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To s ‘
The Director (Admn) ;
O/o the Director General of Audit (CE),
I.P. Estate, New Delhi-110002. -
Sub: Extension of period of AMA from .......cccceveueiunne to 31-03-2022

With reference to your office letter No. Admn I1/6- S/AMA App01ntment/2020-
21 i dated ....03.2021 on the subject cite above, I am w1111ng to continue
as Authorised Medical Practitioner (AMA) for the next financial year-i.e. 2021-22 for the

‘employees of your office and members: of their families residing in the circle of 16 k1lomeu e

COf i, In this regard, I wﬂl abide by the provisions of CS (MA) Rules,
1944 and c1rcula1s/orders/amendmentsh ates 1ssued/not1ﬁed by the Govt. /Health Departments' -

etc from time to time.

Plaée: .
~ Date: » o -
o ~ Signature of the Regiétered
Medical Practitioner with Seal



'UNDERTAKING -

ST YR T TSPV OURO PP PRSI resident of

................................................................................................................................

TaAIUKA. o eveeeeerereesrrnsseemsasnansesans
declare and affirm that I am not involved in any corrupt practice
lodged against me at any local police station/CBI/CVC/any court etc..

and no case has been

Place:- ’

Date: -
Signature of the Registered

M,edical-Practitiqner with Seal
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: ANNEXURE “C” ‘ '
_ {to be filled by the concermned doctor in duplicates)

&

 VERIFICATION FORM FOR APPOINTMENT OF AUTHORISED MEDICAL

ATTENDANT IN TH

- Waming:.

The furnishing of false information ‘o suppression of any factual information in the

verification form would be a disquaiification for appeintment as AMA. If the fact that
the false information has been furnished or fhat there has been-suppression of any

factutil information in the verification form comes to natice at any time during the

period of appointment of ANIA his services would be liable to'be ferminated. o P

E AREAS NOT COVERED BY CGHS

Photcgraph'
ofthe ’
-candidate.

1 TName in full (Biook ietiers).
(The name should be sdime as | -
in his qualification degree).

| Father/Husband's Name

Date of Birth

[ Nationality

SIENEEHN

Medical  Qualification  l.e

1 MBBS/MD - (Photocopy of the |
| cettificate/marksheets-  should |
1 be annexed). , :

B TMCi registration number and | ¢
place of registration (Photocepy
of the  certificatefmark shigets | S .
should be annexed). | e

7. [Name of Medical Coflege and |
|the University from where
medical  degree  (Bachelor) |
obtained, .

T8 | Name of Medical Gollege and

|the University from. where|.

| medical degree (Master, if any) |
| obtained.

g | Full Address of Clinic/Medieal |
centre  (i.e. Number, Lanel|
Street/ Road Village, Thana, |
| Post Office, Disttict etc.)

10, Present Residential Address in
| full - (including  the name of
Tharia) 1

11| Permanent Residential Address |
in full (including the rame of |
 Thana)

12| Work experience, if any in
Government Hospital.
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-~ Signature of Caindidate
S (Wit starmp)

~ (T6 be filleg ?ﬁy'%ﬁfyingﬂuthoﬁty e local police bewmm

Certified that the Verification i respect of P, . e e
- Resident of

Whose clinic is sftluat@d at..... .. .

has been carrieq out anet nothing adverse has pegn noticed against himmer in our
records, » L o

Date:.
Place: e o
- - Sighature

 Name z Stamp of \fe%ifyihg authority.
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