Dated:

1,9, A =R TRt e
ICAR-Indlan _Institute of Seed $cience
R~ Kushmaur- Mau

Form of Application For Medical Claims

Name and desiBnation of GOVE. SEIVANL=! e i i i i oo s

Whether married or unmarried, if married the place-:

Where wife/husband is employed

Offlce in which employed:

Place of Duty:

Basic pay as defined In FR-:

Actual residentlal Address

Name of the patient wnd his/her relationshlp of the Govt. Sf.rvant.

( N.B.in the case of children state age also )

Place of illness:-

DETAILS CF THE AMOUNT CLAIMED

T Cash mamo & ossenuamy certlfic#te should bo d(ta(_hnd ) iy

Name & desgination of AMA constituted-:

& the hospital 10 which attached and : ”

The No. & date the consultation and : ¥ ? : g
rees Pald for each consultation :

" The No. & dates of the injections & fees-:

The name of the hospltal/laboratory
Where the Pathologlcal tests underiaken
Cost of the medicine purcmsed

1otal amount pald/dmmed

N hereby d(.Cldh‘ (..az the statemenu inthe appllcatlon are true to be best of my Lnow.edge anw .
belief and that the person for whorn medicel expenses mcurred was wholly dependent upon me,

Signature o‘bevit‘.:Slérv’ght_ j;  3 :

@ Scanned with OKEN Scanner



SSENTIALITY CERTIFICATE

Certificate granted 10 Mr/MEs/MISS. o Son/Daughter/
Wife/Father/Mother 0F Mr/MUS/MISS. ..ouuiii e, Employed in
ICAR-INDIAN INSTIUTE OF SEED SCIENCE, Kushmaur mau, 2750103 (U.P.)

CERTIFICATE ‘A’ |
B, DDTE < 00 a0 6 e s s 1 0 b b e 8 50 1618 .00 0 18 R 2O 558 o A1 o 44 3 41008 B s 1 hereby certify
(a) that I charged and received Rs. ................covvviviveiiiniin for ..o consultations ‘

O s 5100 s1e 9500 85 FESEINE on v 0m0 w3 00500 44 s 280 at my consulting room/at the residence of the patient.

(b) that T charged and received RS..............cccceeveiiiiiiieemiiiiiinniiniiiiinnns for admission in

...... intravenous/intramuscular/subcutancous injections
..at my consulting roonV at the residence of the patient

on. . .
(¢) that lhc chcllon% qdmmlslucd wer c/wcre not fon lmmumzlng or prophylactic purposes.
(d) that !he patient has been under treatment at my consulting room and that the under mentioned medicines prescribed by me
in this connection were essential for the recovery of the patient.
The medicines are not stocked in this GOVErMMENt ...........ccuvvvvvvrririiiesieeaieeeieeennnnin,
.......... eessesss e Hospital for csupply to private patients and do not include proprietary
_preparations for which cheaper substance of equal therapeutic value are available nor preparations which are primanly foocs
SL Name of Medicines Price SIL. Name of Medicines Price
No. No.
Rs. P Rs. P.
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..................................................

(¢) that the patient is/was suffering from

treatment from ...
(f) that the patient was/were not given pre-natal treatment
(¢) that the X-ray, laboratory test, etc., for which an expenditure of Ps
was incurred was necessary

and were undertaken on my advice

....................................

................................................................................................................

at
Name of the Hospital or Laboratory
(h) that I referred the patient to Dr .........c.covvviiiiiiiiiin for  specialist consultation and
that the necessary approval of the ...................c (Name of the Chief administrative Medical Otficer of

the) as required under the rules was obtained.
(1) That the patient did not require/required hospitalization.
() That the mixture/ointment/powder entered at serial (

/
patient was advised to buy it from the market.
That the period of treatment/No, of injections is excess of the prescribed one was/were essential for the complete recovery

) under certificate () could not be disposed at the hospital and the

(k)
of the patient

Date
Signature, Designation & Regd. No. of the Medical Officer the
Hospital/Dispensary to which attached
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