e S S GNY A WTRAL WN  we & Rl Tt L S '-.saw« vvvvvvv
S - Chrecklist Form T e
{To be fitied by the claimant} ) :

Full name of the car& holder

(Block Letters) '

Health Card No. /ldentity Card No - 2
Pay in Pay Band/Grade Pay /Entitlement for Ward :

[

w N

Full Address.

s

S. Telephone No./ Mobile No.

,C“

Emaj_l'Addre_ss, if any

7. N of tHebank... ..l oy oo BRI ormssimsmsn dummdasbomessamsprsrrisssiss o
SB A/c Branch MICR code eeeesorrimsnrnss T NO. OF BANK BANCH. oot oo

8. Name of the patient & rélationship
With the ¢ard Holder

. 9. Whether Serving employee or Pensioner

o g
[

1(35 Basig pay/ Basic pension & Last Pay Drawn :

~ 11. Name of the hospitatwith address:
_{A) OPD Treatment and investigations :

(B) Indoor Treatment

12. Date of admMissiON.......oemreee Date OFf DIHSCRATEL ..ocueunreerreeeicancarinscrcnnemnea{ M1 CaSE OF indOOT
Treatment only) '
13. Total amount claimed
(A) OPD Treatment (Admissible, If any)
(8) Indocr Treatment .
14. Details of Permission { if any) -
" 15. Details of medical advance if any

‘Declaration :
I herby declare that the statements made in the appllcatlon are true to the best of my knowledge.

- and belief and the person for whom'medicalexpenses were incurred is wholly dependent on me.
~lagree for the reimbursement as is admis sible under the rules. -

- Dated: _. ) ' Signature of Applicant

Note: Misuse, of Medical facilities is a crirriing) offence Suitable action including ca ncellation of

CBSE Heaith card shall be taken in case of wiliful suppression of facts or submission of false

statements. Suitable disciplinary action stizll be taken i case of serving employees

information &

{A) Kindly write correct postal address in block letters. - -

{B) Obtain break up of investigations froim the hospital {details and; rates of mdlvndua| tests and
the exact number of sugar test, X-ray €iims, etc. ) forasseasmem of admlss:b:hty of claimed
amount on various procedures o

. @t**t -



ESSENTIALITY CERTIFICATE -

CERTIFICATE “B” - .
(To be completed in the case of patients WHO ARE ADMITTED to Hospital for treatmeut)

Certificate granted to MIS/MI/MISS. ....vovuoveivueiveieeirereiee e eeeeeseoisseesnsssenseeseseseneaeee Photo to be
father/mother/husband/wife/son/daughter of Mr./Mrs./Miss ............... S T 'b,v
the Hospital

.................................................................................................................................... Authority

employed In ..o e R SR A

PART “A”
[, Dr. e — SR, e e S . e h ereby certify -

a) that the patient was admitted to hospital on the advice of ........cuwsianeaennnn..... (name of the medica
ofﬁCer)/Qn my advice; , f

b) that the pauenthasbeen T7e @ h e 0o N —————— " S R |

- under mentioned medlcmes prescribed—by me -in thls connectxon were _essentiaifor - the
recovery/prevention of serious deterioration in the condition of the patient. The medicines are 10i
AN cocomper sy e e b Gt DT (name of the hospital,
for supply to private patients and do not include proprietary preparatmns for which cheaper
substances of equal therapeutic value are available not preparations which are primarily foods, toilets
or disinfectants. '

NAME OF MEDICINES . - PRICE
b o S s e i S iR AR BN 558
" PSEOT NAF. - - SRCS s I S SRS i W PSSP TP ——
B s s st L ] L " et eesessersemme e e s s S4H
ittt e esssssasessssuessnnssstazsasasts . sssesspesessisssesssssssssessssinsissnsaassasescase
S ettt seessetsais i snssaassassiasanasssssnsossnsassisss . ceassssseverssesessssatssssssisesisnissesseanres

¢)- that the injections administered were/were not for immunising of prophylactnc purposes;

d) that the patient is/was SUffering frOm .........coouvverueverrrerenrcerennesesannnnes R—————— and is/was
under treatment from ...........coceeiiiiiiiiiinnnn. 7 S 55 RS -

e) that the X-ray, laboratory test etc. for Wthh an expenditure of Rs................ SN was incurred
were necessary and were undertaken o My SAVICE Bl ..cismissmmsmsswnisneormsse .. (nam:: of
hospital or laboratory); . B ' |

f) thatIcalled on Dr. .ccoiviriciiecieieeeeeereieeeeerane for specmhst consultation and that the necessary

' approval BEHE commaimsomsssnmimnsnsmi - (name of the Chlef Admmlstrdtlve Medical Officer

_of the State) as required under the rules, was obtained.



2

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........ DR was incurred,

vide bills and receipts attached, were essential for the recevery/preventlon of serious detenoratlon in the
condition of the patient.

~ Signature of the Medical Officer-in-charge
of the case at the hespital.

COUNTERSIGNED
* [ certify that the patient has been under treatment at the ...........ooowcoreevreeeeevsiooerene. hOSpital  and
~that the facilities prov1ded were the minimum & which were essentlal for the patlents treatment.
; | i
— —— ) - -~ Medical Superintendent
Place ..coeeuenenens e (T TR A e A e B G RAE f emmesensaess Hospital

NOTE:- CERTIFICATES NOT APPLICABLE SHOULD BE STRUCK OFF. CERTIFICATE (B) IS
COMPULSORY AND MUST BE FILLED N 8Y THE MEDICAL OFFICER IN ALL
CASES.

* The minimum facilities certificate may be signed either by the Medic’al Superintendent of the Hospital |
concerned or another Gazetted Medical Officer who has-beea authorised m4hjs behalf by the Medical
Superintendent. (G.LM.H.,0.M. No.F-2-35/52-LSG (H.1.) dated 19.9.1958)




