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Form of application for claiming refund of medical expenses incurred in connection with medical treatment

&= QT &R I & oAU STeRT B W_T ST 91y
N.B. Separate form should be used for each patient
1. N HHA & AW R uE (AT R #H)

Name and designation of the Govt. Servant (in block letters)

i) w1 faarfea srerar arfyanfza &

Whether married or Unmarried

i) ofe faarfza & o ofy/oeh o2 edaR w §
If married the place where wife/husband is employed
, 5| sRIed § M BR @ T ;TR YeET U9 |HaRT R Wi sree SRR
Office in which employed National Institute of Research on Jute & Allied Fibre Technology
3. oy el # oqqd ot @ g wRum & ergaR
IAE FHAR B Jq9 AR o= BIs uRafeat &
I7T 3fer ¥ fa@mn S =@y |

Pay of the Govt. Servant as define in the Fundamental Rules,
and any other emoluments. Which should be shown separately.

PR CaUEa RS S| D I vewd Ud wHal Xen Srenfety s dRen
Place of duty National Institute of Research on Jute & Allied Fibre Technology

5 T @1 arafas ga

Actual residential Address

6. BT M SR WHR FHAR A ISP e

Name of the patient and his/her relationship to the Govt.
Servant

I GUBEZ RIS IR S|
Place at which the patient fell ill

g, T Bl BH BT &R

Details of the amount claimed

I graest uR=ai  MEDICALATTENDANCE

®) o fafecn oo 3 wEe forn W ®, S|er M
AFEAr iR UG T SW IRUATA AT INWETSd W A
e 93 I g ¢ |

3 The name, qualifications and designation of the Medical

Officer consulted and the hospital or dispensary to which
attached.

@) fean IR R Fa-fra T & wmEY form T 3R
W WY & foy fra-fpa o & 8 2 |

b) The number and dates of consultations and the fee paid for
each consultations.

M) e ggai fha-fee alal B o ek 'R gg @ forw
fpat B T Tt |

©)  The number & dates of injections and fee paid for each
consultations.

) w1 WREY AR/ gEAT sRuard H et s a1 At
AP & WY HeT F T I B O W )

©)  Whether consultations and/or Injections were had at the
hospital, at the consulting room of the medical officer or at the
residence of the patient.

IL rf &1 Fem o= 999 {6y 10 Al aefve, Shar)
e, fafesor daifie ofk T8 & Ay wde &1 w4
% forg FrefaRad ar aaey

Charge for pathological, bactrological or other similar tastes
undertaken during diagnosis indicating

F)  IRUAT IT FATTLEAT BT A1 STl YTl §Y §

a) The name of hospital or laboratory whether the tests were
undertaken

W) T W miRgd Rfeen oRere @ daw ) e
Ife B oY SABT THIT T SHSD AN Y

b)  Whether the tasts were undertaken on advice of the authorized
medical attendance. If so a certificate to that effect should be
attached.
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2)

M AR G RS T el @ qen  ((Sarsl B g,

c) Cost of medicines purchased from the market (List of
medicines : cash memo and the essentiality certificates should
be attached) .

1 fadwst ¥ Rt CONSULTATION WITH SPECIALIST

e e TReRe & sifaRad el ok favme
fafrear e &1 Wl o & fog & T v

Fees paid to a specialist or a Medical Officer other than the
authorized medical attendant.

®) 39 fmg a1 fafeen afeR &1 W e wEe
form iR wE fRwg o fafrer e fa
IR | HEfT ¥ |

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

@) fHan IR R FA-fp IRl & WY form T 3R
WWREY & foy fra B & T8 |

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

M R WEY fRe ur Rifea Ao © wHe we #
foram T/ o, Tt § 3rerar M B A )

©)  Whether consultation was had at the hospital at the consulting
room of the specialist or medical officer or at the residence of
the patient.

m T fRvg @ e affen @ Jdw wmeea
fafrer tRERe & W I o ff iR &= w © T
e it e @ g WpRl sad forg e
FR Al T ot | AR A S forg TR e |

d)  Wheather the specialist or Medical Officer was consulted on
the advice of the A.M.A. 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.

b)

9y P fepertt ey et < &

Total amount claimed

List of enclosures

1 w@d: golat & oy Afs B g off A1 9D rafy

Period of leave availed, if any, in case of self treatment

T Y0 R AYhHRN! HHANI S8R © DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVENT

d awon FRar § 59w w3 A R T awum A e 3R fava & srgaR 9 § ok R afdd & e
e =g by 1 8, a8 quid: AR R o € |

T fopan orar ® fF A% A/ o 3R Wy e § iR 9 Ui AR SR SN B | @ o L % 7 |
g ff yifor foan S B 6 drvfed Wl SWa HAie -5 W Ry U A% oA ¥ 6 fherier & oy H B

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 dependent upon me.

Certified that my father/mother generally resides with me and wholly dependent on me. He/She has income for Rs.....................
Certified that on Co-Operative Stores exist within 6 Kilometer radius from my residence as SL 5 above.

TAR FHAN B SER R BRIy 98 98 B9 &R & 2

Signature of the Government Servant And office to which attached



3

IR g U A e Wit st @R ( MLE.erg ) HORge s/ s m/S s
.......................................... B 1 e 1A L A S L1 T 1 OO PR o) |
T R v o |

Certificate granted to Shri/Shrimati/Dr..........cooiiiiiiii e Wite/Son/
Daughter/Mother/Father of Shri/Shrimati/DI..........ooooiiiii i e employees etc. National
Institute of Research on Jute and Allied Fibre Technology (ICAR).

AT 93 - 3 & CERTIFICATE 3A
(B9 IFRN & "W § WR1 9U R 3ot & fory engarel | well 7 fhar T &
(To be completed in the case of patients who are not admitted to hospital for treatment)

A B o $OG gN THIOE SRl § 6 8N o WY we
F/ATAS! BRANTCA/RIN B AT RRATT TR T oot =21 BRI
ERGNIC I < L ¥ gHIRG Y iR oTa 6y |

L D, o e hereby certify that I charged
Rseooviiii for ... CONSUILALION O ..ttt ittt e et aeaeas at my consulting
room/at the O.P.D./Hospital at the residence of patient.

5 A I WY B AR & AR I TR TG oo
DI T UR/ASTD, SO & B AT e, %, JuIRT U 3k et U |

That I charged and received Rs....................... for administering inter-venous/inter-muscular/sub-authorities injection on
.......................................................................... at my consulting room/at O.P.D. Hospital/at the residence of the patient.

B R BT SO, JEAA H/AX WAL & H
B ¢ &R 39 Wdy # § 8 F=foRed oiwd J1h @ e @1 S /IR 9 W W/ B 9 I & fog sifard o 13
BITIE .o, AT H Wigde AR B o & foy W T8 @ SRl iR S 9 We (THEE) A
e T8t & Rme foy W fRifhen a9 & 9w 5o Suae 8 7 8 9 AN Sl Herd: @, SR Al st fidsee © |

That the patient has been under treatment At ...............o.oeeeieininirinirinti e eeenenn Hospital/my consulting

room/her/his residence and that the under mentioned 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 ..o
For the private patient and do not include proprietary preparation for which cheaper substance of equal therapeutic value are available in the

preparation which are primarily foods, toilets or disinfectants.

3Sfe &1 ™ (AT 31ERT H) gReToT P
Name of the medicines (in block letters) Quantity Price




Tb A ST & /e |

That the patient is/was SUffering from ... ... and is/was under

my treatment on/from ... B0 ettt e

5 M B ST qd srerar SR fafeer @ @ g 2 |

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

That the X-ray laboratory tests etc. for which an expenditure of Rs.....................c..c... was incurred were necessary and undertaken on the

AAVICE AL Lttt e

5 A1 M BT AT WET B AT B e, % g HOl o 3R

B R & AR JATRR AP AT T PR [T T 21 | (A & J& IR fafehean iferepry 1 4 )

That referred the patient to DI.........uiu it e attached to

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

i) 5 1t &1 ruaTe § R AT G AT/IMIALIS o |
That the patient is not required/required hospitalization.

i) & wfor a=ar § 5 59 i @1 RReifee e o g/eT T8 § ofR W I R ff wReny/
AT 3RUATS § ared § SlSl oIl 99T 3Ma9asd &/l & |

Certified that I consider/do not consider this case on prolong treatment and in my opinion this case requires/does not
require a treatment at the O.P.D. of any Government/recognized hospital

Fferear afierd & swrer vd A
Signature of the Medical Officer Qualification of the Medical Officer

Y& Designation

rarer/fafercdrery vy 9w ®
Hospital/Dispensary to which attached

TRIG Date

e & § - S SO U AR A 8 9 Pie ey S =niey/wner uF -3 e € SR Rifee sitert gRr S9 |l Aal
W ST ARG | (AT e )

N.B. Certificate not applicable should be struck off, Certificate (3) is compulsory and must filled in by the Medical Officer in all cases

(in Block letter)



MEDICAL CERTIFICATE OF FITNESS ON FIRST ENTRY INTO SERVICE

I hereby certify that I have examined Dr./Shri................co
Whose signature is given below, and cannot discover that he has any disease communicable or
otherwise, constitutional weakness or bodily infirmity, eXcept ..........ccovviiiiiiiiiiiiiiiennann,
I do not consider this is a disqualification for employment in the office of the National Institute of
Research on Jute Allied Fibre Technology, Indian Council of Agricultural Research, 12,
Regent Park, Kolkata — 700040.

Dr/SHIT oo ‘s age is according
to his own statement .............cooeeiiiiiiiiiiiiinn.. And by appearance about .....................
years.

Signature of Candidate Doctor’s Signature

Date : Date :
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