
 
iafMr lqanjyky 'kekZ dsaæh; O;kolkf;d f'k{kk laLFkku] Hkksiky 

    PSS CENTRAL INSTITUTE OF VOCATIONAL EDUCATION, BHOPAL 
 

fpfdRlk O;; dh /ku okilh ds fy, vkosnu i=  
APPLICATION FOR REEIMBURSEMENT OF MEDICAL CLAIM 

1 Lkjdkjh deZpkjh dk uke vkSj inuke (lkQ v{kjksa esa) 
Name and designation of Government Servant ( in Block Letters) 
fookfgr ;k vfookfgr@Whether married or unmarried 
;fn fookfgr gS] rks og LFkku tgka ifr@iRuh dk;Zjr gSa 
If married, the place whether husband/wife is employed 

 

2 fdl dk;kZy; esa dk;Zjr/Office in which employed  

3 osru / Pay in the Band and Level  

4 ukSdjh dk LFkku/Place of Duty  

5 fuokl dk okLrfod irk/ Actual residential address  

6 jksxh dk uke vkSj ljdkjh deZpkjh ls mldk laca/k 
(cPps dh vk;q Hkh n’kkZbZ tk,) 
Name of the Patient and his/her relationship with the Government servant 
 (in case of children, mention age also)  

 

7 jksxh fdl LFkku ij chekj gS +/Place at which the patient fell ill  

8 Ckhekjh ds y{k.k vkSj mldh vof/k/ Nature of illness and its duration  
9 nkos dh jkf’k dk C;kSjk/Details of amount claimed  

10 fpfdRlk ifjppkZ/ Medical Attendance  
 (i)  fuEufyf[kr ckrksa dk funsZ’k djrs gq, ijke’kZ 'kqYd@Fees for consultation indicating 

¼d½ ftl fpfdRlk vf/kdkjh ls ijke’kZ fy;k x;k+ gS] mldk uke vkSj in    ----------------------------------------------------------------------------------------------------------------------------     
    rFkk ml vLirky ;k vkS"k/kky; dk uke ftlls og vf/kdkjh lac) gSA   
¼a½  The name and designation of the medical officer consulted and the              ---------------------------------------------------------------------------------------------------------------------------------   
        Hospital or dispensary to which attached.                                                      
¼[k½ ijke'kZ dh la[;k vkSj frfFk vkSj çR;sd ijke'kZ ds fy, fdruh&fdruh   ---------------------------------------------------------------------------------------------------------------------------------- 
    Qhl nh xbZ                                                      
¼b½  The number & dates of consultation and the fee paid for each consultation. --------------------------------------------------------------------------------------------------------------------------------- 
¼x½ batsD'ku dh la[;k vkSj rkjh[k vkSj çR;sd batsD'ku ds fy, Hkqxrku      ---------------------------------------------------------------------------------------------------------------------------------- 
    fd;k x;k 'kqYd                                                   
¼c½  The number and date of injections and the fee paid for each injection         ----------------------------------------------------------------------------------------------------------------------------------- 
¼?k½ D;k ijke’kZ fpfdRlk vf/kdkjh ls vLirky esa] ijke'kZ d{k esa           ------------------------------------------------------------------------------------------------------------------------------------ 
    ;k jksxh ds fuokl ij fy;k x;k FkkA                                
¼d½  Whether consultation and /or injections; were held at the hospital, at the   ------------------------------------------------------------------------------------------------------------------------------------ 
       consulting room of the Medical Officer or at the residence of the patient. 

(ii)  iSFkksy‚ftdy] cSDVhfj;ksy‚ftdy vkSj jsfM;ksy‚ftdy ,oa vU; ijh{k.kksa ds fy, fd;k x;k Hkqxrku 
         Charges for pathological, bacteriological and radiological of  other  similar tests undertaken diagnosis indicating 

¼v½ vLirky ;k iz;ksx’kkyk dk uke tgka ijh{k.k gq, vkSj D;k os ijh{k.k   --------------------------------------------------------------------------------------------------------------------------------------- 
    izkf/kdr̀ fpfdRlk ifjpkjd dh lykg ij gq,] ;fn gka rks mldk       
    izek.k&i= blds lkFk yxk,                                             

   ¼a½  The name of the hospital or laboratory where the tests whether the tests   --------------------------------------------------------------------------------------------------------------------------------------- 
   were undertaken at the advice of the Authorized Medical Attendant.          
   If so, a certificate to that effect should be attached.                                           

   ¼c½ cktkj ls [kjhnh xbZ nokvksa dk ewY;A ¼ nokvksa dh lwph dS'k eseks vkSj   ----------------------------------------------------------------------------------------------------------------------------------- 
       vko';d çek.k i= layXu fd, tk,½                               
     ¼b½  Cost of medicines purchase from the market. (List of  medicines                ------------------------------------------------------------------------------------------------------------------------------------ 
              cash memos and the essentiality  certificate should be attached.               

10 dqy fdruh jkf’k dk nkok gS@Total amount claimed  
11 layXu nLrkostksa dh lwph@List of enclosures  
12 bl ?kks"k.kk ij ljdkjh deZpkjh gjrk{kj djsa/DECLARATION TO BE SIGNED BY THE COUNCIL SERVANT 

eSa bl ckr dh ?kks"k.kk djrk gwa fd bl vkosnu esa fn, x, dFku esjs Kku vkSj fo'okl ls lgh gSa vkSj ;g fd ftu jksfx;ksa ds fy, fpfdRlk O;; fd;k 
x;k Fkk] os eq> ij iwjh rjg fuHkZj gSaA çek.k i= esa ftl laca/k esa çfriwfrZ dk nkok fd;k x;k gS] lHkh lzksrksa ls mudh vk; 9000@& #i, çfr ekg 
ls T;knk ugha gSA 
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.  
 
fnukad/Date:                                                                                                                     ifj"kn ds deZpkjh ds gLrk{kj vkSj dk;kZy; tgka ij inLFk gS 

                                                                                                                   Signature of the Council Servant and office to which attached 
 Hkqxrku ds fy, ikfjr dh xbZ jkf’k :Ik,------------------------------------------- ¼:Ik,------------------------------------------------------½  

 Passed for payment of Rs. _______________  ( Rupees __________________________ only) 
                                                                                                                                                                                      
fnukad /Date:                                                                                                                                                       ofj"B ys[kk vf/kdkjh /Sr. Account Officer 

 
 

Form No: 027/Medical 
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vko’;d izek.k i= ^v^@ESSENTIALITY CERTIFICATE ‘A’ 

 

izekf.kr fd;k tkrk gS fd MkW-@Jh@Jherh@dqekjh--------------------------------------------------------------------------------------------- Jh@Jherh dh iRuh@iq=@iq=h---------------------------------
------------------------------------------------ ih,l,llhvkbZohbZ esa dk;Zjr gSA  

Certificate granted to Dr. / Shri/ Mrs./Ms. …………………………………………. wife/son/daughter of Shri/Mrs. …………………………………… 
employed in the PSSCIVE, Bhopal 
 

Hkkx&v@PART-A 

(cfgjax jksfx;ksa ds fy, ftUgsa vLirky esa bZykt ds fy, HkrhZ u fd;k x;k gks rc Hkjk tk,) 
(TO BE COMPLETED IN CASE OF PATIENTS WHO ARE NOT ADMITTED TO THE HOSPITAL FOR TREATMENT) 

 

MkW- ---------------------------------------------------------------------------------------------- bls izekf.kr djrk gS fd&@ Dr. ………………………………………….. hereby certify. 

¼d½ ;g fd fn, x, batsD’ku vlaØehdj.k@jksxfujks/kd djus ;k u djus ds mn~ns’; ls FksA 
¼a½ That the injections administered were/were not for immunizing or prophylactic purposes 
 

¼[k½ og jksxh fpfdRlk foHkkx dk LFkku----------------------------------------------------------------------------- vLirky esa bykt izkIr dj jgk gS-------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------- vkSj esjs }kjk bl laca/k esa fu/kkZfjr fuEu vkS"kf/k;ka LokLF; ykHk@jksxh dh xaHkhj fod`rh dh 
jksdFkke ds fy, cgqr vko’;d Fkh] ftudk LVkWd----------------------------------------------------------------------------------------------------------------- vLirky esa miyC/k ugha gS] ftlds fy, 
leku fpfdRlk egRo j[kus okys lLrs inkFkZ miyC/k ugha gS vkSj ftlesa vkerkSj ij vUu] izlk/kku ;k jksxk.kquk’kh 'kkfey ugha gSA  
¼b½ 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 vkS"kf/k;ksa dk uke /Name of Medicines  (in capital letter) Ekk=k/Quantity ewY; /Price  

1.    

2    

3    

4    

5    

6    

7    

8    

9    

10.    

 
¼x½  ;g fd mijksDr jksxh tks fd ------------------------------------------------------- ls chekj gS@FkkA esjs v/khu fpfdRlk -------------- ls --------------- rd ik jgk gS/FkkA  
(C)   that the patient is/ was suffering from ………………………… and is/was  under my treatment from ………………. To ……………………… 
 

¼?k½  ;g fd ml jksxh dks tUe iwoZ vFkok tUe ds ckn lacaf/kr dksbZ fpfdRlk iznku ugha dh xbZ FkhA  
(d)   that the patient is/was not given natal or post-natal treatment. 
 

(p)   ;g dh ,Dljs rFkk iz;ksx’kkyk ijh{k.k vkfn ds fy, O;; gqbZ jkf’k # -------------------------------------------------------------------- vko’;Drkuqlkj esjh lykg ds vuqlkj  
       (vLirky@iz;ksx’kkyk dk uke) ----------------------------------------------------------------------------------   esa ijh{k.k fd;k x;k FkkA 
(e)   The X-ray, laboratory test, etc. for which an expenditure of Rs. -------------------- Was incurred was necessary and were undertaken on my advice   
         at    ------------------------ (name of the hospital or laboratory).  
 

(N)   eSaus jksxh dks MkW --------------------------------------------------- ls fo’ks"k fopkj&foe’kZ ds fy, funsZ’k fn;k gS vkSj blds fy, jksxh }kjk vko’;d vuqerh (ftyk 

fpfdRlk vf/kdkjh dk uke) --------------------------------------  ls izkIr dj yh xbZA  
(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. 
 

(t)  ;g fd jksxh dks vLirky esa jgus dh vko’;drk ugha gSA       
 (g)  That the patient did not require/ required hospitalization. 

fnukad@ Date:                                                                  fpfdRlk vf/kdkjh ds gLrk{kj rFkk 
                                                                                        inuke vkSj laca) vLirky@nok[kkuk                                                       

Signature and designation of the Officer at the hospital  
                                                                                                                                         and the hospital dispensary to which attached 


