
    I.D.No………………….. 
Bank Name_____________ 

OFFICE OF THE  ACCOUNTANT GENERAL (A&E), HARYANA CHANDIGARH  
 
1. Name, Designation and Section of Govt. Servant. 

2. Office in which employed 

3. Pay of Govt. Servant. 

4. Place of duty. 

5.  Actual residential Address. 

6. Name, age of patient, his/her relationship with the  Govt. Servant 

  ( in case of Children State ag , DOB, married/unmarried, employed/unemployed ) 

7. Place in which fell ill. 

8. Name and Designation of A.M.A. 

9. Consultation                      (1) Rs…… Dt ……………(11) Rs…… Dt ……………(111) Rs…… Dt …………… 

 Injection IM/IV/SC           (1) Rs…… Dt ……………(11) Rs…… Dt ……………(111) Rs…… Dt …………… 

        TOTAL : ……………….. 

10. Cost of medicines claimed. 

11. Less Advance 

12. Net amount claimed.  

DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVENT     
 I hereby declare that the statement in this application is true to the best of my knowledge and belief and that the person for 
whom expenditure is claimed is dependent upon me. 
 
 

                                                                             Signature of the Govt. Servant 
 
 
 

……………………………………………………………………………….…………………………………………………………………………………….......…………………………………… 
 

I.D.No………………….. 
Bank Name_____________ 

OFFICE OF THE  ACCOUNTANT GENERAL (A&E), HARYANA CHANDIGARH  
 
1. Name, Designation and Section of Govt. Servant. 

2. Office in which employed 

3. Pay of Govt. Servant. 

4. Place of duty. 

5.  Actual residential Address. 

6. Name, age of patient, his/her relationship with the   Govt. Servant 

  ( in case of Children State age , DOB, married/unmarried, employed/unemployed ) 

7. Place in which fell ill. 

8. Name and Designation of A.M.A. 

9. Consultation                      (1) Rs…… Dt ……………(11) Rs…… Dt ……………(111) Rs…… Dt …………… 

 Injection IM/IV/SC           (1) Rs…… Dt ……………(11) Rs…… Dt ……………(111) Rs…… Dt …………… 

      TOTAL : ……………….. 

10. Cost of medicines claimed. 

11. Less   Advance 

12. Net amount claimed.  

DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVENT     
 I hereby declare that the statement in this application is true to the best of my knowledge and belief and that the person for 
whom expenditure is claimed is dependent upon me. 
 

                                                                       
       Signature of the Govt. Servant 

 
 
 



 
   I.D.No………………….. 

Bank Name_____________ 
OFFICE OF THE  ACCOUNTANT GENERAL (A&E), HARYANA CHANDIGARH 

(EXTRACT OF MEDICAL CLAIM) 
1. Name of the Govt. Servant together with designation, section and pay drawn 
 
2. Name of the patient and his/her relationship with the govt. Servant 
 (in case of children state age D.O.B., Married/ Unmarried,  Employed/ Unemployed). 
 
3. Residential address and places at which fell ill. 
 
4. Name of the disease and the period of treatment administered as shown in the certificate ‘A’ 

5. Name of the A.M.A. and hospital to which attached, 

6. Fee paid to A.M.A. 

 Consultation              (1) Rs……. Dt ……………(11) Rs…… Dt …………… (111) Rs…… Dt ………………. 
 Injection IM/IV/SC   (1) Rs……. Dt ……………( 11) Rs…… Dt ………….. (111) Rs…… Dt ……………….. 

                 TOTAL : ………………….. 
MEDICINE PRESCRIBED AND PURCHASED IN CERTIFICATE(DETAIL GIVEN BELOW______________________ 

 NAME OF DEALER   No.               Date of bill  Name of medicine                 Amount_________________ 
 
 
 
 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
____________________________________________________________________________________________ 
         Grand Total 
____________________________________________________________________________________________       

DECLARATION TO BE SIGNED BY THE GOVT. SERVANT 
 I hereby declare that the particulars furnished above are true and correct to the best of my knowledge 
and belief. 
 

Full signature of the Govt. Servant 
 

 Certified that I, …………………………………………..employed in the O/o the A.G.(A&E),Haryana Chandigarh 
have not been availing medical allowance in lieu of my self and family/my spouse/spouse and other family 
members from any other source(s). 
 
 

Full signature of the Govt. Servant 
 
Forwarded to Admn. II  section for necessary action. 
 

 Assistant   Accounts   Officer 
Scrutinized and passed for Rs. _______________ 
          
 
 
 
                                                            Sr. A.O./ A.O. 



OFFICE OF THE  ACCOUNTANT GENERAL (A&E), HARYANA CHANDIGARH 
 

FORM OF ESSENTIALITY TO BE GIVEN BY THE PRIVATE  MEDICAL  PRACTIONER 
 
 I certify that Mr./Ms./Mrs. (Name of Patient) ________________________________________ 

Son /Daughter/Wife/husband of Shri ____________________________________________________ 
                                                                             (Write ‘Self’ if the employee himself/herself is patient) 
who is employed in the office of the A.G.(A&E) Haryana, Chandigarh has been under my treatment  from 

________________________  to  _________________________and he/she was suffering from  

____________________________________. 

 The under mentioned medicines prescribed by me in this connection were essential for 

recovery/prevention of serious deterioration in the condition of the patient. The medicines do not 

include proprietary preparations for which cheaper substances of equal value are available nor 

preparations which are primary foods, toilets or disinfectants. 

I have charged Rs._____________________________________________________ for consultation  

__________________________________________________________________ (Date to be given) and Rs. 

___________________________on account of injection IM/IV/SC administered. 

Sl.No.  Medicine (in capital letter)     Amount 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

I have referred the patient to _____________________________________ for X-Ray, Lab Tests 

etc. for which expenditure of Rs. ______________________________________was incurred. 

 
 
 

        Signature of the Doctor 
          His medical qualification 

  With Regn. No. 
  Medical College with 

                                                                                                                                      Which registered  ___________ 
 



 



 



 



 



 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 


