5 N ESSENTIALITY CERTIFICATF g
b ' CERTIFICATE ‘A" - '
Under Central Service (Medical Attendance) Rules.
(To be completed in the case of patients Wh() are not admlt(ed to hosp((al for troatmeut)
. p Photo to be
Certificate granted to-Mrs./Mrs./Miss............. PO o SR ~ attested by
' : s the Hospital
father/mother/W1fC/SOH/dauohtCr C1f | PR TP — A —— e = - Auth og'wa
ernploycd in the Central Board of Secondary Lducatlon ................... LRI N
[, Drocoeieann. s sirpmmee s s sasammans RS . hereby certify:-
(a) thatl charges and received- Rs S s S @ .......... for e e aistega s as e asene S
consultatlon on. AR TI. J——— . (date‘s to be~glven) atmy consuiting room
the remdence of the pa&ent B o
. (b) that T charged and recelved Rs..... sty s for admlmstermg ........... edeteesemeanes
mtravenous/mtra muscular/subcutaneous l[leCt[OD O, 5 . sosseiliinginin s minsrsssisiiinasasnas RO 0
given) at..c.coneidl ST e B TS £ il molirec = Ebn R onsaselbnon ST monon mgeraernd ok dimemn 45 & 34 350 00
my consulting room/the residence of the patlent -------- ~
(c) thatthe inj ectio‘n ‘admim'stered were not/ were for immunising or prophylactic purposes;
(d) that the patient has been under treatment Al sy s 9
~—hospital/my consulting room and that the under mentioned medicines presceibed by me -
connection were essential for the recovery/pleventlon of seuou; deterioration’ in the condi
, of the patlent The medicines’ are not stocked in the ......°%........... S S ITTITEPPETS
o ~~~(name—of hospital) for supply to pnvate patients and do not mclude_pmpnetary ~prepacati
for which chéaper substances of equal therapeutic value are avallable nor preparauons which
prlmarlly foods toxlets or disinfectants. _ o
Names of medicines . - - ¥ - Price(inRs))
(R S S ——. ST A——— ' T aen ey SRR S 48 e SS 55D
2.. L s SRR NIRRT - Lo
3.. . - hd - - .‘.,.._‘___4_‘_.-.‘.__..‘._.‘....--14'--".
L YRR S sowammssssashgussaen  Saseessseeesgemceslafsessesssosend s sanet
' @
o
. ¢
A




NG
0" . g %\0
I8 : “ N (\ BN
1 4_. IV‘
i)
(e) that the patient is/was suffering from \
and is /was under my treatment FEOM - e e oo e e to . § E \
€3} th_at the patiént is/was not given prc—natal or post-natal treatment ; .

(g) that the X‘ray, laboratory test efc,, 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 réferred the patient to Dr. g ‘f« O ,for §pc‘ciali§t
consultation and that the necessary approval of the .. NP . N
(name of the Chlef Administrative Ofﬁcer of the--State) as requlred undctthe mles was obtamed
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(1) that-the- paﬁeﬂt{iidnot{eqmrc/reqmred hosplralwatmn - & -
_ Slgnature of AMA/Des 1gnatwn of
i Le . — e TT — the Medical Ofﬁcer and Hospital’
..Da»te(} /R0 T - “(Dlspeusagﬂo Whlch attached)
=1 @ . i
. : . . | . s . d~ ‘ .- »
N ' - e o -
%\. - R ‘ ’



i R T e I S - e

ot o : :
/ ' e - Cheddist Form  © 7 Ceeem

. - {To be fitied by the claimant}. -
_l S .,
i. Fullname of the card hold = 3
(Bfock Letiers) ?
2. Health Card No. /ldentity Card No :
3. PayinPayBa ﬁd/Grade Pay /Lntulemon{ f:or Ward
4. Full Address. -

S. Telephone No./ Mobile No.

6. Email Address, ifany , D o ’ &

7. Name of the bank........ooo.iien...... ..Branch... 35 A
SB A/c Branch MICR code...... ' Tl B, oF Bank branch

8. Name of the patient & rélationship }
- With the card Holder . .

2 g, Whéther Serving employee or Pensioner

- ,..10a Basic pay/ Basic pensméﬁ &Last Pay Drawn

11, Name of the hospital with address: I T ‘
womnd A)..0PD Treatment.and. MVESttgat«ons — p T :

".
(8) Indoor Treatment

12. Date of admission...
Treatment only) ™

13. Total amount élaimed
(A) OPD Treatment (Admissible, If any)
(B) Indocr Treatment .

14. Details of Permission { if any) -

15. Details of medical advance lfany

... Date of Discharge.......... prbuh fon Fiiimsen sdi ancssamnaned (in case of indoor

& . Dec!aratson ‘
l herby declare that the statements made in the apphcatlon are true o {he best of my knowkdge
and belief and the person for whom'medicatexpenses weré incurred is wholly dependent on me.
. L agree for the reambu_riemg.gt asis admissible under the rules. . S :

Dated:v _b . _ . Signature of'Applicant,

Note: Misuse of N‘cdxcal facilities is a crirvs .nal offeme Suitable altion including canceﬂa tion of

CBSE Heaith card shall be takenin case of wmfu! suppresston of facts or submxssxo n of false

statements. Suitable disciplinary action stizli be taken inn case of serving em_pfoyoes

information ' - ) L

{A) Kindly- wnte correct postal address in Glock ietters.

{B) Obtain break i up of investigations from the »p{tal {details and. rate-s of. md:wdual tests and
the exact number of sugar test, X-ray fiims, _*c.).ﬁ_)rf assessment of admgsg:bﬂuy of claimed .

. amount on various procedures. R 2 i
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