
ou vuqla/kku laLFkku] U;w QkWjsLV] nsgjknwu esa fu;ksftr Jheku---------------------------------------------------------------------ds lqiq=@lqiq=h@iRuh 
Jheku@Jherh@dqekjh-------------------------------------------------------------------dks ;g izek.ki= iznku fd;k tkrk gSA  
CERTIFICATE granted to Mr./Mrs./Miss. --------------------------------------------------------------------------------------------------------------------------------------------- son/wife/daughter of Mr. ----
-----------------------------------------------------------------------------------------------------------------------employed in the Forest Research Institute, New Forest, Dehradun. 
 

izek.k i= & d /CERTIFICATE - A 
(;g mu jksfx;ksa ds fy, Hkjk tk,xk ftUgsa mipkj ds fy, vLirky esa HkrhZ ugha fd;k x;kA 

(To be completed in the case of the patients who are not admitted to hospital for treatment.) 
 
eSa MkW----------------------------------------------------------------------------------------------------------,rn~okjk izekf.kr djrk gw¡ %& 
I, Dr. --------------------------------------------------------------------------------------------------------- hereby certify: 
 

(i) fd eSaus vius ijke'kZ d{k@jksxh ds fuokl ij fnukad --------------------------------------dks ijke'kZ ds fy,-----------------------------#0----------------------------pktZ vkSj 
izkIr fd,A 

That I charged and received Rs. ----------------------------------- for ---------------------------------------consultation on -----------------------------------at my consulting room/ 
at the residence of the patient.   

(ii) fd eSaus vius ijke'kZ d{k@jksxh ds fuokl ij fnukad --------------------------------------------dks ekalis'kh esa@Ropk ds uhps batsD'ku yxkus ds fy, #0----
-----------------------------------pktZ vkSj izkIr fd,A  
 That I charged and received Rs----------------------------------- for administering Intra-venus/Intra-muscular/Sub-cutaneous injections on -----------
------------------------ at my consulting room/ at the residence of the patient. (Dates to be given)   

(iii) fd yxk;s x;s ;g batsD'ku jksx u gksus nsus vFkok mldh igys ls jksdFkke djus ds fy, Fks@ugha FksA  
That the injections administered were/ were immunising or prophylactic purposes. 
(iv) fd jksxh----------------------------------------------------------fpfdRlky; esa mipkjk/khu gS@jgk rFkk esjs n~okjk mipkj ds fy, fufgr dh xbZ nok,sa jksxh ds 

LoLFk gksus@mldh n'kk dks vf/kd fcxM+us ls jksdus ds fy, vfuok;Z FkhA ;g nok,a xSj&vLirkyh jksfx;ksa dks nsus ds fy,-----------------------------------------------------
¼fpfdRlky; dk uke½ esa ugha gSa rFkk ,slh nok,a ftlds fy, mrus gh fpfdRlh; xq.kksa okys lLrs nzO; fey tkrs gSa vkSj u gh ;s ,slh gSa fd tks bUgsa 
eq[;r% [kkn~; inkFkZ] izlk/ku lkexzh jksxk.kquk'kh dgk tk,A 

That the patient has been under treatment at------------------------------------------------------------------------hospital 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 
not include proprietary preparations for which cheaper substances of equal therapeutic value are available, nor preparations which are 
primarily foods, toilets or disinfectants.  
 

 

 

     

   
(v) fd jksxh---

-------------------------------------------------------jksx ls :Xu gS@Fkk vkSj fnukad----------------------------------------------------rd esjs mipkjk/khu gS@FkkA  
That the patient is/was suffering from-------------------------------------------------------------------------------------------------and is/was under my  treatment from----------------

------------------------------------------------------to------------------------------------------------------------------------------ 
(vi) fd jksxh dk izlo iwoZ ;k izloksRrj mipkj fd;k x;k@ugha fd;k x;kA  
That the patient was/was not given pre-natal or post-natal treatment. 
(vii) fd ,Dl&js] iz;ksx'kkyk ijh{k.k vkfn ftu ij #0-----------------------------------------------------------------O;; fd;k x;k vko';d Fks vkSj esjh lykg ls----------

---------------------------------------¼-fpfdRlky; ;k iz;ksx'kkyk dk uke½ esa djk;s x;sA  
That the X-ray, laboratory tests, etc, for which an expenditure of Rs. ----------------------------------------------------------------------was incurred were 

necessary and were undertaken on my advice at----------------------------------------------------------------------------------------hospital (name of hospital or laboratory). 
(viii) fd eSaus jksxh dks fo"ks'kK dk ijke'kZ ysus ds fy, MkW----------------------------------------------------------------------------------ds ikl Hkstk rFkk mlds fy, MkW- ------------

-------------------------------------¼jkT; ds eq[; iz'kklfud fpfdRlk vf/kdkjh dk uke½ dk vko';d vuqeksnu izkIr dj fy;k x;k Fkk] tSlk fd fu;eksa esa visf{kr gSaA  
That I called in Dr. ------------------------------------------------------------------------------------for specialist consultation and that the necessary approval of-----------------

---------------------------------------------------- (name of the Chief Administrative Medical Officer of the State) as required under the rules was obtained. 
(ix) fd jksxh dks fpfdRlky; esa HkrhZ j[kuk vko';d Fkk@ugha FkkA  
That the patient did not require/required hospitalization  
 

fpfdRlkf/kdkjh ds gLrk{kj ,oa inuke rFkk layfXur 
vLirky dk uke 

  Signature and Designation of the  
fnukad/Dated …………………………        Medical Officer and the Hospital/Dispensary to which attached  
 

  

nokb;ksa ds uke@Name of medicines dher@Price nokb;ksa ds uke@Name of medicines dher@Price 
1. ………………………………………………… ……………………. 5.………………………………………………… ……………………. 

2. ………………………………………………… ……………………. 6.………………………………………………… ……………………. 
3. ………………………………………………… ……………………. 7.………………………………………………… ……………………. 
4. ………………………………………………… ……………………. 8.………………………………………………… ……………………. 



igpku i= la-@IDENTITY CARD NO. 

dsUnz ljdkj ds deZpkfj;ksa ,oa muds ifjokjksa ds fpfdRlk mipkj ds laca/k esa vkgfjr fpfdRlk O;;ksa ds 
/ku&okilh dk nkok djus dk vkosnu i= 

FORM OF APPLICATION FOR CLAIMING REFUND OF MEDICAL EXPENSES INCURRED IN-
CONNECTION WITH MEDICAL TREATMENT OF CENTRAL GOVT. SERVANT & THEIR FAMILIES 

 
 

1. ljdkjh deZpkjh dk uke vkSj irk---------------------------------------------------------------------------------------------------------------------------------------------- 
Name & Designation of the Govt. Servant 

(i) fookfgr vFkok vfookfgr---------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Whether Married or unmarried 

(ii)  ftl LFkku ij ifr@iRuh dk;Zjr gSa----------------------------------------------------------------------------------------------------------------------------------------- 
The place where wife/husband is employed 

2. dk;kZy; tgka dk;Zjr gSa----------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Office in which employed 

3. ljdkjh deZpkjh dk osru--------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Pay of the Govt. Servant 

4. dk;Z LFky-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Place of Duty 

5. okLrfod vkoklh; irk-------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Actual residential address 

6. jksxh dk uke ,oa laca/k ¼cPpksa ds ekeyksa esa d`i;k mez Hkh fy[ksa½------------------------------------------------------------------------------------ 
Name of the patient & relationship.  
(In the case of children state age also)  
 

7. ftl LFkku ij jksxh chekj gqvk---------------------------------------------------------------------------------------------------------------------------------------------------- 
Place at which the patient fell ill.  

8. nkos dh jkf'k dk fooj.k----------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Details  of the amount claimed.  

¼v½ ,e-vks- dk uke ,oa irk------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
    The name & Designation of M.O.  
¼c½ ijke'kZ dh la[;k ,oa frfFk-------------------------------------------------------------------------------------------------------------------------------------------------------------- 

        The No. and Date of consultations 
¼l½ iSFkksykWth@vU; ijh{k.kksa@VsLVksa ds O;; ---------------------------------------------------------------------------------------------------------------------------------- 
    Charges for pathological/other tests. 
¼n½ cktkj ls [kjhnh xbZ nokvksa dh dher---------------------------------------------------------------------------------------------------------------------------------------- 
    Costs of medicines purchased from the market 
9. dqy nkos dh jkf'k----------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Total amount claimed. 
10. layXudksa dh lwph % nok dk ipkZ] dS'k eSeks] izek.ki=&v] lkWj ,oa vkosnu]---------------------------------------------------------------------------         

List  of enclosures :  Prescription, Case Memos, Certificate-A,    Abstracts &  Applications. 
 
 

fnukad@Dated 

              ljdkjh deZpkjh ds gLrk{kj 
Signature of the Govt. Servant 

 
dks vxzsf"kr@Forwarded to 

  



fpfdRlk nkos dk lkj@ABSTRACT OF MEDICAL CLAIM 
------------------------------------------------------------------------------------------------------------------------------------------------------ 
1. ljdkjh deZpkjh dk uke ,oa  
inuke rFkk vuqHkkx ,oa osru  
Name of the Govt. Servant with  
Designation and Section and pay drawn. 
------------------------------------------------------------------------------------------------------------------------------------------------------ 
2. vkoklh; irk rFkk LFkku 
tgka ejht chekj iM+k  
Residential address and place  
where the patient fell ill. 
------------------------------------------------------------------------------------------------------------------------------------------------------ 
3. ejht dk uke rFkk ljdkjh  
deZpkjh ls mldk laca/k  
Name of the patient, his/her 
 relationship with the Govt. Servant  
------------------------------------------------------------------------------------------------------------------------------------------------------ 
4. izek.ki=&v esa fn, x,   
vuqlkj vkS"k/kh; fpfdRlk dh 
vof/k rFkk chekjh dk uke 
Name of the disease and period 
 of Medical treatment as given in 
 Certificate-A. 
------------------------------------------------------------------------------------------------------------------------------------------------------ 
5. ,-,e-,- rFkk vLirky dk uke  
Name of the A.M.A. and Hospital 
------------------------------------------------------------------------------------------------------------------------------------------------------ 
6. ijke'kZ dh frfFk ,oa la[;k 
Number and Date of consultation  
------------------------------------------------------------------------------------------------------------------------------------------------------ 
7. izek.ki=&v esa fu/kkZfjr ,oa 'kkfey dh xbZ vkS"kf/k;k¡  
Medicines prescribed and included in Certificate-A   

foØsrk dk uke@Name of Dealer fcy@udnh jlhn dh 
la[;k ,oa fnukad@ 
No. & Date Bill/Cash 

Memo 

nokb;ksa ds uke@ 
Name of Medicines 

Ikfjek.k@ 
Qty. 

jkf'k #-@ 
Amount Rs. 

 
 
 
 
 
 
 
 

  
 
 

  

8. jsfM;ksykWth vkSj vU; ijh{k.k@ 
Radiology and other tests 

    

9. vU; izHkkj@Other Charges 
dqy ;ksx@Grand Total 

 
ljdkjh deZpkjh n~okjk gLrk{kfjr ?kks"k.kk@Declaration to be signed by the Govt. Servant 

eSa ,rn~okjk ?kks"k.kk djrk gw¡ fd mijksDr fn, x, fooj.k esjs laKku rFkk fo'okl esa lgh gSaA  
I hereby declare that the particulars furnished above are correct to the best of knowledge and belief. 

 
 

ljdkjh deZpkjh ds iw.kZ gLrk{kj 
Full Signature of the Govt. Servant 

#- -----------------------------ds fy, tkap fd;k x;k  
Scrutinised for Rs.  
 
 
  



ou vuqla/kku laLFkku] U;w QkWjsLV] nsgjknwu esa fu;ksftr Jheku-------------------------------------------------------ds lqiq=@lqiq=h@iRuh 
Jheku@Jherh@dqekjh----------------------------------------------------------------dks ;g izek.ki= iznku fd;k tkrk gSA  
CERTIFICATE granted to Mr./Mrs./Miss--------------------------------------------------------------------------------------son/wife/daughter of Mr. ------------
--------------------------------------------------------------------------------------------------------------employed in the Forest Research Institute, New Forest, 
Dehradun. 

izek.ki=&c/CERTIFICATE-B 
¼tks jksxh vLirky es a mipkj gsrq HkrhZ gS a muds }kjk iw.kZ :Ik ls Hkjk tk,½ 

(To be completed in the case of patients who are admitted to hospital for treatment) 
 

Hkkx&v/PART-A 
¼vLirky esa ekeys ds izHkkjh fpfdRlkf/kdkjh }kjk gLrk{kj fd, tk,½ 

(To be signed by the Medical Officer-in-Charge of the case at the hospital) 
 

1. eSa] Mk0-------------------------------------------------------------------- ,rn~okjk izekf.kr djrk gw¡%@ 
    I, Dr. ---------------------------------------------------------------------- hereby certify: 

¼v½fd jksxh dks esjh lykg ij@-------------------------------------------------dh lykg ij vLirky esa HkrhZ fd;k x;k FkkA 
     ¼fpfdRlkf/kdkjh dk uke½ 

That the patient was admitted to hospital on my advice/on the advice of------------------------------------------------------------ 
                                                                                (Name of Medical Officer) 

  
     ¼c½ fd jksxh ------------------------------------------------fpfdRlky; esa mipkj/khu gS@jgk rFkk esjs n~ojk mipkj ds fy, fufgr dh 
xbZ nok,sa jksxh ds LoLFk gksus@mldh n'kk dks vf/kd fcxM+us ls jksdus ds fy, vfuok;Z FkhA ;g nok,a xSj&vLirkyh 
jksfx;ksa dks nsus ds fy,----------------------------------------------------¼fpfdRlky; dk uke esa ugha gS rFkk ,slh nok,a ftlds fy, mrus gh 
fpfdRlh; xq.kksa okys lLrs nzO; fey tkrs gSa vkSj u gh ;s ,slh gS fd tks bUgsa eq[;r% [kkn~; inkFkZ] izlk/ku lkexzh 
jksxk.kquk'kh dgk tk,A  

That the patient has been under treatment at-----------------------------------------------------------------hospital 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 not include proprietary preparations for which cheaper substances of 
equal therapeutic value are available, nor preparations which are primarily foods, toilets or disinfectants.  

 
 

 
 
 
 
 
 
 

 
 
 
 
¼l½ 
fd 
tks 

batsD'ku fn, x, Fks os Vhdkdj.k ;k jksxfujks/kh mÌs'; ds fy, ugha Fks। 
That the injections administered were/were not for immunising or prophylactic purpose. 

   
 
 

d`-i`-i-@P.T.O.   
   

     
 
   
 

nokb;ksa ds uke@Name of medicines dher@Price nokb;ksa ds uke@Name of medicines dher@Price 
1.  5.  

2.   6.  
3.   7.  
4.   8.  



        ¼?k½ fd jksxh-----------------------------------------------------------------------------------ls ihfM+r Fkk rFkk------------------------------------ls----------------------------rd esjs mipkjk/khu gSA 
 

  That the patient is/was   suffering from---------------------------------------------------------------------------------------and is/was under my treatment  
from---------------------------------------------------------to --------------------------------------------------------- 
  

¼p½ fd ,Dljs] iz;ksx'kkyk ijh{k.k vkfn ftlds fy,----------------------------------dk O;; gqvk tks vko';d Fkk rFkk------------------------------vLirky] 
¼vLirky rFkk iz;ksx'kkyk dk uke½ esa esjh lykg ij fd;k x;kA 

 

      That the X-ray, laboratory tests, etc, for which an expenditure of Rs. --------------------------------------------------------------------was incurred 
were necessary and were undertaken on my advice at----------------------------------------------------------------------------------------hospital, (name of hospital or 
laboratory). 

 
¼N½ fd eSaus jksxh dks fo'ks"kK dk ijke'kZ ysus ds fy, MkW- ---------------------------------------------------------------------ds ikl Hkstk rFkk mlds fy, MkW- -----------

----------------------------------------¼jkT; ds eq[; iz'kklfud fpfdRlk vf/kdkjh dk uke½ dk vko';d vuqeksnu izkIr dj fy;k x;k Fkk] tSlk fd fu;eksa 
esa visf{kr gSaA 

 

That I called in Dr. ------------------------------------------------------------------------------for specialist consultation and that the necessary approval of------
------------------------------------------------------------------------ (name of the Chief Administrative Medical Officer of the State) as required under the 
rules was obtained. 

 
                             vLirky esa ekeys ds izHkkjh fpfdRlk vf/kdkjh ds gLrk{kj ,oa inuke  

                                                                Signature and Designation of the Medical Officer-in-Charge of the case at the Hospital  
 
 

Hkkx&c/PART-B 
 
eSa izekf.kr djrk gw¡ fd jksxh-----------------------------------------------------------------------------vLirky esa mipkjk/khu jgk gS rFkk fd fo'ks"k ulksZa dh lsok,a 

ftlds fy, #0----------------------------------------------dk O;; fd;k x;k] ns[ksa layXud fcy ,oa jlhnsa] jksxh dh fLFkfr esa vR;f/kd fxjkoV dh 
jksdFkke@vkjksX;&izkfIr gsrq vko';d FkkA 

 

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. 

 
vLirky esa ekeys ds izHkkjh fpfdRlk vf/kdkjh ds gLrk{kj ,oa inuke 

            Signature and Designation of the Medical Officer-in-Charge of the case at the Hospital 
 

 
izfrgLRkk{kfjr@COUNTERSIGNED 

fpfdRlk/;{k 
---------------------------------- vLirky 

Medical Superintendent, 
 ------------------------------------Hospital 

 
eSa izekf.kr djrk gw¡ fd jksxh---------------------------------------------------vLirky esa mipkjk/khu jgk gS rFkk fd mls iznku dh xbZ lqfo/kk,a U;wure Fkha 

tks jksxh ds bykt gsrq vko';d FkhA  
I 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. 
 

fpfdRlk/;{k 
  -----------------------------------vLirky 

LFkku@Place---------------------------------------                                                             Medical Superintendent, 
fnukad@Date. --------------------------------------                                             -----------------------------------Hospital
  
 
 
 
dì;k /;ku nsa& tks izek.ki= ykxw ugh gS mls dkV nsuk pkfg,A izek.ki= vko';d gSa rFkk lHkh ekeyksa esa fpfdRlkf/kdkjh }kjk vo'; Hkjs tk,A 
N.B. – Certificate not applicable should be struck off. Certificate(s) is compulsory and must be filled in by the Medical Officer in 

all cases. 


