Form MED, 103

Certificate granted-tofAMISIMISS ... .. B
Wite/Sonidatigtern o ME: v flill b et L s M B S
emplovedBintthel o v Ln e el

CERTIFICATE ‘A

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

3. | AP N S . hereby certify (a) that | charged and received RS. ........cc.c.ccoooeerenenes for
CORBUBRIOMOIN. ..o seiicin bt (dated to be given at my consulting room at the residence
of the patient. :

b) that | charged and received RS. .............cccccevuuuce for adminEWlNG ... oo

.............................. intramuscular idjections or subcutaneous on .................cccveeeeuuieeen.... (dated to be given)

at my consulting room/he residence of the patient.
c) that the injections administered were/were not for immunising or Prophylactic Purposes.

d) that the patient has been under treatment at ............................ hospital/my consulting room and that
the undermention medicines pres-cribed by me in this connection were essential for the recover/prevention of
serious deterioration in the condition of the patient. The medicines are not stocked inthe .............ccccovveveiiienn
(name of hospital) for supply to private Patients and do not include proprietary preparation for which.cheaper
subtunces of equal therapeutic value are available nor preparations which are primarily foods/toilets or disinfec-
tants.

Name of medicines Price
e ..............................................................................
P TR I e e R R s e
) SRR 1 4 e s cet e o || (i GRS REE NERM RO % . SR
B e e e e R R e e
e) that the patient is/was éuffering FIOIMN .ovrineicisavbbinssbarinrnsessbbes dhes e AN IS/WAS IRCEEMY.

(=021 (2T 0011 e e S e || SR NI S RO S |-

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

g that the X-ray Laboratory test etc. for which an expenditure of Rs. ...
was incurred was necessary and were undertake on my advice at ..o
(name of hospital Laboratory).

h) that lireferred the patieRt o Br ... et Shliolf
specialist consultation and that the necessary approval of the ...

woieeenee. (n@ame of the Chief Administrative Officer
of the State) as required under the rules was obtainal,

) that the patient did not of require / required hospitalisation

Dated :- Signature and Designation of the

Medical Officer and Hospital/
Dispensary to which attached



FORM OF APPLICATION FOR CLAIMING REFUND OF MEDICAL

EXPENSES INCURRED IN CONNECTION WITH MEDICAL ATTENDNCE
AND OF TREATMENT OF CENTRAL GOVT. SERVANT AND THEIR

(a)

(b)

(c)

FAMILIES.

Name & designationnfihe GovE " o o
Servant.
Office in which employed. e

Pay of the Govt. servant as

defined in the fundamental

rules and anyother employments =l visan sena
which should be shown separately

Place of duty R R

Actual residential address R s R R

Name of the patients & his / her
Relationship totheiGovt. servant, = 8Lk Sl i s

Place at which-the patient TRl e e et hs e enle

Detalls of the-amount claimied. =il ot cbs civan s v sies s oians

MEDICAL ATTENDANCE.

The name & designation of the

Medical officer consulted & the TR R s T s s v e e e R
Hospital or dispensary to which

attached.

The number & dates of consultation

Of the Medical officer consulted

And the Hospital ordispensary o =oadiiianiaa sn, s
Which attached.

Cost of medicines purchased form
The market (list of medicines each
Memos should be attached. et e S L e s

Total amount claimed SRR | TR R A e e e

List of enclosures S M R

DECLARATION TO BE SIGNED BY THE GOVT. SERVANT.

I, hereby declare that the statement in this application is true to the best of

my knowledge and belief and that the person for whom medical expenses were incurred
is wholly dependent upon me.

Signature of the Government
servant and office to which
attached.



