OFFICE OF THE PRINCIPAL ACCOUTANT GENERAL(AU-II) KERALA,
THIRUVANANTHAPURAM

PROFORMA FOR CGHS

1. Name of the Government Servant
2. Employee ID No.
3. Designation

4. Residential address

5. Whether contributing / already contributed:

6. Whether opting out / already opted out of
the scheme and reasons thereof

SIGNATURE WITH DATE

AG(I)/Entt Dated
To,

AAO/Bills for effecting recovery for CGHS from the salary of

Sr. Audit Officer/Entt.



1.

5.

CENTRAL GOVERNMENT HEALTH SCHEME

e T 1 aferef

MEDICAL REIMBURSEMENT CLAIM FORM

(7= #1E 9r® B g2 Hedi § 99 A1)

Fr.9. o ()
Form- MRC ()
(Frama F¥mE 2 )

(For serving employees)

(TO be filled up by Principal Card holder in BLOCK LETTER)

(%) g3 41 57 UF U &S 4vF &AM, TETH
Name of the Principal CGHS Card Holder/Desgn.

(@) A1 UG UH AT 9T O3S S .
CGHS Ben ID No.

(T)  FFETT BIE A -
Employee Code No.

(7) a2 &®art - Fatl/ 3 e/ A
Ward Entitlement - Pvt./ Semi - Pvt./ General

(@) T
Full Address

(%) WrEEd q. Ud 3- 6 A, g B A
Mobile/ Telephone No. and e-mail address, if any

(®) T & M
Patient’s Name

(@) r1 &0 A1 S U9 UF ATHEn A 31 A .
Patient’s CGHS Ben ID No.

(M) N UE T g FE 9NE & A I & A
Relationship with the Principal CGHS card holder

el fafeen ar A/ F7aE 39 A/
TEIeE J2F [ SHTAT Hw2T &1 9 g 9

Name & address of the hospital / diagnostic center/
imaging center/where treatment is taken or test done

Al il 0d T & e qdEE & [

Whether the hospital/ diagnostic/ imaging center
is empaneled under CGHS

Afche e Toe afergfed &1 aran feman T

Treatment for which reimbursement claimed



(#)

F1 41 2 Fafeen/ Sig g aftam

OPD Treatment / Test & investigation

(@) = fafde

6.

(®)
(@)
(M

Indoor Tratment

71 fafeen mﬁﬁmwm

Whether tratment was taken in emergency

o R 3 o O gt o o

Whether prior permission was taken for the treatment

Eﬂc

e
23, 24 23

'aﬁf-"-‘lt-

71 %15 T / fafeen g a7 92 %, 99 9,
T &Ta1 &1 T2 a0 T

Whether subscribing to any health /medical insurance
scheme, if yes, amount claimed / received

foa o fuferear sfim & fee, @2 a8 %,

Details of Medical Advance taken, if any

ard @l g e T
Total amount claimed
37 4T =1 fafeen

OPD Treatment
Indoor Treatment
g g gitEm

Test & investigation

I 11 1 S OORO E i 1 || 1 PO
Name of the Bank......ccoooovveeoiiiieeciieeeeeeeceeeeeeeee SBA/C. NO. e e

STET TH 38 AT 3T B2 G (R B 0 A
Branch MICR code .....oovveiiiviiiiiieieeeeee e [FSC Code ccocoeeeeeeeereeeeeeeraeenn

YU /DECLARATION

§ T =JI9 HAT & [ HI AFSHAT v fasam & sEm e

T A A A B AN A e & fafeen @d germ mn ® @8 qft @

W OHA B W O AT O UF UH @ 0 E A A o v uw @ Rafeen
o 3 o | % o & AR uf, 3 e ¥, 3 wew £ |

I hereby declare that the statements made in the application are true to the best of my

knowledge and belief and the person for whom medical expenses were incurred is wholly

depended on me. I am CGHS beneficiary and the CGHS card was valid at the time of
treatment. I agree for the reimbursement as is admissible under the rules.

g
T
@

Signature of the Principal CGHS card holder
9 A 3 U9 U $IE 4TE & g



Aol U T 29 599 / Documents to be attached

I &Ml & A1 57 U4 0T B1E B 9 & q19 & A o 0F U HiE
Photocopy of the cards of the employee along with the patient’s CGHS card.
HHf © @ 9, 3 B A
Copy of permission letter,if any
3. A TH O (), S @ Rt §
Emergency certificate (original), in case of emergency.
4. TEw #faa & it |
Copy of the discharge summary.
5. UEWH T 9 (), i B A
Ambulance Certificate (original), if any
6. Uil T & a1 &g 4@ faw/ &9 i/ s i
Original bills/ cash memo/vouchers etc. for the reimbursement amount
claimed

rJ

FeAY0f / IMPORTANT
Fud @l feferfiad e / @ any & wEe R e |

Kindly ensure to provide the following information/documents, wherever applicable

() zvudm /| =Ewifes f=r/ g dr ((uam T feem, e @1 P
T AT AT Ad B &7 TG G 7R ) & 919 F 9% A9 A
T 7 gfeh fAgf Ay i g uf sig & o sepiea 9@ o ow o
i & FAT P e A E |
Obtain Break up of investigation from the hospital/ diagnostic center/imaging
center (details and rates of individual tests and the exact number of tests, X-ray
films, etc.) as the reimbursable amount is calculated as per approved CGHS rates
per test

(@) o 9wl & @M &l P, e [ & SEn o o wEd e ae e |
fereti a1 arefl afevall o Fafere @7 72 2y / fados & wenfve srad |

In case of loss of original papers, Affidavits as per Annexure [ to be submitted.
All photocopies of the bills to be attached by the treating doctor/specialist.

(1) @ ure @ 5 & Pafd 5, dee [ % Sgam a9 o 9 ud iy
2 & A1 H A A E |

In case of death of the card holder, Affidavits as per Annexure 1l to be filled and
attached to claim reimbursement.

() e & foufey i, 2wie 9 @9 we & A R 31 496 SE & A1 S
P e |

In case of implants, Invoice No. along with sticker with serial number of the
implant to be attached



(z) @ S=a @ R §, S $ WP T8 & A 6 A |

In case of Coronary Stents, outer pouch of stents is to be enclosed.

(@) W!aﬁﬁréaﬁ%@rmﬁﬁrﬁaﬁﬁ,%ﬁaﬁfmﬁwlﬁﬁré
& a3 YN O @l Ui I Her o A E |

In case of Coronary Stents, outer pouch of stents is to be enclosed.

e A1 1 T U T P R UF S A € | e faemn s &
o A B AT BUW @ fuf § A S o9 o #1E  H AR aies
Frar O &1 T AGA B | HAvA FEEN & AWG § St AN S
A |

Note : Misuse of CGHS facilities is a criminal offence. Penal action including

cancellation of CGHS card may be taken in case of willful suppression of facts or
submission of false statements. suitable disciplinary action shall be taken in case of

serving employees.



fa. 104

MED-104
THIOT 95 (@)
Certificate ‘B’
(7 ofirai & a7 w2 A f92 3 & e sregare & wdt fear e )
(To be completed in the case of patients who are admitted to hospital for treatment)
A Frgar /=)
FA oett/gE/ g 4
&1 &g T g |
Cartificaterantacite Mes: I IVISS s i s o o T e T T B T SN B T s B b it s
wife/son/daughter Of Mr.......ocooiiioiii e employed inthe. ...
T (%)
PART ‘A’
(areqarer § I0it % ot fafsbe st g ewane fpw oo )
(To be signed by the Medical officer-in-charge of the case at the hospital)
g, =t T0% G YT &2 §
by Dl ssmmsmmmmnsmrsnsmmmoms sansmmeanmnmssnss sossanennnbed S S B O AR O T AT S hereby certify :-
() o 20t Bt A% qamst % qUHSl T TR § 9l fhdr waT 91
(Fafre sferdr &1 =)
(a) That the patient was admitted to hospital on My 8dViCe Of ..o
(Name of Medical Officer)
@ W ga & o q
e & afiT o5 g6 ddy A 41 T Prefata siud T #1 ewd § gar an % fogidR €9 8 @ e @ 9 & g sifard o, 3
1ot AT § WEde T @ 39 @& fog

(3TEqcTe a1 ATH)
w21 A8 @ Tl S SEH 4 g (UwrEd) i enfie FE & R fg gEe i 9 & aet 3o ouwed & | 7 € d ahT |l ged @,
9T AT Sreran = T & |
(b) That the patient has been under treatment @t ...
and that 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 inthe ... for
(name of the hospilal)

supply to private patients and do not include proprietary preparations for which cheaper substance of equal therapeutic value are

available nor preparations which are primarily food, toilets or disinfectants.



2 MED-104

Name of Medicines Price Name of Medicines Price
1 7
> 8.
3 9.
4 10.
5 11.
6 12.
() o R o SqasT TmermaT ar ARy % forg @8 4 |
(c) That the injections administered were/were not for Immunising or prophylactic purposes.
(@) fe 7t & Al gfar &R q
% HY AN H 2/ |
(d) That the patient is/was suffering from.........coooiiiiiii and is/was under my treatment
FrO M s mavas s s B R R R S S PO comvisinssaimmsta v s s T e
(2) o o wem?, o oTen S anfe & feg U G fHU T 4 T a9vas
q 3 4 7 gaE 9 ¥ fou w9 |
(3TeqcTer AT TEITSTET 2Bl A7)
(e) That the X-Ray, laboratory tests, etc., for which an expenditure of RS......coociiiiiiiiiiiii was

incurred were necessary and were undertaken on my advice at.......ccooiiiiiiiiiiiiiinn
(Name of the hospital or laboratory)

(@) f 95 I = fasw wwmst & foo sh F qTF 9 o9r

3 &1 At & e gumafia

(19 & e genEAE ik afbard 0 am)

AF9aE SFHIET U HY fordn T4 a1 |

®)

That | referred the PAIENT IO D ... ...ttt e e e e e et e e e et e e e et e e e s e ee bt be e et bbb e e e sa e e e e eeaaaeeans for specialist

consultation and that the necessary approval of the...... R A D SR B B 0 S H B S SN TR RS SR

(Name of the Chief Administrative Medical Officer of the State)

............................. as required under the rules was obtained.

FrEgdra | O & aurd) i siftrerdl &
EEATET AT 9EAH

Signature and Designation of the Medical Officer-in
Charge of the case at the hospital



HIT (F)
PART 'B’

% it e & fb I 3@ & g SR § 8T & oY foh fasiy
afaemet @ o Harst & fog 94 @d Ry My 4,
3y e fae qun o, @ Al o Eiad B O F/TER B H w0 @ F T o ferg stfard 41 |

| certify that the patient has been under treatment at the

Hospital and that the services of the special nurses, for which an expenditure of Rs..........c.cccconiiiins

was incurred, vide bills and receipts attached, were essential for the recovery/prevention of serious deterioration
in the condition of the patient.

reqarel | IM & T fafher Sl & e
Signature of the Medical Officer-in-Charge of the
case at the hospital

| | B
COUNTERSIGNED
Terfesear arsiieieh/Medical superintendent
Idre/ Hospital
§ yeiftre @ear € fob gane & fdg I § vel £ oY fb o

S gl & € & T & geret & forg sfard Jgdn gleend 4 |
| certify that the patient has been under treatment at the ...
hospital and that the facilities provided were the minimum which were essential for the patient’s treatment.

WU JPHECOL. . coimsvmmarsiss ibsmsammmamesunengencs  © SOEEREsss s s

3Teet/Hospital

Rista sam 2 : - ST SHIOT-OF ] A & 9 @12 Gy aH ey | gHoras (&) cifyaTd 2 i ae et are § e sferery & s
ST @R |

N.B.: - Certificates not applicable should be struck off. Certificate ‘D' is compulsory and must be filled in by
Medical Officer in all cases.

Letterprint, P.O. Box-2332, Mumbai - 400 002, Tel: 22013123- 22019180 Fax: 22059539,sales @|letterprint.co.in




wHars wee & - 106
Sy. Spl. K - 106

T HEOE6R (AT T A.A.9.) F HEET, B,
e

OFFICE OF THE PRINCIPAL ACCOUNTANT GENERAL (AUDIT-IT),
KERALA, THIRUVANANTHAPURAM
Fre-EX At % AT ST - ST T T WA HEAT AT | HY WH-H1E 3R T
Rt | =feq
NB: Separate form should be used for each patient, The form should be filled in
nearly and legibly.
1. (F) WEHR FHAR F T 3R 98T
o1 519 31 7PT | 9% i R @
/T & AR FHARY FT A |

(a) Name of the Govt. Servant together
with designation and section in which
he/she is working and pay drawn.

(@) faarfed & a1 =1 Afg o faafea &
A T ST Tl IWHT Tt AR
H @Y/ €1 A & o FEea
1AM

(b)  Whether married or not, if married
whether wife/husband is employed
and the office of employment.

(m) T e W At AR e, 9wl @
frhea wearl sfeel @it e
THRI Aol ©R 375 Ft |

(c) Distance from the place where the

patient fell ill to the nearest Co-
operative Medical Store or Govt.
Medical Store etc.

2. 0T & A F I IR IH T
1 el 98 SER g3
Residential address and the place at which
the patient fell ill.

3. M &1 A 3R SR FHER &
IGHT GIY (=41 & e | 39 o ford)

Name of the patient and his/her relationship

with the Govt. servant (in the case of chil-
dren state age also)



4. T <RT A 3R Sfrardar yao- | R .
T 3o STER SR fafhe oiv 3T
JEm |

Name of the disease and period of medical
attendance and treatment as given in the
essentiality certificate.

T I W 9T I & BIEH T AHAT H TAW & A0
‘A’ FOR TREATMENT OTHER THAN ASIN-PATIENT IN HOSPITAL

5. WiTeahd S 3 M, T 3R 5 3ramarer
q 9% GE € 3G ST B AW |

Name of the authorised Medical attendant,
designation and hospital to which attached.

6. WITHgh ST i fear mar o
Fees paid to Authorised Medical Attendant

AR Tty
Date Amount
(i) SR GoTE S GEA IR AR HY
& gaw | 5 o

(i)  No. & date of consultation indicating
fees paid for each consultation.

(i) TP T S I &, ARG 3R
Ioh

(ii) No. of injections administered with
dates and fees.

1. TH. 58RI / M. injections on
2. U 99 / LV injections on

FeT [oeh / Fees paid total
(THI9T-9 ‘% § Fardt T 3R Wi F T g4l |IE 3Ry § gaqreit H1 =h)

(Medicines prescribed and included in Certificate ‘A’ Details of medicines in block letters)

foe & 3R wﬁﬁqmw a3t &% A (|16 e =,
Tl

”E 9 mﬂ)f ﬁ) aﬁ-( @ﬁﬁ Tlé Amount Rs.
Bill No. Name and address of T41 T HE)
and date the Medical shop Name of medicines

(in block letters) and
quantity purchased




7. e ® B IREM & fTC THOT-TH
‘® # e fafevor fafeen ok s
Taferead:

Radiology and other tests included in

Certificate ‘A’ for payment Rs.
&/ Rs.

1. (W &l e v aida)

(No. and date of Receipt)

8. 34 TR (S & weerg wur o7fs)

Other charges (such as ambulance
charges etc)

T W Wi WA F TG H JAAA FAT WA
‘B’ TO BE FILLED IN THE CASE OF TREATENT AS IN PATIENT IN HOSPITAL
9. AT I TEE §. 3N ar@, o, oivF, T, 37 TR
Hospital Receipt No. and date, rent, Diet, Stoppages, other charges

faa 9 3R wﬁgﬁw:ﬂu g3l & 9 (9% I =.
T

CIRALES 31eR ) 3R @RI T Amount Rs.
Bill No. Name and address of 241 i {ET)
and date the Medical shop Name of medicines

(in block letters) and
quantity purchased

HFHA AT (F + @) € / Gross Total (A+B) Rs
WEHRT FUAET FRT) TR "ot
DECLARATION TO BE SIGNED (ON FULLY BY THE GOVT. SERVANT)
F aifta wtar § 6 39 wed-u | g man sam B e R fava &
IR 3% & 3R Frw =tfe ¥ fafrcn =g R T & 92 Tia: | SW et #)

I hereby declare that the statements in this application are true to the best of my

knowledge and belief and that the person for whom medical expenses were incurred is
wholly depended upon me. -

WHR AR & feifea s&anr

Dated signature of the Govt. Servant



(fak Tt &= & o)
(FOR OFFICIAL USE ONLY)

E= 1151 0= 1 B 1« SO "I w Uy fwa

Scretinised and PASSEd RS.....c..uuiisismsisssssunssimenesnonssssrasmmnsnssossensnssnsnasonsstsassanessastorassns

SrErlen Ry () IT-TRAEFR (W9m) Y HETAETHR

A.O (Admn) D.A.G (Admn) Prl AG



fafepcar - 97 /1 MED - 97

I weard ardial aur o uRar ) seedl ol el / a1 e W gu sEedl @dl A @ gdl @ @l SNde-uT
Form of applications for claiming refund of medical expenses Incurred in connection with Medical
attendence and / or treatment of Central Government servants and their families

ey AU - g¢ 0 & fom sem @i ww @En anien /N.B.-Separate form should be used for each patient

1.  wTE HHEH] & AR R 9e (|1 Aa4T H)

Name and designation of the Government servant (in block letters)
(i) faifea | @fgariza / Whether Married / Unmarried
(i) enw faafea @ ot afw /| ofcr @& FwEiea & g

If married the Place where Wife / Husband is employed

2. Fpm smiem d wm @ @ 2 [ Office in which employed.

3. anaﬂaaﬁwﬁiﬁéﬁaaﬁéﬁnéqﬁﬁw%awmrﬁmﬁmw,qﬁamaﬁmﬁmﬁﬁﬁmﬁﬁmm
affeu / Pay of the Government servant as defined in the Fundamental Rules and any other emoluments which
should be shown separately.

4. a0 @ = [ Place of duty.

5. Fam = aratas gar / Actual residential address

6. 70T @ AW ST FYEEl FHAR] A IHS! | SHEH HAY
Name of the patient and his / her relationship to the Government servant
e AU - 4t AR aea @ 1wl 39 o feedl s / NLB.- In the case of children state age also.

7. I fem e a¢ faaw g=1 / Place at which the patient fell ill

. @9 @1 @9 @1 = / Details of the amount claimed —

L =@l aftagl / MEDICAL ATTENDANCE —

(i) FefiEa Tl & PRy #a gq wmy $1 % / Fees for consultation Indicating —

(@) P Rafpen sfued) & gyl fom g, Sl AT ST UT d°1 39 SHAE A1 SUHerd & AW fAad ge sl Haw 2 |

(a) the name and designation of the medical officer consulted and the hospital or dispensary to which attached.

(=) Fpaell are @i fpa-foe adra @ gomgd R T s e gl & ferg el o & g €

(b) the number and dates of consultations and fees paid for each consultation.

(m Feaem ggai 9 e aridi &1 @l @ik & 42 % fou faadl e 30 99 |

(c) the number and dates of Injections and the fee paid for each Injection.

(@) a wmel Y ) a1 gFal srea H Al w1 fafwen sfuwdl & awwmgd 4 9 @ 00 & FEE e a |

(d) whether consultation and / or Injections were held at the hospital, at the consulting room of the medical
officer or at the residence of the patient.

(i) @ @ Frem wed e feg e R, Reamy-denfs, fafem-denfas e 03 & gay ufvem &0 @d fafEg g ffaiEa
AT FAAEY —
Charges for pathological, bacteriological, radiological or other similar test undertaken during diagnosis
indicating—

() ST A1 SEIIIE F AN Ael GfiEn gy e

(d) the name of the hospital or laboratory where the tests were undertaken during diagnosis indicating —

(@)méqﬁ&ﬁﬂqﬁqﬁ%ﬁﬁnqﬁmzﬁwmmuﬁﬁaﬁmmm—qawéﬁuqu

(b) whether the tests were undertaken on the advice of the authorised medical attendant, if so, a certificate
to that effect should be attached.

M awr & @dd W s F e

(c) costs of medicines purchased from the market
(garaii @t g, THE-OH S FAIEHA TH-0F T )
(List cf medicines, cash memos & the essentiality certificates should be attached.)

Il.  sreael sa | HOSPITAL TREATMENT O
smars @ @m | Name of the hospital
A s & ad-FrariiEd =l &1 s e HifFm —

Charges for Hospital treatment indicating separately the charges for —

(i) om™E & / Accommodation o .
(ﬁﬁéﬁﬁwrwmmﬁaﬁ%aﬁmiﬂm%ﬁmimamafa:{ﬂmmammaﬂqaﬁwm—qaaﬁsm
m&am{éxmmﬁrﬂaﬁaﬁﬁmﬂmwmﬁmaﬁml) _

(State whether it was according to the status or pay of the Government servant and in cases where the
accommodation is higher than the status of the Government servant a certificate should be attached to
the effect that the accommodation to which he was entitled was not available)

(i) 7uw / Diet ..o

(iii) sewafmar A1 sEdl g A g3y
Surgical operating or medical treatment or confinment

(iv) fagfadsife Rardsts, fafepeor-denfaas a1 o aizaor 78 :m-‘l A Jaws A
Pathological, bacteriological, radiological or other similar test indicating—



(31)  STEETE AT SEITISTET B AW e gdieer gu |
(a) the name of the hospital or laboratory at which tests undertaken.

~

(@) @ & afem FwEaR fafeen sfbsdl @ gae 4 sedm d go ? e @ Al ga ey @ o "y @

(b) Whether tests undertaken on the advice of the medical officer in charge of the case at the

hospital. If so a certificate to that effect should be attached.

zam / Medicines

91y zard / Special medicines ......o..eeeeeeeeee.

(Tarsi @ gE s 9 i SFerEegddl THOE Hoamg )

(List of medicines, cash memos and the essentiality certificate should be attached)

(vii) #Ammrm g=gai/Ordinary nursing ....................

(viii) faeia o=l gl Il & fau [@o9 &9 4 a9 ang 78 | 97 ol @ o i A9 dmE 0 S9% o s 0 ogge s
Fafdeen a7 dqare &1 41 91 v dar fAidwen 3 i @ mdar oy Frgaa @1 | 92d g Rl i gv s
faferear atfasrdl @l gum-us 519 d§ @ JE aifee e ooy Miecr-afuas & afdetdsy o e |
Special nursing i.e. nurses specially engaged for the patient. State whether they were employed on the
advice of the medical officer-in-charge of the case at the hospital or the request of the Government
servant or patient. In the former case a certificate from the medical officer-in-charge of the case
countersigned by the Medical Superintendent of the hospital should be attached.

(ix) wgem =d (Fe & ®e aF 0 & F T o)

Ambulance charge (State the journey - to and from undertaking)

(X) &% ga¢ =d g faerel &1 A9El, dml E2e, ddMEa i & oad | g o o e a4 glgud garoEn o @ afeh & 8
| WA e | B B 1 a3 M el A 1 e T i ) ol
Any other charges e.g. charges of electric light, fan, heater, air-conditioning etc. State also whether the
facilities normally provided to all patients and no choice was left to the patient.

(feuafdrai 9. 3fd e W= A1 fafwew aimal FammEe 993¢ % Fom 3 (s 3 anp & A1 one =2q Ay (g, &, 993¢)
% HTHR AW FAd qar (Ao aiegdl) FEEEel 5% & FEE 9 & (a9 G A uAL) (U U) ®ed 9%%¥) & SR
qfg el FRETH] BAE] & (A e 97 @ g3 &1 d1 36 @R § o gq il & senid e fafwean afvame @
gHIT-9S H1Y A |

Notes :1. If the treatment was received by the Government servant at his residence under rule 3 of the secretary

of States Service (M.A.) Rule 1938 or rule of the C.S. (M.A.) Rules 1944 give particulars of such
treatment and attach a certificate from the authorised medical attendant as required by these rules.
3. At g manl s & el B SR W gen & Al SHE aydd [MeRm § SR mifiepa [imeaiiane & 3w ameE
F UHM-UH & [ erdfed 2o #1 earer (R Feeas MR O H A8 &1 dehdl 41 |
2. If treatment was received at a hospital other than a Government Hospital necessary details and the
certificate of the authorised medical attendant that the requisite treatment was not available in any
nearest Government Hospital should be furnished.

Hl. faghws & gemst / CONSULTATION WITH SPECIALIST —

e fafhe-afvaris & afafiaa fEl o fadus o fafeen afbmd & awms &9 % fog @ 7 @m dJR AJm o

arw aaens @ | / Fees paid to a specialist or a medical officer other than the authorised medical
attendant indicating — ‘

@) ou fagus @ faiEen atawR & am e qumet feEn ma E AR e fagus W ihed-aiemey B srmae 8 ddtad #

(a) The name and designation of the specialist or medical officer consulted and the hospital to which attached.

(@) fpaer aw fEa-fea arfiei @1 aemel femn man ei? & wm & fag faed wim 4 g |

(b) Number and dates of consultation and the fees charged for each consultation.

() @ o sty a1 RiEer-alumd & ot wa d frn o, ewadie § stean a & P av |

(c) Whether consultation was held at the hospital, at the consulting room of the specialist or medical
officer or at the residence of the patient.

() o fasius a1 RafFe-siuE #1 qere sfugd Rieaiars w8 @ g @ e Fn v & g e
i) &Y qF =g g fou o e ol 1E 4v | A @ Al gk frg s @y |

(d) Whether the specialist or medical officer was consulted on the advice of the authorised medical
attendant and the prior approval of the Chief Administrative Medical Officer of the State was
obtained. If so, a certificate to that effect should be attached.

T

9. @ fadl s=wifer @0 @rn @ /Total amount claimed HARS. oo
O, ..oommemessssimigisrassiaiss @1 ferar T @i w9 gZre/Less advance taken on FIRS. e enaeens
TIRS. cusscissnanmmaasises

11. z@ % 5« r#7/Net amount claimed

12. #e= 9=t &1 gar/List of enclosures BIRS, comsnpeasmmmaaisinna

=6 Hlqo oY A@vaNl @Harl ewe? & / DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVANT
ﬁaﬁﬁﬁméfiﬁgﬂma&m-wﬁﬁmtmrmﬁﬁawwrﬁaﬁz'ﬁxsaméamwﬁm%@@mmwﬁmmm
T 2, @ i W F9e ity # /| hereby declare that the statements in the application are true to the best of
my knowledge and belief and that the person for whom medical expenses were incurred is wholly

dependent upon me.

Wﬁmﬂémahmﬁﬂﬁaaaﬁﬁwmél

Signature of the Government Servant and Office to which attached

arfia/Date



d . 903- & | Med. 103-A
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Certificate granted to Mrs. / Mr. / Miss
Wife / Son / Daughter of Shri / Smt

AT 99 ‘e’ /| CERTIFICATE *A°
(@7 ATl & Amel § w9 e gea & fore sreare F et 7 R T el

[To be completed in the case of patients who are not admitted to hospital for treatment]

3% EWT YA wedr & |

hereby certify :-

(a)

(@)

(b)

(m)
(c)

(d)

BF A7 oo wmel @er J/A0T & FEm e W (airE @A) T
Ml & feu Fud gvifva T @i ama T |

that | charged and received Rs. for

consultation on at my consulting room / at the residence of the patient.
(Dates to be given)

RE &7 oo wrmef @er | AT & Fam wm w @RE § ) &l
a1 Uell/eTaead SHE9H a9 & [l wug g f e o fa |

that | charged and received Rs for

administering intra-venous/intra-muscular/sub-cutaneous injections on

at my consulting room/ at the residence of the patient.

(Dates to be given)
fop fu Tu geige™ e ar A R % fg /e o |
that the injection administered were/were not for immunising or prophylactic purposes.

foF 0T &1 ga A H/AY qemet we °§ gen €, o [ 3| "aw 7 W Ew

J@ A 4w FelatEa sfigy I B e F 9% B TR B9 d EE B H U & g sier 41 1 g
Cijjet) Reee o1 e 1 A o1 e B BT TG L A R G D i | o | E s L G B T

(3T @1 AT)
(o) A enfer 48 & R fou aam fafemr @9 & A% ger Suae €, 9 € d A1 Sl gedk @ YR
AT arerEr FRHETS § |

that the patient has been under treatment at hospital / my
consulting room and that the undermentioned medicines prescribed by me in this connection
were essential of the recovery/ prevention of serious deterioration in the condition of the patient.
The medicines are notstocked in the (name of the hospital).—
for the supply to private patients and do not include proprietary preparations for which cheaper
substancs of equal therapeutic value disinfectants.

&, 1.
Sr. No.

aftaen & AW HHd

Name of Medicines Price

g AW N

(%.9.3 /P.T.O.
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Sr. No. Name of Medicines Price
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9
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() & am T difza g/ q

% HY 3T H /e |
(e) that the patient is /was suffering from

is /lwas under my treatment from to

@) Il & T qF Sgar Fes feer 1 0F g4 |

(f) that the patient is/was not given prenatal or post-natal treatment.

®) & o9 uea?, wEmemer s o % o U4 T Y ¥ dEead o
A 7Y gaE q T T g

(STEare ar Tl Al AH)
(g) that the X-ray, laboratory test, etc. for which an expenditure fo Rs.

was incurred were necessary and were undertaken on my advice at
(Name of the hospital of laboratory)

@) 6 & W @ s wmet & fog st ¥ rg T 97 o
& (T & e yemAt e et & Am)

& AR TS SEead ARG U ¢ forar Ty an |
(h) that | referred the patient to Dr. for specialist

consultation and that the necessary approval of the
Name of the Chief Administrative Medical Officer)

as required under the rules was obtained.

@) [ I F ST § VEAT A Al °I/E9TH AT |
(i) that the patient did not require / required hospitalisation.

arfra ferfebenT ifeapldT & eFmer S Uem Ju1 3|
sraara/fafearea & T ed g8 g9y & |
Date Signature & Designation of the Medical Officer and the

Hospital/ Dispensary to which attached.

felT & & - S oo @ A S 4 @ RY 99 gl | awras (@) ¢ eiw Rl s o ms aet
H M ST 9y |
N.B. - Certificate not applicable should be struck off. Certificate(s) is compulsory and must be filled
in by the Medical Officer in all cases.
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YT AFTAEER (. I-11) & FTad, e, favaadaws
OFFICE OF THE PRINCIPAL ACCOUNTANT GENERAL (AU-II). KERALA,
THIRUVANANTHAPURAM

¥ 2024 ¥ e sufaar gAr-99
DEPENDENCY CERTIFICATE FOR THE YEAR — 2024

. wrﬂanﬁama?r;rm,qaamwaﬂﬁm

Name, Designation and section of the
Government servant

I (o) a1 RQarfea § & sfaariea

Whether married or unmarried

(b) AT TaTfea g ar sare &6 afd/gea Aafaa &
3R 3R T @1 At Alehdr &1 0 faaror

If married, state whether spouse is
employed and if so the full details of
employment

(c) T/ Uit Al foraiTaret g1 it o Egerc o

T T I /

If both husband and wife are
employed whether joint declaration
has been furnished.

11 3nfaa ATar-Tar, aga, favar ag=, faear gt /
ATaTToreT HISAT, TTE IS 8 AT 379 JUT Il & fqaxor |
afe; Arar a1 frar Shfad 71 g1 a1 I8 aeg aarv |
I g/ G AT g ar g / O fanfed g a7 qe s

gdme /

Details of dependant parents, sisters, widowed sisters, widowed.
daughters/ minor brothers, if any and children.
If father or mother is not alive that fact may be stated.
If son/daughter is employed or son/ daughter are married,
that fact may also be stated.



HAF.
Sl. No.

AT / Name e / SeH arfas & | Ifg g Erar

Relationship | f3far T T oy oY 377 =,
DOB Monthly Source of | If Pensioner,
Income Income PPO No.

IV.  39Ued 33T &1 TR AEE 9d1

Permanent residential address of the
above dependents

V. fFg T ¥ TSR FHART / 37 IRAR & T
ﬁmﬂm@ﬁm@ﬁﬁﬁg/Datc from which the

dependants have been staying with the Govt. servant/
his family ¢

VI SR SR S A& gar

Residential address of Govt. servant

90T / Declaration:-

# vaggany wAfoId )/ A g & FW Sfedtad a2 F@ & IR A Far/fay

HAT IREAR T & T2 / IRAR 92T (S 9] 61 39 1T &) & HIY-H/Y TqAT, X 9,000/~ H

T T OR FETS Ted 1 U A @l Gial & 319 29,000/ T A & 3170 o7gT ¢ AR
3 T &9 A {3 W AWK |

| do hereby solemnly certify that the facts mentioned above are true and that the income from all

sources including pension/ family pension of my parents/ dependant family member (strike out
whichever is not applicable) does not exceed X 9,000/- pm plus amount of the dearness relief on the
basic pension of X 9,000/- and they are wholly dependent upon me.

TUTT / Place: TIHRT HTHRT & gEaei
feaTie / Date: (Signature of Government Official)



