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APPLICATION FORM FOR REIMBURSEMENT OF IPD MEDICAL EXPENDITURE

Nk b=

Name of the Government Servant
Designation

Division/ Section/ Unit

Pay Level/ Grade Pay

Whether married or unmarried.
If married the place where wife/
husband is employed

Name of patient & his/her relationship with
the Govt. servant
DETAILS OF THE AMOUNT CLAIMED

a.

Name of the Hospital where the patient
was admitted.

The Date of admission and the Date of
discharge from the Hospital.

Type of Room/ Ward in which the
Patient was admitted.

Amount paid for the Room/ Ward in
which the Patient was admitted.
Amount paid for the pathological
bacteriological, radiological or other
similar tests undertaken.

Amount paid for the Medicines.
Amount paid for surgery, if any.
Amount paid for nursing and other
charges during stay in the Hospital.
Total Amount claimed

List of enclosures
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DECLARATION

I hereby declare that:

1. The statements made in the Application are true to the best of my knowledge and belief.
2. The reimbursement is being claimed for the amount which has been actually incurred by

me.

3. The person for whom medical expenses were incurred is wholly dependent upon me.
4.  All the bills and vouchers have been countersigned by the Medical Authority.

Place:
Dated:

Forwarded by concerned Head/ in-charge

(Name, Designation & Dated Signature)

To,

The Senior Admin.
Officer ICAR - IIVR, Varanasi.

Signature of the Employee
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ESSENTIAL CERTIFICATE ‘B’

(To be completed in the case of Patients who are admitted in Hospital for Treatment)

Certificate granted to  Mr/  Mrs/  MIiSS/  Dr/....coiiiiiiiii

Wife/son/Daughter of Mr/MIS. Dr.......oooiiiiiii e Employed in the
PART — A

b DF e hereby certify that:

a. That the Patient was admitted t0.............coooiiiiiiiiiiii e, Hospital on the advice

of (name of the Medical Officer)/ on my advice.

b. That the patient has been under treatment Al
............................................................................................................. Hospital 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
110 L- TSP SRSSS Hospital for supply to private
patients and do not include proprietary preparations for which cheaper substances of equal
therapeutic value are available nor preparations which are primarily foods, toilets or disinfectants:

Sl. No. | Name of the Medicines/ Cash Memo No. with Date Total Amount (in Rs.)

TOTAL AMOUNT FOR MEDICINES

c. That the injections administered were/ were not for immunizing or prophylactic purposes.
d. That the patient is /was SUFfering from ...cccceiiiiieiiiiiiiiireceeireececeeeenncennnes (in
block letters) and is / was under my treatment from .....ccccceveiiiieiniianinenns to




ATSTESAT 9001: 2015 SFATAST FeaTast ©./Doc. No:
ISO 9001 : 2015 DOCUMENT SRS/ ST 15/20
/NIVR/IS 15/20
THATI-HRATT Tt SATHUTT TEAT, TRUTHT
ICAR-Indian Institute of Vegetable Research, femter/Dated: 12/03/2018
Varanasi
AT . : 0.0 ot g 11,0 UZH. 414
Revision No.: 0.0 Issue No.: 1.0 Page No. 4 of 4
5. 9 Gendiforerdt, sedfaraiioTeret, Seaieifornet STeET 3170 TN TUF. ..oy
F AT TA, 9 FEWH A TAT HL TWHI T oo eeeesesesessssss s sssssssss e
(STEIQTA/IARTIITAT T A1) H ST 1)
T HA TARIIT TUART B ooeeenenniiinmssimsseesesessessesssssssssssesssesssssssssssssesneen W AR o1 qAT TR
STTAR TUT STTATTTE ..o eessseeesessess s eessss s i TefteRfc e R ot g o
STTTATA W UTHA ok T
Taferear sttt & eaTem vet g™
WA
T ST ST/ & o WM e FEAATA H IR or/oft e fory 4t st
YTl 9 o G foredl e Tltal o STTERE, ovveeeeeeveennnninnnns =1 55 g1, Ut o wareesr o/ fearfar # ivfie
fiRTae 1 Tl T AT of|
STETATA W UTHSA o T
Terfeream srfererTdt o EaTer v uga™
gfaeeareria
T SETTOTA /AT & FoB T e ST H ST /off ToIT IueTses s T3
gforemd Wit % IT=R 8 =AaH Trazah of)
AT
feien: arefterer ferferea srfererdt ot wew vt Eanem
........................................ STEIATA

(Foauf + St STOT-o SR] 7 &1 376 1e 3| I8 SO0 e 2 qor Seen wmet H fafercan sifirenr g
ST ST 2l)




JATETAST 9001: 2015 FEATAT gEaTa §./Doc. No:
I1SO 9001 : 2015 DOCUMENT WTHSTTH/SATSTH 15/20
/MIVR/IS 15/20
WTHATT- WA ot ATHETT HEAT, TRIOTHT
ICAR-Indian Institute of Vegetable Research, femter/Dated: 12/03/2018
Varanasi
AT . : 0.0 ot g 11,0 UZH. 414
Revision No.: 0.0 Issue No.: 1.0 Page No. 4 of 4
e. That the pathological, bacteriological, radiological or other similar tests for which an
expenditure for Rs. was incurred were necessary and were undertaken on my advice at

(Name of the hospital / Laboratory).
f. That I called on Dr for specialist consultation and that the necessary approval of the as
required under the rules was obtained.

Signature and Designation of
the Medical Officer in charge
of the case at the Hospital

PART-B

I certify that the patient has been under treatment at the ........cccevveiiiiiiiiiiniiiiiiiiiiiiiinienenns
Hospital and that the service of the special nurses for which an expenditure of Rs....................
was incurred, vide bills and receipts attached, were essential for the recovery/ prevention of

serious deterioration in the condition of the patient.

Signature and Designation of
the Medical Officer in charge
of the case at the Hospital

COUNTERSIGNED

I certify that the patient has been under treatment at the ...........ccccviiiiiiiiiiiiiiiiiniiinnnnnen.

Hospital and that the facilities provided were the minimum which were essential for the patients

treatment.
Place: Seal and Signature of the
Medical Superintendent
Dated

............................................................................................................ Hospital

(Note: Certificates not applicable should be struck off. Certificate is compulsory and must be filled
in by Medical Officer in all cases)




