= SCHOOLOFPLANNINGANDARCHITECTURE, BHOPAL

FA-15

e fafeam = 31 gfaqfd @9 uua/Form for claiming refund of domiciliary medical expenses

feaird WFaNT/ Personal Details:

1 | a9 &1 = v 72 /Name and Designation of Employee
2 o= / Pay in the Pay Band and AGP/Grade Pay
3 | smanfra e /Residential Address
4 | 1 @1/ Name of the Patient

2. g g dan © 6w/ Age & Relation with employee
g | AN sard g gl ave el 8/

Whether patient fully dependent on employee

fafecar aiffrerd gRT yafda wa / Details to be certified by the medical officer:

(afe amazg® 8 wue wie & JANT B, g9 S
gl ud erdl vellg o g exaEid wia & e
due gie # gl arfay)

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

1
1 | wEEl g (f4e / wradt werr @) / Consultation ;
fee (Bill/Receipt is to be attached) 4
3 / Total
> | @l w1 €1 7€ qargdl @1 @ / Value of
Medicine from clinic
Fefifere 1 guieer / Injections from Clinic: & At/ ST I AT/
3 | @ farr/Intra venous Administering Cost of
sicrefia / Intra Muscular Charge Medicine
arere / Sub-cutanious
fefieifull gew / Pathology Charges
2% &1 -1/ Name of Test
1
2
4 |3
4
AT 9= / foe / wiitaat uwga foeam w2 % / Total:
Certificates/Bills/Receipts to be furnished
TR ¥ Hg B T2 gard / Medicines from the
market ]
gardal & e
NameofMedicine | Amount
5
%/ Total: 3@ /Total:

@ q@r B T A/
Total Claimamt.

Rt T wf3n 2 Admissible Amount




I T T e e I TR o |
FOR BT WT e URTTS / SOTerleT / GaTsdt @1 offTd ol graT &Y W3 U & off 78 & |

W, U, W] USRI T ST W O ST WAl e (B3] Y 9F, T IRIeTOT ATy o |

T guraer framer ar IRTRRET e o

<. WARTSITS UXIETT §OR Yd SATgdl W G W @1 TE €, Wil HUR Seeiidd & ol AT @ ool B aawad off SR i @ dan e
o s fafeai 1w & vert Sueel € 9 q3 W0 9 e, TR 91 Serid | wniFe adl &

W HT AT BT ST (@rgar & @) faRivs werel @ [l aan g
| Dr. (Name with highest qualification)here by certify that:
a. Mr/Mrs/Ms was suffering from

and was under my treatment from to
b.l 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.

(Frfebee aferd @ gwen d1vaar ud dullen @, afga)
(Signature of the Medical Officer with qualification and Reg.No.)

HHA gR1 ymifora /. Certificate by the Employee
R TE g &Rl § 6 SwREd A oHeR @ 8 gd AR 0 ger @ gl 9 en W srEmale
Rl @ ol # wd fwer @ /| hereby certify that the details furnished above are true,
and if found to be false at any time, | shall be liable to disciplinary action.

fa1i@ / Date: FHANT @ FwhER /Signature of the Employee
FEafad 9aT 8g,/ For Office Use Only

graT w3 @1 e /Claim passed for payment of X, =R e )

gRERr ¥er@ / Nursing Assistant ffecar arfdarr / Medical Officer



	/Personal Details:
	Certificate by the Employee

