HIFHIT - T PR Ay g , 707 (RfFar-97)
ICAR - NATIONAL RESEARCH CENTRE FOR GRAPES, PUNE (Medical -97)

RIfhcHT 19T FIT T 31AST 99 / APPLICATION FOR MEDICAL CLAIMS
Feard THR FHIRA FAT 3o7eh IRAR AT el IR AR /21 SellsT W g STered Gfehr aradl &7 arar H

T 37TdGA 9o/ Form of application for claiming refund of medical expenses incurred in connection with medical attendance and/or of Central
Governments servants and their families:

WER FAAR @ a7 3R 96 (A6 R/ F )

Name & Designation of Govt. Servant (In Block Letters)

Fa7 faarfed ar fdarfed 3R faarfga & ar afardeer &1 sy &1 T2 / Whether married or

unmarried, if married, the place where wife/ husband is employed.

TIHRT FHART AT dcdel UG AR HT TATA/ Pay of Govt. Servant.& Place of Duty

farT &7 aEdds 9T / Actual Residential Address :

W &7 AT IR AR FIAR T 3TN T8 (3PR Jodl § ar 397 37 ford)Name of the

patient and his/her relationship to the Govt. Servant ( In the case of children state age also.)

Al & NHARY &1 313 /Nature of illness to duration

GId T Ia AT ART / DETAILS OF THE AMOUNTS CLAIMED

|. Fees for Consultation indicating

A ou Rfrcr el & wad fomr = §, 356 A 3R 9g 927 38 3Eddre /Name
& Designation of the Medical Officer consulted & the hospital or dispensary to which attached.

B. fhael aR 3R fFu-fpw ol & WA fom amm 3R g7 WHe & v fhael
&r Iy &/. No & date of consultation & fee paid for each consultation.

C. forcelr gSar fher-fohet arr@l &1 ol 3t 7& 1S & v fhcel BiF ot 781/ No & date of

injection & fee paid for each consultation.

D. &) GAY 3R / AT G e H o a8 A1 Rrehredr HUH F AT weT

7 3TT/Whether consultations & injections were had at the hospital, at the consulting room of the medical
officer or at the residence of the patient.

Il ey - d=iiereh, Siiaro] -demifeien, fafeor- dfae ar 3wg qderor I8 ad o 9o s
ITTATT IT JAITRATST T AT o g H geqor U / Charges for pathological, Bacteriological,

Radiological or other similar tests undertaken During diagnosis indicating..Name of the hospital or laboratory
where undertaken.

F1 fadwe a1 Rfdcar-siftsl i Fog Hftgpa Rferca-aRars # 7@ & o 15 @ 3k R
3d & HET wRrafAs-ffhear HfUeERr 1 g6 T@hefa s@d v gog a0 o 7 O afg g A

0% foIT YHATOT-IF MU |Whether the tests were under taken on the advice to the Authorized Medical attendal
S0, a certificate to that effect should be attached.

lll. TR & @& 1S gan3it &1 7 / Cost of medicines purchased from the market.

el Tohclelt Yl IRV T grar & | / TOTAL AMOUNT CLAIMED

HeraeT gaT hr g / List of Enclosed :

9 HIYUN 9T FHGRY FEATEN FT / DECLARATION TO BE SIGNED BY THE GOVT.SERVANT.

HeNT Far § 6 58 e -uF # R o wuie A% S S Rrearw F R 3 ¢ 3l O safFa & 3w Rfee =
T av §, 9% t_ﬁl?—f: AY 3R 3T & | | hereby declare that the statement 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.

dRr@/Date :

WHE FAI F gEdRR 3 FRWET 5T F 98 FH FT @7 2

Signature of the Govt. Servant & Office to which attached
(Med-107)




TSEY IR IATUIT g, OV A TAGrd MANVAVFARY. oo

&F ATAVAAVTAVITRAT ..o

Certificate granted to Mrs./Mr./Miss
IVIT ettt e e Employed in the N.R.C. for Grapes, Pune.

YHATOTYT ‘&' / CERTIFICATE ‘A’
(31 AT F A F T ST e goeT & v 3eudrer F ot o fRar I @)

(To be completed in the case of patients who are not admitted to hospital for treatment)

1 BT ZeToh CURT AT AT é:/ [ 5] SO, .. ...to certify :-
(@R #A 3O WAL FeT FAREN F FIEEAT W (TG & 0., aﬁwﬁ%ﬁvm ..................
.IAR fhu AR grea feo |

(a) that I charged and received X.......cccooouu... (RUPEES. .ot s for consultations on....... . . ... .......at my consulting

room/at the residence of the patient.

@F & F 3T WAS FeT T VM F R[AT TAT W oo F 3ed N /37Fcash SoRIA ol & o0 9
T JARIT fhe 3R grea fRw |

(b) that I have charged and receivedX......... (RUPEES..c..eveeiiiriecieeeee e Administering/. Intra muscular / sub-coetaneous injections

o] FOUTRR at my consulting room/at the residence of the patient.

(1) T & o TSR 3T &TFAT AT Q97 TARNer & v o /A |

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

(&) AN FT FAST oo mmﬁ/ﬁm?wﬁgm%mﬁmﬁmm@ﬁaﬁﬁmﬁﬁﬁ
3w el Fr groIT HT Sd e / TR T T W g F Ashed & v fAawy o6 | 2
I, 3T F Usde AR #F & & T T A8 7 S 3R 37 7 F 9 (Thrd) @er

AMAS g § TSeTeh U THAET Rhear AT & TET ged 3UASY § #1g! 9 AT ST FoId: Wi, HIR Al uar @ daes §
I

(d) that the patient has been under treatment at medicines prescribed by me in this...c ............... hospital/my consulting room and that the

under mentioned connection were essential for the recovery/preventions of serious Deterioration in the condition of the patient. The medicines
are not stocked in the........ccoeveeernecnnne 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.

F.H sitwfer &1 F= Quantity | 3iiwfer &1 Foq | F.9 3itwfer 7 A Quantity | 3i9fer &1 fFora
Sr. Name of Medicine HTET Cost of Medicine | Sr. Name of Medicine AT Cost of Medicine
No. No.
@) WM e £S5 - O £ IS de A ST A g/ AT |
(e) that the patient/was suffering from.........ccccceveeveerereerinennes is/was under my treatment from.......c.ccccveevereernenee. | (o JORRRNRRRN
(e W & EFFIT@' 37T SRR Rfehedr &7 a5 g/l | / (f) that the patient is/was not given prenatal or post-natal treatment.
(O)RF oIt TRER, SRR ST FTE & FIC.coeooeooeees e T wE BT & 3 amaeeE ¥ 3R 3 A0 @
. SRS ﬁ%ﬁrmzﬂ(mmmﬁmmmm)
(g) that the X-ray, laboratory test, etc., for which an expenditure ofR......... ... .....was incurred were necessary and were undertaken on my
advice at . . et e e ....(name of the hospital or laboratory)
(a)ﬁqﬁﬁfﬂ?ﬁﬁﬁﬂmmﬁ?é:%@a ............................................................................................. F g & Smar 3R

............................................................ & (T & HET T e ST #1 1) | @At & 3qar Fo9r 9fera
JaRTh ffAlesT YIod T forar amr o |

(h) that | referred the PatieNt 10 DI. ....ccicecrieereree ettt es et e s ens for Specialist consultation and that the necessary
APProval Of the ... (name of the Chief Administrative Medical Office) as required under the rules was obtained.

(5[)% Qe Y ETATT H TG TARTF Ter AT /3G9I AT/ (i) that the patient did not require/required hospitalization.
@ Date:

RfFcr IFD F eraner 3R gewTw qur 3w
e Rffcarey #1 aw 9 aF d@eqy §
|

Signature of AMA& Designation of the Medical Officer
and the Hospital/Dispensary to which attached .



