
(Copyofcertificates/bills/ 
receiptstobefurnishedifdemanded) 

 

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 to be certified by the medical officer: 

 
1 

 
Consultation 

fee (Bill/Receipt is to be attached) 

1 
2 
3 
4 

 
 

 
Total 

  

2  
Medicine from clinic 

Value of   

 
3 

Injections from Clinic: 
Intra venous 
Intra Muscular   

Sub-cutanious   

 
Administering 
Charge 

 
Cost of 
Medicine 

 
 ̀

 
 
 
 

4 

Pathology Charges 
Name of Test 

1 
2 
3 
4 

 

 
Certificates/Bills/Receipts to be furnished 

 
 
 
 
 
 

 
Total: 

 

 
 
 
 
 
 
 

5 

Medicines from  the 
market 

 
NameofMedicine |Amount 

 
 
 
 

 
Total: 

 

 
(use separate sheet if necessary, prescriptions 
and cash memos duly signed and stamped by 
The doctor to be furnished separately) 

 
 
 
 
 
 
 
 

 
Total: 

 

 
 

Total Claimamt. 

 
Admissible Amount 

 
SCHOOLOFPLANNINGANDARCHITECTURE, BHOPAL 

Form for claiming refund of domiciliary medical expenses 

FA-15 



Date: /Signature of the Employee 
For Office Use Only 
 

 
 

 

 

 

 

 

 

 

I Dr.  (Name with highest qualification)here by certify that: 

a.  Mr/Mrs/Ms  was suffering from   

and was under my treatment from  to   . 

b. I charged and received Rs. Towards consultation/administering injection/cost of medicine. 

c. The X-ray, Laboratory tests etc for which an expenditure of Rs. Was incurred, were necessary. 

d. The injections administered were not for immunizing or prophylactic purpose. 

e. The laboratory tests, injections and the medicines prescribed by me, as stated above, were essential for the recovery of the 

patient and do not include proprietary preparation for which cheaper substances of equal therapeutic value are available nor 

preparations which are primarily food, toiletry or disinfectants. 

f. I referred the patient to Dr. (with qualification) for specialist consultation. 
 
 

 

  (Signature of the Medical Officer with qualification and Reg.No.) 
 
 
 

 
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  


	/Personal Details:
	Certificate by the Employee

