S HRAR Mgfda S=I , faaragR
feATae Ugwr -qu¥oog
All India Institute of Medical Sciences, Bilaspur
Himachal Pradesh-174037

https://aiimsbilaspur.edu.in
e-mail: - establishment.b3@aiimsbilaspur.edu.in

01978-292575

fafercan grai & fore sirae U=

APPLICATION FORM FOR MEDICAL CLAIMS

PUAT R & Fafde fod & ufayfd @R &) SaaRAT L ol
R FRutfed fosar mar uni IR IR dF @d & S B S bt

gl

To

Sir,
Kindly arrange to reimburse medical bills of ¥ which was prescribed

by the . The amount may be credited to my bank account.

HHIRY BT 1

Name of the Employee

HHAR! BIS

Employee Code

UgdH
Designation

SRV B Aty

Date of Joining

famT
Department

EIEIERE

Mobile No.



https://aiimsbilaspur.edu.in/

ifataar yAToIA

Essentiality Certificate

WHR] fa=IvF gRT Y S 31 ufd (Tr-
fIARIGR & S8R 3ATS HRA R 1)

Copy of referral by Govt. Specialist
(Applicable in case treatment taken
outside AIIMS, Bilaspur)

& IR A
Copy of Discharge Summary

oA ¢:
Note:
1. a1 Ufagfd i & Iy HHART 1S -8l H1e 3R A7 & U 31 I, HTS Bt Ut Terd &l
3ifard 31
Copies of employee ID-card and FOC card of patient is mandatory to attach along with
claim reimbursement form.
2. PUGI YIS U§ R U§ G- Sifded B3 3R it Are= foet wa-vmnforg g+ el

Please mark page number on each page and all invoice bills should be self-certified.

feie T HHARY & TR

Date Signature of AIIMS Employee



faferer grat & fore smded w=

APPLICATION FORM FOR MEDICAL CLAIMS

TR, HHANAT 3R 396 URaR! & fore fifercr IufRUfT 3R s & dey H fpu e =t o
TRt FT AT HRA & T emde vF-31figd fafdben uier iR sruara a! @ o 78 fafdan
Iuffa/zars & fergl

Form of application for claiming refund of medical expenses incurred in connection with medical
attendance and or treatment for AIIMS, Employees and their families- for medical attendance/
treatment taken both from the Authorized Medical Attendant and a Hospital.

1. | TRPR HHAR! BT ATH TG USAH (Y 3HeRT H)

Name & designation of the Govt. Servant
(In Block Letters)

faarigdysifaartsd

Whether married or unmarried

Tt faared &, df 98 RIM S8l Uel/did H1Rd 8

If married, the place where wife/ husband is employed

2. | oo wratay d srikd €
Office in which employed

3. | Basic Pay/ Level of the post
el dd/UG T &R

4. | B HTRME
Place of duty

5. | IRAfd® ATaTg Udl

Actual residential address

6. | TN BT ATH TUT PR HHART &b 1Y ITHT oY

Name of the patient and relation with the Government
Servant

7. | 98 w981 A dHR TSt
Place at which the patient fell ill

8. | TTaT B T3 AR BT AR

Details of amount claimed

e ot

Medical Attendance

) | ORTHRI & foIE Yo

Fee for consultation




forg farforem SiftrepRT & TRTHRT foram a1 I9HhT A 3R
TS 3R I8 SRYATT a1 AeTed R oG 8
Name & designation of the Medical Officer consulted
and the hospital or dispensary to which attached.

b)

TRTHR] & AT T T T Ui IRR1 & fele i
o2 T Yo

The number and dates of consultation and the fee paid
for each consultation

SOl @1 9B U9 Y 3R Ude SoiRM & g
YT fodm T Yeb

Number and dates of injections and the fee paid for
each injection

d)

T W 3MR/AT S99 AT H, THIN & R
He T AT AN F Fag w iRy

Whether consultations and/ or the injections were had
at the hospital, at the consulting room of the MO or at
the residence of the patient.

e & GRA f WM a9t Gy,
SFRIRAIGTTRa, S a1 3= FHH el &
fog gep:

Charges for pathological, bacteriological, radiological
or other similar tests under taken during diagnosis

a)

SRYATA/TANTRITET &l AT gl (g fodr

Name of the Hospital/ Laboratory where tests were
Undertaken

b)

T UR&UI TTAT. BT Ja18 R HT W 87 A &, o
THTOT U STl

Whether tests are undertaken on the advice of the
AMA, if yes, certificate be attached

i)

IR ¥ WA TS garelt H A @hG-udA R
S{fardd JHTOT U e )

Cost of medicines purchased from the market (Attach
cash memos and essentiality certificate)

AT | 3




Hospital Treatment

ST DT H
Name of the Hospital

S{IATY R[eh

Accommodation charges

SIIER Yeh

Diet charges

iii)

Tl TR T TP ITIR T TH ™

Surgical Operation or medical treatment or
confinement

iv) |[Fem & SRA  JUied,  SaciRaiaioed,
&SI I 3 fobT T A TRefur
Pathological, bacteriological, radiological or other
similar tests under taken during diagnosis

a) | SRTATH TT YTNTRIET BT A1 SgT (e S fHar T
Name of the Hospital or laboratory where tests were
Undertaken

b) | T TH3 BT Fellg W by T
Whether undertaken at the advice of MO

c) fasey sirarfery
Special medicines

viil) | ITHTT AR
Ordinary Nursing

viii) | TR ARIT- 31T 7 ST foRIW =0 ¥ T o forg &t g8
gl
Special Nursing, i.e., Nurses, specially engaged for the
patient.

ix) | TRl Yoo

Ambulance charges

fORIVY & ATy IRAR-TUHT. o 3felmaT ford faxiwgy
TY 371, & YT fhdr T Yo

Consultation with Specialist- Fee paid to a Specialist or
a MO other than AMA




a) | fore faxios a1 wh.aT. & wRTHRT T a1 S9! A1 $R
TS 3R I8 SRYATT e Yeog 3

Name & designation of the Specialist or MO consulted
and the Hospital to which attached

b) | TRITRIT @ T wd fafy SR ude wm=t & e fera
S arel Yeb

Number and dates of consultations and the fee
charged for each consultation

¢) | T TRTART SRUATA H, TH. 3. o RTER! gl F AT I &
e Ry W fean man ure

Whether consultations had at the hospital, at the
consulting room of the MO or at the residence of the
patient.

d) | TN TTHT 3 TaE W vy § gt foar mare

Whether the Specialist consulted at the advice of AMA

11. | G0 B HdA AR

Total amount of claim

12. | IRW IR R

Less advance taken

13. | SIJcTd Bt gt

List of enclosures

PRI AP gRI S¥dT&d¥d TIYUN-Ux

Declaration to be signed by the Government Servant

o gg 9o FRaT § b emded # faar man faaRur ANt waiaH SIHERT SR Ay & SUR 99 §
3R 1 safaa & for fafeecy sog fear mn g a8 I aRe A g w Ak B

| hereby declare that the statement in the application is true to the best of my knowledge and
belief and that the person for whom medical expenses were incurred is wholly dependent upon
me.

feai® HHAR P TEER

Date Signature of the Employee



Sifariar v
UHI0S T

ESSENTIALITY CERTIFICATE
CERTIFICATE ‘A’

@ 73l & are § =nfire far s o s & fore sreuare # Hedf T8 ®)

(To be included in the case of patients who are not admitted to hospital for treatment)

st/ shedl/pam) O/ ady ed/sh/eer

PRRT P YaH foar T

Certificate granted to Mrs./ Mr./Miss wife/ son/ Daughter

of Mr/ Mrs/Miss employed in the
#, St.

I, Dr.

a)

b)

Q)

d)

YOI HRaT§ :

hereby certify:

gg fob, T omm Wl HeRT & e W R & o
3 1 Yoo foram 3R ur foa|

That | charged and received for consultation on at my consulting

room/ at the residence of the patient.

g fob H 310 TR Hef/ATH & FHar ) Bl 3 RRT/3fR-
TRGTR/T AT & -1 SoIaRI T o ol 2 &1 Yo fora 3R T T |
That | CHARGED AND RECEIVED % for administering

intravenous/intra-muscular/ subcutaneous injections on _____ at

my consulting room/ at the residence of the patient.

g T, 47U SoraR Sipranrun a1 IMRIe Sea=al & forg 9/ 2

That the injections administered were not/ were for immunizing or prophylactic
purposes.

7g %, Mt &1 SRYATE/AR W™ g H 33 ad
1§ SR 39 oy T TR GRI §el1s 78/t <t 71 garg, 17 ob fRyfey iR fRTae @t e
FEARPT & o smawmes f e A & omgfd F o Tt @
(SRS BT =119 T HSTR a1 SI1aT 8 37N S T SRR
it T8 € o fore wom fRfercia e & T e Suas g, 7 fos dard i e & v
1o, AT 3R BISTUHTIS g

That the patient has been under treatment at hospital/ my consulting

room and that the undermentioned medicines prescribed by me in this connection were



e)

9)

h)

Date

essential for the recovery/ prevention of serious deterioration in the conditions of the
patient. The medicines are stocked in the (name of the hospital) for supply
to private patients and do not include operations for which cheaper substances of equal
therapeutic value are available not preparations which are primarily food, toilets and

disinfectants.

. 9. garsdl & A T
SN Name of medicines Price
g o, W ¥ difsd § S8R W 3N
g T TSl Il 5/4Tl
That the patient is suffering from and is /was under my treatment from
to

Tg foh TR & Tayd a1 YAk SUDR el a1 ST ]

That the patient is not given prenatal or post-natal treatment.

g fob, Teg-3, TANTRITET GRT&I0T 31 foreeh fog 2 @Y 31, N B W
o 7T 3R 3aRas |
That x-ray laboratory test etc. for which an expenditure of ¥ was incurred was

necessary and were undertaken at my instance.

g fo 87 I &l fawe el & forw &, b U Wl
o1 3R T & e RIS % T RIS SR o1 m)
& fo1T sira=ass SrHIe uTed fasar T |

That | referred the patient to Dr. for Specialist consultation and that
the necessary approval for the (name of Chief Administrative

Officer of the State) as required under rules was obtained.

HHIR! P FHER

Signature of the Medical Officer




Sifariar yamUTR
TGS 1§
ESSENTIALITY CERTIFICATE
CERTIFICATE ‘B’

(S 78Sl & A | e fpar s it sars & fore srudara & Wl §)

(To be included in the case of patients who are admitted to hospital for treatment)

ot/ et/ ey REACCIVRCITEIERIE e 2l I
BRI 1 UaH fobar |
Certificate granted to Mrs./ Mr./Miss wife/ son/ Daughter
of Mr/ Mrs/Miss employed in the
HRT-P
Part-A
#, 5T, YU HeaT &:
I, Dr. hereby certify:
a) g fob, misT (Frfere it o1 ATm)/AR weg W
3rErel § Helf fosam T ot
That the patient was admitted to Hospital on the advice of (name of the

Medical Officer)/ on my advice;

g fos, It 1 SRGATE/HR IR Bl | SATS Il 36T
8 3R 39 oy H W gRI 915 T8/t & 78 qand, ht Bt fRUfd & 7R fRrae &1 St
FARGT F fou omawges offl et Al @ smufd & fw Tt @t
3RUAT o1 M) § Held fbar orar § ik sud W
SITORTH TfAre et € fore for aam Rifrcdia e & 9% uerd Iuas g, 7 for dart s
T =Y Y HioH, e 3R BT g

That the patient has been under treatment at and the

undermentioned medicines prescribed by me in this connection were essential for the
recovery/ prevention of serious deterioration in the condition of the patient. The
medicines are not stocked in the Hospital

(name of the Hospital) for the supply to private patients and do not include proprietary
preparations for which cheaper substances of equal therapeutic value are available not
preparations which are primarily foods, toilets or disinfectants.

®. 9. 1Syl & A arsgl & A

SN Name of medicines Price




c) g fob, fau T guiaRM Eeprepur a1 I FRI Ie=al o forw gt 3/
That the injections administered were not/ were for immunizing or prophylactic
purposes.
d a8 f& Il ¥ dfsa § R W dd
kil REESINICRIAI
That the patient is suffering from and is /was under my treatment from
to .
e) T% %, TS o) Uayd a1 TIaRR SfURIR AgY faa S B
That the patient is not given prenatal or post-natal treatment.
f) Ig fob, T, GaNTRITeT URiaron 3nife foreres forg = T ST, TR g WR s
T 3R STIRAD T|
That x-ray laboratory test etc. for which an expenditure of ¥ was incurred was
necessary and were undertaken at my instance.
g) T8 fos, B foRiog =i & ferg st DI g 3R ot
o dgd Sfufard RIS & G- TR SHUBRT b1 )
DI TARTH Tl UTed IR 1 TS |
That | called on Dr. for specialist consultation and that
the necessary approval of the (name of Chief Administrative Officer of the
State) as required under rules, was obtained.
Rifer sftre™t & gxamer
Signature of the Medical Officer
HIT-H
Part-B
g fob, 7S &1 gefrol SRUATA § I 36T § 3R forgas fog fa=iy =4 &t
a1 foe g 2 & W 3T 8, fod SiR WS Taiy & SIuR, 0 &1 fyfS
A TR fRTGE Bt ABUTH & T Tage 3|
That the patient has been under treatment at hospital and that the service of the
special nurses for which an expenditure of ¥ was incurred, vide bills and

receipts attached, were essential for the recovery/ preventions of serious deterioration in the

condition of the patient.

fafer siftre) & gwer

Signature of the Medical Officer



ufagwmeated

Countersigned

o yHTiord SRl § fob yirae 3T H SISl & dgd fodl T
8 9k UM o S gy gAaw ot S A7t & garer & forg sawas ot
| certify that the payment has been under treatment at the hospital
and that the facilities provided were the minimum which were essential for the patient's
treatment.

fafdar 3ifd&id/Medical Superintendent

S dTel/Hospital

(Prafad START 8q)
(For office use)
Thd T UTRA 2. &Had|
Sanctioned & Passed for % (Rupees
) only.
SU-fAdwIe & gEIER
Signature of DDO

AT siftrTdt & ufagwder

Countersignature of Controlling Officer



33 YOI YHTOT U
(SraeTr g e 3R Rifees g & forg)

DEPENDANT DECLARATION CERTIFICATE
(For Leave Travel Concession and Medical Facility)

| Proie] HHAR B
HIY0T BRal § f Y uRae & g St guia: gy W R §
faffad &

l, , Designation , Employee Code do hereby

declare that the following are the members of my family who are wholly dependent on me.

\_:ﬂ?FHT?-ﬁ, aér, %ﬁ/Spouse, Children, Step-children: -
. 9. aH ey o fafy T & AW | (faarfgaysifaartga)

SN Name Relationship | Date of Birth In case of children
(married/unmarried)

TR 1Y g ATt Hral- o, diddl |, AeIfenT His-sg-/faear sfeai/ Qe sa+:-
Father, Mother, step mother, Minor Brothers/ sisters/ widowed
daughters/ widowed sisters residing with me: -

®. |9 T ATETerT HIE/98q & | faared | 9t Wil 9| smarig

. | Name Relationship wm?rﬁarrg Rufa aiffe  oma| uar

SN Age in case of minor | Marital | Annual Place of
brothers/Sisters Status Income from | residence

all sources

1.

2.

3.

4.

5.




CEGRF]
Undertaking

1. 3N B &1 1a1 B3 aTdd Tl BI JolwT 3R SEgT Gied I+t Tat I ufd A8 9000/-
Y 31fie omg S B
That the children claimed to be dependent do not have income exceeding ¥9000/- per
month all sources including stipend and scholarship.

2. TR ATdT-fod/Hrgal/ae/fAuar seAi/afedt ok 3 89 &7 S/ar A el deeb e
Sfedl/agi @t o T wWidl & 9000 Ul 718 ¥ i o T8 &
The income of my parents/ brothers/ sisters/ widowed sisters/ daughters and divorced
daughters/ sisters claimed to be dependent do not exceed ¥9000/- per month from all

sources.

3. Ug P ufd/udt 3R s=af & Silrar 3= Ml & o W-ivon Tev g

That the self-declaration for dependents other than spouse and children is enclosed.

fafd /Date BXI&R/ Signature
H/ Name

UcTH/ Designation



3T 91 3 & fore w-givon g
SELF -DECLARATION FOR INCOME OF DEPENDENT

q ordigwert I°E] U™
HHART DS LGl TAgdRI
qfa a=ar § & fyfomy goh @/ Ty gal
S TR @y ) B, Bt 3mg gt Wl & 3
gl
o TAEART ST I GIT0T 3R qI=

IR ¢ & IIad Giwon o1 Ireht 38 gafaw SHeRt SR g & SR 99 § 9k 398 $9
1t gyl fsuran a1 garn 98! a1 ¢ | 33T 9o & A1He B § 30 YA SRS Sriarg
3R 3 GO ¥ U ST BT Gt & ford STRer g

[, the undersigned s/o designation

employee code address

do hereby declare that income of MR/MRS./

MISS s/o, d/o, w/o who is my (in

relation) is Rs. (Rupees) only) from all sources.

I do hereby solemnly declare and verify that

the contents of the above declaration are true to the best of my knowledge and belief, and
nothing material has been concealed or suppressed therefrom. in case of false declaration, i am
liable for disciplinary action against me and recovery of benefits i have gained from this

declaration.

fafd /Date BXI&R /Signature
TH/ Name
Ucg-TH/ Designation



ferfre s/ sraeTer e feargd /st o fRian 1 @t ufagfd &1 grar s & o Tgad gyon
IUI°E]
@fe ufy 3R et S WP A @)

JOINT DECLARATION FORM FOR CLAIMING REIMBURSEMNT OF MEDICAL EXPENSES/ LEAVE
TRAVEL CONSCESSION/ CHILDREN EDUCATION ALLOWANCE
(IN CASE BOTH HUSBAND & WIFE ARE GOVT. EMPLOYEES)

ufd gRT 9von
DECLARATION BY HUSBAND

| UdEdRl O9OT @Rdl g fb A uel  ofiwd
HRA WHR T DR / FIdoi-h &F BT UhH / WA
e & dgd faum o P UC TR PRI

21 F 3 Hivun R g b & 37 3R 307 uRaR & gewil & firw 3w srafag § /3 shawrameht
& Hrafad ¥ fafecr gfaun, Fgt amn Ramd, s=i & fRiam ymr eife o Tt ary Sarem o
EZRIEERIEIRICIES

I hereby declare that my spouse,
Mrs. is working in the Department of

as under Government of India/ State Government/ Public Sector
Undertaking/ Autonomous Body and posted at . | further declare that | will

avail all the benefits such as medical facilities, Leave Travel concession, Children Education
Allowance etc. from my office/ from the office of my spouse for myself and family members as

mentioned below: -

%. 9. ™ LEL
S.N. Name Relationship
1
2.
3.
4
fafy /Date BXdI&R}/Signature
TH /Name

Ug-TH/ Designation



Tdl gRT 9iyon
DECLARATION BY WIFE

| UdEdRl  Omom @xat g O fd W ufd &
YR TRBR / IT-TRBR / aSi-eb & BT IUshH / WA Hprg
& dgd faum & P UC R BRI g1 F 3

0T Fct § b & 3 SR 3o IRAR & Tl & o oo S ¥ /90 Sttt &
Frtag ¥ fafee gfaur, 3et amn Rard, s= ot Riem vmr onfe o @b ary IardTh o &
2 o T g

I hereby declare that my spouse, Mr. is

working in the Department of as under
Government of India/ State Government/ Public Sector Undertaking/ Autonomous Body and

posted at . | further declare that | will avail all the benefits such as medical

facilities, Leave Travel concession, Children Education Allowance etc. from my office/ from the

office of my spouse for myself and family members as mentioned below: -

P. 9. am GER
S.N. Name Relationship
1.
2.
3.
4.
faf¥r /Date BXI&R/ Signature
TH/ Name

Ug-TH/ Designation



