
(Copy of certificates /bills/ 
receipts to be furnished if demanded) 

Date: / Signature of the Employee 
For Office Use Only 

 
 

Personal Details: 
 

1                  Name and Designation of Employee 
 

2 Pay in the Pay Band and AGP/Grade Pay  

3 Residential Address  

4 1. Name of the Patient 
2. Age & Relation with employee 

 

5  
Whether patient fully dependent on employee 

 

                                        Details of Treatment: 
 

1 Consultation 
fee (Bill/Receipt is to be attached) 

1 
2 

Total 

 

 
2 

Injections from Clinic: 
Intra venous    
Intra Muscular    

Sub-cutanious    

 
Administering 
Charge 

 
Cost of 
Medicine 

 
` 

 
 
 

3 

  Pathology Charges 
Name of Test 

 
 
 

 

Certificates/Bills/Receipts to be furnished 

 
 
 
 
 
 

Total: 

 

 
 
 
 
 

4 

        Medicines from the 
market 

 
Name of Medicine | Amount 

 
 
 
 
 

Total: 
 

(use separate sheet if necessary) 

 
 
 
 
 
 
 
 
 
 

Total: 

 

 
Total Claim amt. 

Admissible Amount 

Certificate by the Employee 
 

I hereby certify that the details furnished above are true, 
and if found to be false at any time, I shall be liable to disciplinary action. 

 

/ Claim passed for payment of ₹ ......................../-(₹ ........................................................ ) 
 
   
 
 
 
  ifjpkjh lgk;d@Nursing Assistant                                                                                               fpfdRlk vf/kdkjh@Medical Officer  
 

 

 
SCHOOL OF PLANNING AND ARCHITECTURE, BHOPAL 

Form for claiming refund of domiciliary medical expenses 

FA-14 



 


