 are not stocked 
in the ………….…...……………….…………...….…...… (name of hospital) for supply to private
patients  and  do  not  include  proprietary  preparations  for  which  cheaper  substances  of  equal  
therapeutic value are available, for preparation which are primarily foods, toilets or disinfection.

S.N. Name of medicines Prices

1.

2.

3.

4.

5.
(c) That the injections administered were not for immunizing or prophylactic purposes.
(d) That the patient is/was suffering from …..……………………………………..…………...……  

and is/was under my treatment from ………………….………….to……………………………...
(e) That the X-ray, Laboratory tests, etc. for which an expenditure of ₹ ………………….………….. 

was incurred were necessary and were undertaken on my advice at…………………………..…….
…………………………………………………………… (Name of hospital or laboratory)

(f) That I called in Dr. ……………….…..……………...…………………………………….(Name of
the Chief Administrative Medical Officer of the State), as required under the rules, was obtained.

Signature and Designation of 
The Medical Officer-in-charge

PART -B
I certify that the patient has been under treatment at the…………………………………………….

…………….……………..………..…….......hospital and that the services of the special nurses, for which
and expenditure of ₹………………...……………….……. was incurred vide bills and receipts attached,
were essential for the recovery/prevention of serious deter-oration in the condition of the patient.

Signature of the Medical 
Officer-in-charge of the case at the Hospital

COUNTERSIGNED
Medical Superintendent
…………….……………………...Hospital

I certify that the patient has been under treatment at the……………………………………………. Hospital
and that the facilities provided were minimum which were essential for the patients treatment.

Medical Superintendent
…………………………………....Hospital
Place : ……………………………………
Date : …………………………………….

N.B. :- Certificate  not  applicable  should  be  struck  off.  Certificate  (d)  is  Compulsory  and  must  be  filled  in  
by the Medical Officer in all cases.
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vifjgk;Z@vkikr n’kk izek.k&i=

izekf.kr  fd;k  tkrk  gS  fd  Jh@Jherh---------------------------------------------------------------------------------------

iq=@ifr@iRuh Jh-----------------------------------------------------------------------------------------------------------------------------vk;q-------------------

o"kZ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

jksx ls ihfM+r gSaA budk mipkj ------------------------------------------------------------------------------------------------------- esa ejht

dh vifjgk;Z ifjfLFkfr@vkdfLedrk dks ns[krs gq;s fnukad--------------------------------ls 'kq: fd;k x;kA

fpfdRld dk uke o eqgj
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