| Form No: 027/Medical

PSS CENTRAL INSTITUTE OF VOCATIONAL EDUCATION, BHOPAL

wAM S AR ElE 3 3:||aa'| Y
Sl APPLICATION FOR REEIMBURSEMENT OF MEDICAL CLAIM

1| TN FHAR BT 79 3R UGTH (A6 &R H)

Name and designation of Government Servant ( in Block Letters)
g1 farfed / Whether married or unmarried

afy faarfed 2, o a8 v gt ufq /ot areka &

If married, the place whether husband/wife is employed

¥ Praterd ¥ PR/ Office in which employed

et / Pay in the Band and Level

bl T <er/Place of Duty

g @1 aredfde e/ Actual residential address

AN | K| W N

I BT AT R ARAR) FHANT A SABT HdeT
(T=a # 3y f <@g W)

Name of the Patient and his/her relationship with the Government servant
(in case of children, mention age also)

7 I e o W AR %\'/ Place at which the patient fell ill

8 FHRI B LT 3R D! A/ Nature of illness and its duration

9 T @Y IR BT &RT/Details of amount claimed

10 faifecar aRerail/ Medical Attendance

(i) FfoaRad amal @1 fae FRd g IR Yo / Fees for consultation indicating
(@) foa e e | wEel o T 8, S| M &k U
TAT S ST AT MY BT A1 ey I8 Apr g ¢ |
(a) The name and designation of the medical officer consulted and the oo
Hospital or dispensary to which attached.

(@) W B FEar AR A R ude wEe @ v fea—fea
v & T

(b) The number & dates of consultation and the fee paid for each consultation. .......................

(T) SO @7 AT 3R ARG 3R TAG AT B T YITATT oo
a1 g

(c) The number and date of injections and the fee paid for each injection ~  ....oocccccocee....

(@) T wrret fafhaar e & srudrer #, WMWY wey |
a1 Ift & fra w o @ o

(d) Whether consultation and /or injections; were held at the hospital, at the —.............o......

consulting room of the Medical Officer or at the residence of the patient.
(i) Yo, e Ee R Meardifrmd vd o weml & fog fasar T s
Charges for pathological, bacteriological and radiological of other similar tests undertaken diagnosis indicating

(37) TETTS AT TANTITGAT T A &l TR gU SR a1 I qRieqor
yrferga frfhed aReR® @1 Felle W gy, Ife & Ol S|
TAO-F §HS T Y

(a) The name of the hospital or laboratory where the tests Whether the teStS .........cco.oroooeveoreosseeeoeeseeeeoeees oo
were undertaken at the advice of the Authorized Medical Attendant.
If so, a certificate to that effect should be attached.

@) IR & TS TS At BT qod | (Sarel @ g A A IR
JAMATIH YAOT UF Hor A by i)

(b) Cost of medicines purchase from the market. (List of medicines
cash memos and the essentiality certificate should be attached.

10 el fpa=T 13 1 <Tar 2 / Total amount claimed

11| Hem gt @1 g1 / List of enclosures

12 9 T IR GRPRI HHAN] SRR B9/ DECLARATION TO BE SIGNED BY THE COUNCIL SERVANT

# 39 919 B GI9On RaT € 9 T # Iy Ty we W g SR favaw 9 wd € ok w' 5 R AR @ fon fafeear @ e
T T g R e R 2| oy um A o ddy # afogft & qrar far w2, | 9iat 9 Seet ema 9000 /— wUT Wi AR
{ ST T 2

I hereby declare the statements in this application are true to the best of my Knowledge and belief and that the patient for whom medical expenses were

incurred is wholly dependent upon me. Certificate that in respect of whom reimbursement has been claimed, their income from all sources do not exceed
Rs. 9000/- per month.

fami®/Date: IRYE B FHAN B TEER SR BRI o8 W UG §
Signature of the Council Servant and office to which attached

PTAN & ol TR B T8 T BT (GG )

Passed for payment of Rs. ( Rupees only)

f&=1i® /Date: IR @T ABRY /Sr. Account Officer




13

MAZIH YHTOT A 31' / ESSENTIALITY CERTIFICATE ‘A’

T BT S 8 5 =X/ 80/ SR AR e oY/ A B TN/ G G
................................................ fuaTEeTEds § BRiv 2|
Certificate granted to Dr. / Shri/ MIrs/MS. .....ocuiuiiiiiiiiniiiiiiiinineieeae wife/son/daughter of Shri/Mrs. ........cooooeiiiiiiiiiiiiiiii,

employed in the PSSCIVE, Bhopal
9T—31 / PART-A
(afR Aft & forg R ereudiet # Sorat @ forg srcff = fopam mam @) 9 w1 wMQ)
(TO BE COMPLETED IN CASE OF PATIENTS WHO ARE NOT ADMITTED TO THE HOSPITAL FOR TREATMENT)

S LS TN BRAT B f—/ Dr. oo hereby certify.
(@) TE 5 AT 7Y SHFT SRABHBRT /RIS A AT 7 IR & 9% A I |

(a) That the injections administered were/were not for immunizing or prophylactic purposes

(@) g8 I Fafesear fwmT &1 v AT H AT UTE PR TET B
......................... e AR IR ERT 39 ey F FeiRa 1 ol @men am /3nft a1 R R @
ABATH & AT TET SMTRID A, RITBT TP AT Sueer T 8, e forg
M fafear qg@ v arel Wy yared Sudel T8 2 iR O R WR 3, T Ar e e TE g

(b) That the patient has been under treatment at .................... hospital and that the undermentioned medicines prescribed by me in this connection

were essential for the recovery/prevention or various deterioration in the condition of the parent. The medicines are not stocked in the (name of hospital
for supply to private patients and do not include propriety preparations for which cheaper substances of equal therapeutic value are available nor
preparations which are primarily foods, toilets or disinfectants

SN | Si9frai @1 </ /Name of Medicines (in capital letter) HIAT/Quantity Y /Price

10.

@M ' f& SwIEd W S B J AR B /a1 W T fafder H o, TP T e B/eAT

(C) that the patient is/ was suffering from .............................. and is/was under my treatment from ................... TO oo

@) wE % 99 I B T g st I B 918 Gt BIs e v 7@ @ TS o

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

(F) IT D TER AT YIRTEAT WerT e F forg 7w gg A v
(ST // TITTIIAT BT TTHY oot

(e) The X-ray, laboratory test, etc. for which an expenditure of RS, ------nnnmmmmnmenmmv

At —mmmmmmm e (name of the hospital or laboratory).
®) ¥ I Bt | ey far—fawe & forg ke R 2 ok swa forg IRl g7 smawas srgmet (e
fafrear SSBRT BT ) o AU TR AR |
(f) That I referred that patient to Dr. for specialist consultation and that the necessary approval of the .....................

................................ (name of Chief Administrative Officer of the State) as required under the rules, was obtained.
(S1) uE 5 WM BT g H YEH @ awHAT T 2 |
(g) That the patient did not require/ required hospitalization.
fR¥1% / Date: fafeeca et & gwamer qen
g 3R Hdg IRYATS / ARl
Signature and designation of the Officer at the hospital
and the hospital dispensary to which attached




