9 ATHTT WM, T BRI, oA A FERTT s @ gya,/gyA /e
s / s / gEry et nea e P I YHTOISH Y fHar Srar 2 |

CERTIFICATE granted to Mr./Mrs./Miss. son/wife/daughter of Mr. ....
employed in the Forest Research Institute, New Forest, Dehradun.

YHIT 99 — & /CERTIFICATE - A
(TE T R & forg v SIreTT forg SuEY @ fory srvwarer d vt 78 1597 71T/

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

# TAGEART YA el § —
I, Dr. hereby certify:

(i) 5 o erom et ®er /N B Fa R QAP P e B forg %0 st @i
EUSREad

That I charged and received Rs. for consultation 0N .......eeeeeeeersees at my consulting room/
at the residence of the patient.

(ii) 5 A o wETet der /N & o W R\ iw P AU H /AT B AT O T B AT B0....
................................... =TSt 3R g fHy |

That I charged and received RS.....ccccccocoveeesessssssssssee. for administering Intra-venus/Intra-muscular/Sub-cutaneous injections on ...........

........................ at my consulting roonV/ at the residence of the patient. (Dates to be given)

(iii) f% A T g SR T T BN I AT TSB! g F AHAW XA B forg o /7E o |

That the injections administered were/ were immunising or prophylactic purposes.

(iv) fo =i fifecarers # SUTREE ® /% 99T R @aNT SuER @ oy ARk @ ¥ gard e @
TR BIF /SFH <M BT AfRd fares I Vb @ v ffard ot | a8 <o IR—srudren Afal & °9 @ forg
(Frfrcarera &1 am) # =2 § a0 Tag e forg S & RIfcig Tl s SR s g I 2 iR I 3 W™ € 5 &Y 5=
T @Igy vered, TARE Al INOERN ET W |

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.

&gz @ 71,/Name of medicines @19,/ Price gz’ @ 71, Name of medicines &9,/ Price

(v) fo5 .
AT/ B/ SR e TP T STARKA & /2T |
That the patient is/was suffering from and is/was under my treatment from...............
to
(vi) 5 If @ oa gd O geaEeR TR e /= E far
That the patient was/was not given pre-natal or post-natal treatment.
(vii) & Taa—, ganTeme T onfs R W %o 3 AT AT SawEE o iR W FeA® W
....................................... (Farfrcarera a1 YT &7 9M) § &R T |
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) & F% e 31 favers & wEef om @ fog S @ URT HOTT Il $d oy S
..................................... (= & = g fRafhed ey &1 AM) 1 JMaedd TgAre T & forar 1 o, S fo st & smuféra €1
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) & IFM @1 fafrcrera & Wit <@ srawad o /781 o |

That the patient did not require/required hospitalization

RIfyearrerdt & gwaev vq ya=r9 der geftad
g diel &1 19
Signature and Designation of the
faid/Dated ..o Medical Officer and the Hospital/Dispensary to which attached



Ugdrd Y¥ ¥./IDENTITY CARD NO.

Hvg GNPR B HHAARI! Td S0 URITRI & fafecar SR & d9a o smeRa ffecar @It »
T—gTId] BT TdT B BT AT UF

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

1. TRBTY GHATRT BT AT B Tl Teooorioeeeeoseoeeeesessseeesessseesessssesessssssessssssseessesssseesssssssseessssssesssssoesssssssesssssssesessssssoees
Name & Designation of the Govt. Servant

IR LSS I D LR LT AN e esem e
Whether Married or unmarried

[ I SRR L KL LS I K L 22 s <O OSSO
The place where wife/husband is employed

2. BTATAT TTBT BITT B eooooosoooeeeoeeeeeeeseeeeeee e eseeeee e esseeeee e ssssssessee e esseee e sses e ssseeeee e sseseeee e ssseeeseeeee e
Office in which employed

3. TRBTE THTATEY BT AT eeoorooeooeceoeeeesessssseeesssssessssssssessssseesssssssseessesssses s sessssessesssse s ssssesessssssessesessssees oo
Pay of the Govt. Servant

B, BT RRIT..ooooooooeeeeeeee e seeeeee e essee e ssses e e oo snreeee e
Place of Duty

5. TTRITAD STTATHII T .coorsooeeeeeeressssseesssssssssssesseesssssssssessesssssssesss e ssssssssseesssssssees e ssssssssees e ssssssessesssesssssse e ssssssseeeee
Actual residential address

6. U BT AW TG FIG (TN D AFAT A GUIT S HT FT) oo esessseeeeee e

Name of the patient & relationship.
(In the case of children state age also)

7. TR T TR TN ATHIR BB sses s s s s
Place at which the patient fell ill.

Details of the amount claimed.

(&) THAN. BT AT TG T e eee ettt et e et ere e
The name & Designation of M.O.

(GO RAR i s £ 1 e B <1 A
The No. and Date of consultations

(@) FATSH / 17T TRETIN / TTET D U oo eeeeeseeseeseessessesseseesesssesssessesesssssssssssesesssssessensessesses s
Charges for pathological/other tests.

LSRR IR U AR TG 1L B 1< oo
Costs of medicines purchased from the market

9. A TTA BT Moo essseee s ssssses s s ssssseee s
Total amount claimed.

10. FATDI BT A : TAT BT g=1, DI AR, TATOTTA—3Y, IR T STAGT, eoroveeeoveeroneerssnerrssnrs s
List of enclosures : Prescription, Case Memos, Certificate-A, Abstracts & Applications.

f&T® / Dated

AN FHART & FTEIER

Signature of the Govt. Servant

BI YT /Forwarded to



fafesar g &1 9R /ABSTRACT OF MEDICAL CLAIM

1. G HHAR BT T T4
UEATH TAT AT T a0

Name of the Govt. Servant with
Designation and Section and pay drawn.

2. JJTATHII UdT qeIT ¥eIm=
gt 99 fR ueT

Residential address and place
where the patient fell ill.

3. {4 BT A AT ARG
HHAN) § SHBT GeeT

Name of the patient, his/her
relationship with the Govt. Servant

4. gyaToTgE—1 H fag e
JTAR AMwefiy fafecar @
Jgfer qer Ry &1 9
Name of the disease and period
of Medical treatment as given in
Certificate-A.

5. T.UH.T. AT Tl DT H
Name of the A.M.A. and Hospital

6. e &) fafsr v g

Number and Date of consultation

7. gAOTGE—31 W fAeifRa vd wfia @1 78 sitwferat

Medicines prescribed and included in Certificate-A

fqedr &1 AT / Name of Dealer faa1 / 9wd 39 BY <arsal b AH/ gRETOT/ | R B/

T uq fedie / Name of Medicines Qty. Amount Rs.

No. & Date Bill/Cash
Memo

8. IfEAATSN &R ar=y yferor /
Radiology and other tests

9. 3 YHIR / Other Charges

HA AT/ Grand Total

ARHT HHATY LART TR SO / Declaration to be signed by the Govt. Servant
# gagarT =ive &A1 §, % SuRied &y Ty faarer 9y @9 don fave § 6E © )

I hereby declare that the particulars furnished above are correct to the best of knowledge and belief.

WHR FHA & Yof gwIeR

Full Signature of the Govt. Servant

S, & foru sif= fear Tar

Scrutinised for Rs.



9 AIHUTT WRIM, Y BRI, I8Ugd H RIS S e ereeeeeensnnennns & gyF /g /aeh

K IR K I 1K I 1 2K 1 3 OO P Ig YATOYA U fhar Sar 2 |
CERTIFICATE granted t0 MI./MIS./IMISS...ccccutetretrerrarasasesesessessssssesesesssesesessssassssssssesssesesecacs son/wife/daughter of Mr. ............
.............................................................................................................. employed in the Forest Research Institute, New Forest,
Dehradun.
YHATITYA—4d/CERTIFICATE-B
(a7t ¥t sregarer § SUEIY 8g wdl & 8@ FINT QU W9 & 9 7IY)
(To be completed in the case of patients who are admitted to hospital for treatment)
HIT—3/PART-A
(aregarer § grget @ gard Rfscanerard grT svaren By org)

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

T B OO TAGART FAIRT &_al 5/
L DEe ot hereby certify:

@Enfe aft &1 48 woE W)/ T FATE UR gare A Wt fHIr WA o

(Fafraferer &1 =)
That the patient was admitted to hospital on my advice/on the advice Of........cvreeveerrcrerreneccrereescrereeeeees
(Name of Medical Officer)

(IR LI LN fafecararg # SyaReNT 8 /BT T AR A9 SUIR & forg fafga «
T TO¢ M © I BN /SBT3 B e e @ Vea o fov afverd off| a8 9w Av—srudreh
RO R 2 s T 2 £ L (fafecarerg &1 A # 98 8 den U gav e fag saa &

fafecia o T ¥ s a9 2 R T f A v 2 P o 5 qwma: wigy usref, gwes el
oA FET O |

That the patient has been under treatment at........ocococomeeeecseereseerercnsreereseseeeseseserenens 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........coeeceererrerencreerercresee e (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.

garzgl @ 719,/ Name of medicines @19,/ Price garzgl @ 719,/ Name of medicines 15,/ Price

BWIN| —
RN u
Con)

4

gOFE fau ¢ o 7 Aerdrer T AR eI @ fav T8 o

That the injections administered were/were not for immunising or prophylactic purpose.

%.9.9. /P.T.O.



(@) f5 Ieh 9 difsa o qerm q TP AR SUARME & |

That the patient is/was suffering from and is/was under my treatment
from to
@) f TR, TR WNEe oY RIS foTTe e, BT T GAT ST AARD AT T ST,
(3TeIATel TAT YANTITAT BT A1) § AR Fellg W b 137 |
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).
®) 6 9 I @1 faes &1 wel o & forw S @ U WOl AT SHD oI S o
/I & qXg eI fAfhedr SEdy BT M) P Aaead AFAGT T R forar R o, S & FEi
F amufer €1
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.

INTTIT d TrEet & g [Rfdedr sf9ard & svaieiv vq ugTrg

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

HTT—4/PART-B

# ymifora axar € & Il AT H SUEREA Y81 2 do fb faRy 4l @l darg
fora® forg %o ® 2 fBar T, S Herdd [ d e, I B Reafd H e RREe @l
BT / ARTI-UIG TG MMaTTID o |

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.

SVITIST H AT & AT [RIScdT SBT @ §VCTER Uq qaTH
Signature and Designation of the Medical Officer-in-Charge of the case at the Hospital

gfrgwI1eTRd / COUNTERSIGNED

Fifecareger

.................................. g dre

Medical Superintendent,

...... Hospital

F yEiforg axar € 5 M AT H IUARE 8T & a1 b 9 UaH @l 78 Gfau] gaas off

S I B AT TG ATLIS T |

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.

Frfcareger

................................... S drer

®J77/Place Medical Superintendent,

e /Date. ............................ Hospital

AT &TH S— ST GAOTS AR Tel © S PIC QAT M8y | THAOS Aaehd § 97 T Al 7 FRfEaiEeR gRT o@ed ¥ oY |
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.



