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Form of Application for claiming refund of Medical expenses incurred in connection with medical attendance and / or treatment of Central Govt.

Servants and their families

fewoft . yd® It & ﬁm 3T BTH URT ST / N.B. - Separate Form should be used for each Patient.

1.

1

ISR HUAR} P A4 T YA

Name & Designation of the Govt. Servant

() ﬁaﬂ%ﬁ q1 31'@31'%?[ (i) Whether married or unmarried
(ii) afe faarea ? d ufd/uctt Hgl HRRA § (ii) If married the place where wife/husband is employed.

2. W'Tﬂ'q, GIETEEIT‘T"\’T-[ % / Office in which employed, CIFE, Mumbai

3. Wifoe fgm o daH / Pay 3. daq /- (7 T G TN & 3FER)
WHR FHART BT I, 3R 3 T T/ DA Rs. /- (As per 7" CPO)
uRafert, el s ¥ g o 3. /Rs.
ST | TehT fhT Yl / HRA.

Pay of the Government Servant as WWW/CCA
defined in the Fundamental Rules, T

and any other emoluments which
should be shown separately.

4. BT BT R / Place of Duty

5. Hd e &1 gar / Actual residential address

6. Inft BT AH T4 I9DT WHRI FHART P 1Y BT N2 / Name of patient and his relationship to the Govt. Servant

fewht : g<af & dey | 3y foRE / N.B. - In the case of children state age also

7.

W, gl Mft FER BT/ Place at which the patient fell ill

8.

()

(i)

1A B TS M BT fIGRUT / Details of the amount claimed
WW / Fees for consultation, indicating:

[{]

[&]

Tafa fifeen SfGRT &1 AW d Ugd™ Td 39d
AT T AR BT A / The name and designation
of the medical officer consulted and the hospital or
dispensary to which attached.

WRHY B J&1 Td feHie $IR ude W™l & fag
YT @t Tl'é Rl / The number and dates of consultation
and the fee paid for each consultation.

IR Bt G, feih T G SR BT Yoob

The number and dates of injections and the fee paid for
each injections.

FT IRR 3R / 7 SR SRuarel | R siiert
F IR B H A1 WM F Faw =-E W fGar
Whether consultations and/or injections were had at the
hospital at the consulting room of the medical officer or
at the residence of the patient.

A7 e & JHF IRR I-FEM, Sarg glien, Fegreisind
mmmﬁﬁmmwa?ﬁﬁﬁﬂﬁ/cmrgesfor
pathological, bacteriological, radiological or other similar tests
undertaken during

diagnosis, indicating.

[

[d]

S gt URY B TS, SROdrd a1 FanTRIe §, Td

The name of the hospital or laboratory where the tests were
undertaken, and

gfe S eifigpd faferan SfeR! &1 ware o URY fear
T ], A IGTIR THTU-UF TEH Y / Whether the tests
were undertaken on the advice of the authorized medical
attendant. if so, a Certificate to that effect should be
attached.



(i)  STOIR I GG TS SaTgdl B pal AR T,/ Rs.
(GaTEa BT N, N A TG ey THTO-TH Her BY)
Cost of medicines purchased from the market.
(List of medicines, cash memos and the Essentiality Certificate
should be attached).

9. () GEIBITS AR %, /Rs.
Total Amount Clgimed
Gy  Sifm ik gery
Less amount of advance taken on
(i)  STaT Pt TS adfad R T /Rs.
Net amount claimed
10. e E

List of enclosures:

(i) Sl ﬁtﬁﬂ:/ Prescription :
(i) 312 e / oPD slips :
(i)  UHIU-UF T/ Certificate ‘A

(iv) BUCACK] G& U feAis RURY TaIs & B B 1
Cash Memo(s) No. and date Amount Name of the Shop
[0 fae = . /Bill No.
faei® / Dt.
(ii) 1AM 7./ Bill No.
e / Dt
INVOICE No.
Dt.
(i)
(iv)
(v)

WHR! HHARY §RT SR TN / Declaration to be signed by the Govt. Servant

iﬂgm@;&@mﬁ%sﬂmﬁﬁmm$wﬁmiww%awmmﬁ$mmmw%ag
I W |

TG foban e & fo R o @ 3 feaidier ot aRiY § & a1 99 R a1 VMY Far a1 Sgar 9l siftfem &
3farfa farddt o TiTe gRT Ta1ferd 1s WK IfId Yo BT ghH/TgHR Juiaar HeR/gar fEur 7t 31

| hereby declare that the statements in this application are true to the best of my knowledge and that the person for whom medical expenses
were incurred in wholly dependent upon me.

Certified that there is no Govt. Fair Price Shop / Co-Operative Consumers' Stores/Drug Depots run by the Central or State Govt. or Local bodies
or any other organization under the Co-operative Societies Act, within two kilometers radius from my residence.

faAi® / pate: WHR FHARY & TR / Signature of the Govt. Servant
L 1 ardl YT o forg g CEIEIRERIE .
RS, ottt Claim passed for payment Amount Claimed Res. ................

G AR YW S. ...

Less Amount disallowed Rs. ................

YL AR, .o

Net Amount Rs. ........c.c.....

Rl 3 Ry e

Admitted for Reimbursement................



