Med. 97
Form of application for claiming refund of medical expenses incurred in
connection with medical attendance and /or treatment of Center
Government servant and their families - for medical attendance /
treatment taken both “1form an authorized medical attendant and a
Hospital

1. Name and designation of Government Servant
(IN BIOCK LeTEOIS) e et eeeeeee et e

() Whether married orunmarried ......oovviiiiiiiiiiiiiiiiiiiieeeens

(ii) If married, the place where wife/ husband is
EMPIOYEA. .. e

2. Office in which employed

3. Pay of the Government servant as defined in the fundamental Rules and any
other emoluments, which should be shown separately.

4 PlaCE AULY. .ottt e
5. Actual residential address. .......ooeiiiiiiiiiii
6. Name of the patient and his / her relationship to the Government
SerVaNt......ccoevviiinennnnn.

N.B.—In the case of children state age also.

7. Place at which the patientfellill. .........coooiiiiii e,

8. Details of the amounts claimed. ......ooneeeiiiiie i,

I. Medical Attendance
(i) Fees for consultation indicating

(a) the name and designation of the Medical Officer consulted and
the hospital or dispensary to which attached...................cooiiiiinin,

(b) the number and dates of consultation and the free paid for each
CONSUIEATION. .o e



(c) the number and dates of injection and the free paid for each
INJECTION. .t

(d) whether consultation and / or injection where had at the hospital,
at the consulting room the medical officer or at the residence of
thepatient.......ccooeviiiiiiii

(ii) Charges for Pathological, Bacteriological, Radiological or other
similar tests undertaken during diagnosis indicating —

(a) the name of the hospital or laboratory where undertaken; and
(b) whether the tests were under taken on the advice of the
authorized medical attendant. If so, a certificate to that effect

shouldbeattached........ooovviiiiiiii

(i) Cost of medicines purchased from the market .................ceeeeenne.
(Case memos and the essentiality certificates should be attached)

Il. Hospital Treatment ---

Name of the hospital .........cooeiiiiii e
Charges for hospital treatment, indicating separately the charges for, --

(i) Accommodation (State whether it was according to the status or pay
of the Government servant and in cases where the accommodation is
higher than the status of the Government servant, a certificate should
be attached to the effect that the accommodation to which he was
entitled was not available)........cooii i

(1) DIET. st

(iii) Surgical operation of medical treatment or
confinement..................

(iv) Pathological, bacteriological Radi - ological or other similar tests, -
Indicating ----

(a) The name of the hospital or lobora - tory at which undertaken; and

(b) Whether undertaken on the advice of the medical officer in charge



of the case at the hospital. If so, a certificate to that effect should
be attached

AL =t [l L=

(vi) Special mMedicings. ......c.viiiiiii i,
(Cash memos and the Essentiality Certificate should be attached)

(Vi) Ordinary NUISING ..oviiuiiiiii i eeens

(viii) Special nursing, i.e., nurses, specially engaged for the patient. State
whether they are employed on the advice of the Medical Officer in
charge of the case at the hospital or at the request of the

Government servant or patient. In the former case a certificate

form the Medical Officer in charge of the case and countersigned

by the Medical Superintendent of the hospital should be

attached. ...

(ix) Ambulance charges -------
(State the journey --- to and fro ----- undertaken

(x) Any other charges, e.g., charges for electric light, fan, heater, air
conditioning, etc. State also whether the facilities referred to are a
part of the facilities normally provided to all patents and no choice
was left to the patient.

Note 1. ----- If the treatment was received by the Government servant at

his residence under Rule 7 of the CS (MA) Rules, 1944, give particulars of such
treatment and attach a certificate from the Authorized Medical Attendance as
required by these rules.

Note 2. ------ If the treatment was received at a hospital other than a
Government hospital, necessary details and the certificate of he Authorized
Medical Attendant that the requisite treatment was not available in any nearest
Government hospital should be furnished.

Il Consultation with Specialist -----

Fee paid to Specialist or a Medical Officer other than the Authorized
Medical Attendant, indicating ------

(a) the name and designation of the Specialist or Medical Officer consulted
and the hospital to which attached ........................



(b) number and dates of consultations and the fees charged for each
consultation.

(c) whether consultation was had at the hospital, at the consulting room of
the Specialist or Medical Officer or at the residence of the Patient; and

(d) whether the Specialist or Medical Officer was consulted on the advice of
the Authorized Medical Attendant and the prior approval of the Chief
Administrative Medical Officer of the State was obtained. If so, a

certificate to that should be attached................

9.Total amount claimed ............ .........o.eel. Rs.

10. Less advance taken on ....... c..coceveit ciiiiiinnenn. Rs.
11.Netamountclaimed ............ .c..coeienni. Rs.

12. List of enclosures .......coeve cvvviiiinien ceiiinieenns Rs.

DECLARTAION TO BE SIGNED BY THE GOVERNMENT SERVANT

| hereby declare that the statements in the application are 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



Med. 97 -A
Form of application for claiming refund of medical expenses incurred in

connection with medical attendance/treatment of Central Government
servants or their families for treatment in a Hospital

1. Name and designation of Government Servant
(IN BIOCK LeTEOIS) e e et e
() Whether married orunmarried ......oovviiiiiiiiiiiiiiiiieieeeens

(ii) If married, the place where wife/ husband is
EMPIOYEA. .. e

2. Office in which employed

3. Pay of the Government servant as defined in the fundamental Rules and any
other emoluments, which should be shown separately.

4 PlaCE AULY. .ottt e
5. Actual residential address. .......ooviiiiiiiiiii
6. Name of the patient and his / her relationship to the Government
SerVaNnt.......cooevvieenennnnnn.

N.B.—In the case of children state age also.

7. Place at which the patientfellill. .........cooiiiiii e

8. Details of the amounts claimed. ... ... e,

I. Hospital Treatment ---

Name of the hospital .........cooeiiiiiii e
Charges for hospital treatment, indicating separately the charges for, --

(i) Accommodation (State whether it was according to the status or pay
of the Government servant and in cases where the accommodation is
higher than the status of the Government servant, a certificate should
be attached to the effect that the accommodation to which he was
entitled was not available)........cooi



L) I =
(iii) Surgical operation of medical treatment ..................

(iv) Pathological, bacteriological Radi - ological or other similar tests, -
Indicating ----

(a) The name of the hospital or lobora - tory at which undertaken; and

(b) Whether undertaken on the advice of the medical officer in charge
of the case at the hospital. If so, a certificate to that effect should
be attached

AL =t [l L=

(vi) Special mMedicings. ......cviiiiiii i,
(Cash memos and the Essentiality Certificate should be attached)

(Vi) Ordinary NUISING ...oviiuiiiiii e e eas

(viii) Special nursing, i.e., nurses, specially engaged for the patient. State
whether they are employed on the advice of the Medical Officer in
charge of the case at the hospital or at the request of the

Government servant or patient. In the former case a certificate

form the Medical Officer in charge of the case and countersigned

by the Medical Superintendent of the hospital should be

attached. ...

(ix) Ambulance charges -------
(State the journey --- to and fro ----- undertaken

(x) Any other charges, e.g., charges for electric light, fan, heater, air
conditioning, etc. State also whether the facilities referred to are a
part of the facilities normally provided to all patents and no choice
was left to the patient........ccoeeerennnee

Note 1. ----- If the treatment was received by the Government servant at

his residence under Rule 7 of the CS (MA) Rules, 1944, give particulars of such
treatment and attach a certificate from the Authorized Medical Attendance as
required by these rules.

Note 2. ------ If the treatment was received at a hospital other than a
Government hospital, necessary details and the certificate of he Authorized



Medical Attendant that the requisite treatment was not available in any nearest
Government hospital should be furnished.

Il Consultation with Specialist -----

Fee paid to Specialist or a Medical Officer other than the Authorized
Medical Attendant, indicating ------

(a) the name and designation of the Specialist or Medical Officer consulted
and the hospital to which attached ........................

(b) number and dates of consultations and the fees charged for each
consultation.............

(c) whether consultation was had at the hospital, at the consulting room of
the Specialist or Medical Officer or at the residence of the Patient; and

(d) whether the Specialist or Medical Officer was consulted on the advice of
the Authorized Medical Attendant and the prior approval of the Chief
Administrative Medical Officer of the State was obtained. If so, a

certificate to that should be attached................

9.Total amount claimed ............ ...l Rs.

10. Less advance taken on ....... c..coceveit ciiiiiienenn. Rs.
11.Netamountclaimed ............ ...t Rs.

12. List of enclosures .......coove cvvviiiinien ceiienieenns Rs.

DECLARTAION TO BE SIGNED BY THE GOVERNMENT SERVANT

| hereby declare that the statements in the application are 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



Med. 97-B
Form of application for claiming refund of medical expenses incurred in
connection with medical attendance and/or treatment of Central
Government servants and their families ---- For Medial Attendance by
Authorized Medial Attendant

1. Name and designation of Government Servant
(IN BIOCK LeTEOIS) e e et e

() Whether married orunmarried ......oovviiiiiiiiiiiiiiiiieieeeens

(ii) If married, the place where wife/ husband is
EMPIOYEA. .. e

2. Office in which employed

3. Pay of the Government servant as defined in the fundamental Rules and any
other emoluments, which should be shown separately.

4 PlaCE AULY. .ottt e
5. Actual residential address. .......ooviiiiiiiiiii
6. Name of the patient and his / her relationship to the Government
SerVaNnt.......cooevvieenennnnnn.

N.B.—In the case of children state age also.

7. Place at which the patientfellill. .........cooiiiiii e

8. Details of the amounts claimed. ......ooneeeiiiiie i,

I. Medical Attendance
(i) Fees for consultation indicating

(a) the name and designation of the Medical Officer consulted and
the hospital or dispensary to which attached ...................ooooiinnl,

(b) the number and dates of consultation and the free paid for each
CONSUIEATION. .o,

(c) the number and dates of injection and the free paid for each



INJECTION. ot

(d) whether consultation and / or injection where had at the hospital,
at the consulting room the medical officer or at the residence of
thepatient.......cccoeviiiiiiii

(ii) Charges for Pathological, Bacteriological, Radiological or other
similar tests undertaken during diagnosis indicating —

(a) the name of the hospital or laboratory where undertaken; and

(b) whether the tests were under taken on the advice of the
authorized medical attendant. If so, a certificate to that effect
shouldbeattached..........ccovviiiiiiii e

(i) Cost of medicines purchased from the market .................ceeeeenne.
(Case memos and the essentiality certificates should be attached)

Il. Consultation with Specialist -----

Fee paid to Specialist or a Medical Officer other than the Authorized
Medical Attendant, indicating ------

(a) the name and designation of the Specialist or Medical Officer consulted
and the hospital to which attached ........................

(b) number and dates of consultations and the fees charged for each
consultation.

(c) whether consultation was had at the hospital, at the consulting room of
the Specialist or Medical Officer or at the residence of the Patient; and

(d) whether the Specialist or Medical Officer was consulted on the advice of
the Authorized Medical Attendant and the prior approval of the Chief
Administrative Medical Officer of the State was obtained. If so, a

certificate to that should be attached................

9. Total amountclaimed ............ ccccceeveee.... Rs.
10.Less advancetakenon ....... co.ovvviiiit viiiiiiiiannnn, Rs.
11.Netamountclaimed ............ ccccvvvivnnn. Rs.

12. List of @enClOoSUIeS ...oooieiees e e, Rs.



DECLARTAION TO BE SIGNED BY THE GOVERNMENT SERVANT

| hereby declare that the statements in the application are 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



ESSENTIALITY CERTIFICATE

CERTIFICATE 'A'

Under Central Service (Medical Attendance)Rules
(To be completed in the case of patients who are not admitted to hospital for treatment)

Certificate granted to Mrs./Mrs./Miss. wife/son/daughter of

Mr.

employed in the

I, Dr. hereby certify
(a) that I charges and received Rs. for
consultation on (dates to be given) at my
consulting room/at the residence of the patient;
(b) that | charged and received Rs. for administering
intravenous/intra-muscular/subcutaneous injection
on (dates to be given ) at my

consulting room/the residence of the patient;

(c) that the injection administered were not/were for immunising or prophylactic
purposes;

(d) that the patient has been under treatment at hospital/my
consulting room and that the undermentioned medicines prescribed by me in this
connection were essential for the recovery/prevention of serious deterioration in the
condition of the patient. The medicines are not stocked in the

(name of hospital) for supply to private patients and do

not include proprietary preparations for which cheaper substances of equal

therapeutic value are available nor preparations which are primarily foods, toilets or
disinfectants.

Names of medicines Price




Dated:

(e) that the patient is/was suffering from and is /was
under my treatment from to ;

(F) that the patient is/was not given pre-natal or post-natal treatment ;

(g) that 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);

(h) that I referred the patient to Dr. for Specialist
consultation and that the necessary approval of the (name of
the Chief Administrative Officer of the State) as required under the rules was
obtained,

(i) that the patient did not require/required hospitalisation.

Signature of AMA/Designation of
the Medical Officer and Hospital
(Dispensary to which attached)




ESSENTIALITY CERTIFICATE

CERTIFICATE 'B'

Under Central Service (Medical Attendance)Rules
(To be completed in the case of patients who are admitted to hospital for treatment)

Certificate granted to

Mrs./Mrs./Miss. wife/son/daughter of

Mr. employed in the Central Pollution Control Board.
PART-A

I, Dr. hereby certify

(a) that the patient was admitted to hospital on the advice of

(name of the Medical Officer)/on my advice:

(b) that the patient has been under treatment
at and that the under mentioned medicines
prescribed by me in this connection were essential for the recovery/prevention of
serious deterioration in the condition of the patient. The medicines are not stocked
in the (name of the hospital) for supply to
private patients and do no include proprietary preparations for which cheaper
substances of equal therapeutic value are available nor preparation which are
primarily foods, toilets or disinfectants:

Names of medicines Price

(©) that the injections administered were/were not for immunizing or
prophylactic purposes:

(d) that the patient is/was suffering from and is/was
under treatment from to ;




-2-

(e) that 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);

()] that | called on Dr. for Specialist consultation and
that the necessary approval of the )Name of the Chief
Administrative Medical Officer of the State) as required under the rules, was
obtained.

Signature and Designation of the
Medical Officer in charge
of the case at the hospital

PART-B

I certify that the patient has been under treatment at the
hospital and that the service of the special nurses for which an

expenditure of Rs. was incurred, vide bills and receipts attached, were
essential for the recovery/prevention of serious deterioration in the condition of
the patient.

Signature and Designation of
the Medical Officer in charge
of the case at the hospital
COUNTERSIGNED

*| certify that the patient has been under treatment at the
hospital and that the facilities provided were the minimum which were essential for the
patient’s treatment.

Medical Superintendent
Hospital

Place:

Note:- Certificates not applicable should be struck off. Certificate (d) is compulsory and
must be filled in by the Medical Officer in all cases.

*The ‘minimum facilities certificate’ may be signed either by the Medical
Superintendent of the Hospital concerned or another Gazetted Medical Officer who has
been authorized in this behalf by the Medical Superintendent.



St w et - 23/ G.A.R. 23 (W 91 3Rm) / (See Rule 91)

A, anz.;-_'éb—A /T.R. 27-A (faw 281-A ¥Rm) / (See Rule 281-A) :
Rt o wfagfl e
MEDICAL CHARGES REIMBURSEMENT BILL
faer & / BILL NO. e,

& &, st %2 / DDO CODE #% @ / BANK CODE “ t
................................................................................... e e WA C 10 WA ac 1T o SRV PROOURTRTROTRROROTOPRRTNE - A . & 8 - 1
Ministry / Department / Office of ..., forthe month/year ...,
sar WY / HEAD OF ACCOUNT

ST 3 & o w . € @ @ s afr [ AMOUNT
GRANT M.H. SERIAL SCCD SIGN +/— %, /Rs. ¥ /P,
w9 4. T FTAT S Ul FF A 3o I wfw # FE T & feafirat
Sl. No. [Section of establishment and name of the incumbent | Gross claim Recovery of Adv. Net Amt. payable | Remarks
1 2 3 4 b 6
................................................................................ A‘
Hara o forg sfEa R UM T (TET F) oo es e bbbt RR bt



UBAID ANSARI
Typewritten Text


. 2 “

1. v G Srar & % A9 sl ag e R e E R m Al 1 AW / 2 W/ 3 " / gee o g fae § afwfom uftn, sawr siest tae
R A g ru (R g aftr @ e & #:2dt w3 fewian w4 ¥, sad it el daa & 9faRa w24 v ¥ ok s i e
FEteE gfadr # a1 uF s Ao e A sy ¥ )

Certified that | have satisfied myself that the amounts included in bills drawn 1 month/2 months/3 months previ-
ous to this date, with exception of those detailed below (of which the total amount has been refunded by deduc-
tion from this bill) have been disbursed to the Govt. servants therein named and their receipts taken in the office
copies of the Bill or in a separate Acquittance Roll. .

safer / Period Tfer / Amount

2. aTag fHu ay Frfaea g F @R e geyrd # AW
Details of Medical Charges refunded:

Section of establishment and name of incumbent:

3. gHTiore fahar s & (& stamaerar waor o, TS oNifE sus T gerq B |
Certified that Essentiality Certificates, receipts, etc., are appended.

Tam g faar
Received Payment

BRI [ SIgNAtUre ..o,
e STl 1 9w / Designation of Drawing Officer

...................................... gt s L R R ORA T RFART I
Appropriation for ... Expenditure including this bill ...
Passed fOr RS. ...
T/ STAtION oo = saiferl % swm
AT [ Dated ..o Signature of Controlling Officer
g / Designation
...................................... B oo eereeeeses, TG TG F I TURT T3 / SR E oo eeeeeeeee e es oo
Passed for payment of Rs. ......ccoooeeiiiiiiiii, {RUPDEES ..ottt sttt a st
..................... )
TO e by Cheque / Demand Draft No. ...
Fa o7 ot sifterdy / /% T o e ae srew ) aftas sifterd
Pay and Accounts Officer/Cheque Drawing DDO
artra / DATE
T & / VOUCHER NUMBER {fe. /DD &r. /MM =./YY)
ot / CATEGORY artra / DATE afir / AMOUNT
(/= /) [ (A/B/C) %% / CHEQUE NUMBER {f2. /DD =/ MM =. /YY) % / Rs. ¥/P,
T fag ¥ &1 & / DETAILS OF CHEQUE CANCELLED: —
% / CATEGORY arée / DATE Tfir / AMOUNT
@/ = /7 (A/B/C) 3% & / CHEQUE NUMBER (/DD =r./MM 7./YY) %/ Rs. ¥/P.
3T T AT FATAT F IJTAT F fog
FOR USEIN PAY AND ACCOUNTS OFFICE
(wETaEt sti) f
(Post-check) *
.................................................................................. % % fom @gf / Admitted for RS. .o e

................................................................................... T T AT / Objected 10 RS. ..ot

G [/ S AT e dar siftardt / we ot sfterdy Fa T o Tt
Accountant/ Sr. Acctl. Jr. A.0. /A.A.O. Pay and Accounts Officer

‘ Supplied by SWAMY PUBLISHERS (P) LTD., Division : Gitanjali Forms & Registers
236, R. K. Mutt Road, Chennai — 600 028
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