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ERP  NOT  DONE 

 

क� �ीयकाँचएवंिसरािमकअनुसंधानसं�ान 

CENTRAL GLASS & CERAMIC RESEARCH INSTITUTE 
डाकघर- यादवपुरिव�िव�ालय,P.O.- Jadavpur University 

कोलकाता/Kolkata -700 032 

िचिक�ीय सेवा से स!"#त औषिध पर और/या के&ीय सरकार/प'रषद कम(चारी और उसके प'रवार पर िकए  
गये+यकी वापसी के दावे के िलए आवेदन प- का .प- 

Form of application for claiming refund of Medical Expenses incurred in connection with medical attendance and/or 

treatment of Central Government/Council Servant and their families. 

िव०�०- .0ेकरोगीकेिलएअलगफॉम3का.योगिकयाजाय/N.B.-Separate Form should be used for each patient 

सरकारी/प'रषदकम(चारीकानामऔरपदनाम(56अ7रोंम� )     

Name, designation and Code No. of the Government/Council Servant  –   

Desig./ C. CODE No. 

( IN BLOCK LETTER )     

i. Whether married or unmarried:      

ख)यिदिववािहतहतैोपित/प;ीकहाँिनयोिजतह<    

ii.  If married the place where wife/ husband is employed.- 

िकसकाया�लयम	सेवारतह�? 

2. Office in which employed? –                           CSIR.-CGCRI, KOL.-32 

सरकारी/प'रषदकेकम(चारीकेआधारभूतिनयमोमं�+ा?ाियतवेतन 

औरअ@भAोकंोपृथकDपसेिदखायाजाय। 

3. Pay of the Government/Council Servant as defined in Rs. /-( Basic Pay ) 

Fundamental Rules and any other employments which  

Should be shown separately. - 

काय(�ल 

4.Place of duty -                         C.S.I.R. , CGCRI, KOL.-32 

वाFिवकिनवासकापता:-                                                                                  
5.Actual residential address  :   

 

रोगीकानामऔरसरकारी/ प'रषदसेवककाउससेस!# 

6. Name of the patient and his/her relationship to the    

Government/Council Servant.                                                                                                                                          ___________  

रोगीिकस�ानपरिबमारपड़ा। 

7.Place at which the patient fell ill. -     SAME AS( 2 ) 

िबमारीकी.कृितऔरअविध 

8.Nature of illness and duration   “ ”  FROM                              To 

 

दावाकीगईरािशकािववरण 

9.Details of the amount claimed -     

I.िचिक�कीयसहायता    Dr.,Prescription  attached   

 I. MEDICAL ATTENDANCE -     Treatment  at  :  

i)Fees for consultation, indicating. 

a) The name, qualification and designation of the medical officer               Consultation   day/s   on          .             . 20 

Consulted and the hospital or dispensary to which attached.     

b) The number and dates of consultation and the fee paid  against  Rs./-    

for each consultation. 

c) The number and dates of injection and the fee paid for 

each injection. 

P.T.O. 
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सीएसआईआर–के�ीयकाँचएवंिसरािमकअ नुसंधानसं�ान / CSIR- CENTRAL GLASS & CERAMIC RESEARCH INSTITUTE 

196, राजाएस.सी.म��करोड/ 196 Raja SC Mullick Road 
कोलकाता– 700 032 / Kolkata – 700 032(India) 

 
 

के&ीयकाँचएवंिसरािमकअनुसंधानसं�ान, कोलकाता-३२म�साय(रतNी /Nीमती ..................................... .................. 

..................………………....……..केिपता/ माता /प;ी /पु- /पु-ी …......................................के.मान-प-मंजूरिकयाजाताह<। 

Certificate granted to Mr./Mrs/Dr./Ms.. ……………………………………………………………….................................................... 

Father/Mother/Wife/Son/Daughter of Mr./Mrs………………………………………………………………….......................... 

employed in the Central Glass & Ceramic Research Institute, Kolkata-32 
 
       (For OPD patient only) 
 

.माण-प-ः क 
CERTIFICATE –A  

 

(िचिक�ाकेिलएअ5तालम�भतPनहोनेवालेरोिगय�की"�ितम�भराजानाचािहए) 

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

म�, डॉ0 ऐतR्वारा.मािणतकरताTँ....................................................................................................... 

I, Dr……………………………………………………………………………………………………………………….......................... 

क)  िकम<ने, िदनांक................................................... को............................परामश(केिलएमेरेपरामश(क7म� /रोगीके 
                                (ता'रखिलखीजाय)  
िनवास�ानपरशुUमांगाऔरV० .................................(िदनांकिलखीजाय) .ाWिकया। 

a) That I charged & Received Rs………….………….for ……………………...consultations on (dates to be given)…………… 

……...................................................................... at my consulting Room/at the residence of  the patient.  

              (dates to be given) 

ख)  िकमनेै, िदनांक ........................................................ कीअXः िशराअXपअेशीय/उप-Yचीय.दानकरनेकेिलएमेरे 
                 (िदनांकिलखीजाय) 
परामश(क7म�  /रोगीकेआवासम�शुUमांगाऔर ..............................V.ाWिकया। 

b) That I charged & received Rs……………….for intravenous/Intra-muscular/Sub-cutaneous administering on  
…………….............................…………at my consulting room/at the residence of the patient.         

              (dates to be given) 

ग)  िकरोगिनरोधी.ितर7णकेिलएअXः 7ेपण.दानकी/.दाननहीकंीगई। 

c) That the injections administered were/were not for immunizing for prophylactic purpose. 

घ)  िकरोगी......................................................अ5तालकेपरामश(क7म�िचिक�ाधीनह<औरइसस!#म�मेरे[ारा 
          (अ5ातालकेनाम) 

.िव6िन\णिल"खतऔषिधयाअ]�अव�ाम�]ा�लाभ (.ितलाभ) गंभीर^ासकेरोक-थामकेिलएआव_कथी। 

d) That the patient has been under treatment at ……………........................................................................………… hospital consulting room & 

                                                                                   (name of the hospital) 
that under mentioned medicines prescribed by me in this connection were essential for the recovery/prevention of serious deterioration in the 
condition of the patient.  

िनजीरोगीयो[ंाराकीआपूित(िकिलयेऔषिधयो ं........................................................ म�भाडांरनहीिंकयागयाथाऔर 
                                                                               (अ5ातालकानाम) 
मािलको[ंाराभनाईगईसमगोगोपचारमू`केसFीतYोकेंअXग(तउपलaनहीहं<औरनहीजीखा�, शौचयारोगाणुनाशीऔषिधयाँथी। 

The medicines are not stocked in the………………................................………..……… for supply to private patients  
                                                                      (name of the hospital) 
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.  

P.T.O. 
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औषिधयोकंानाम 
Nature of Medicines 

Price 
मू` 

औषिधयोकंानाम 
Name of Medicines 

Priceमू` 

1.    11.    

2.    12.    

3.    13.    

4.    14.    

5.    15.    

6.    16.    

7.    17.    

8.    18.    

9.    19.    

10.    20.    

 

ङ) िकरोगो ............................सपेीिड़तरहाह< /थाऔर ..............स े............................तकमरेेिचिक�ाधीनह< / था। 

e) that the patient is/was suffering from ………………….and is/ was under my treatment from …………………………...to 
………………………………………. 

च)    िकरोगीकी.सवकेपहलयेा.सवकेबादिचिक�ानहीकीगई / थी। 

f) That the patient is/was not given pre-natal or post-natal treatment. 

छ)  िकएe-रे.योगशाला, िचसकाखच( ....................................................Vिकयागयाऔरआव_कथाऔरपरामश(पर 
................................................................. म�िकयागया। 

                   (अ 5तालया.योगशालाकानाम) 

g) That the X-ray, Laboratory tests, etc. for which an expenditure of Rs…………………….was incurred and was necessary and were undertaken on 
my advice at ……………………..(Name of hospital or laboratory)  

ज)  िकम<रोगीकोिवशषेपरामश(केिलएडॉ० ................................................................... केपासजानकेेिलएकहाऔर 
………………....................................................काआनुमोदन.ाWकरिलयागयाह<।   (राfकािचिक�ािधकारी)  

िनयमानुसार (मु?.शासककानाम) 
 

h) That I referred the patient to Dr. ……………………………………………. for specialist consultation and that the necessary approval of 
the(Name of the Chief Administrative)………………… ………………………… as required under the rules was obtained. (Medical Officer of 
the State).  

झ)  िकरोगोकीअ 5तालम�भतPकरनकेीजVरतनही /जVरतह<। 

i) That the patient did not require/required hospitalization.  

 
 

संबंिधतअ 5तालऔषधालयकेिचिक�ािधकारीकाहFा7रऔरपदनाम 
Signature and Designation of the Medical Officer 

and Hospital/Dispensary to which attached 

िदनांकः - 
Date : 

 
िव०.�०: -अ .योजनीय.माण-प-काड(िदयाजाय।(इ) आब_कह<हर"�ितम�िचिक�ािधकारी[ाराभराजानाचािहए्। 
N.B. Certificates not applicable should be struck off. Certificate(e) is compulsory and must be filled in by the Medical Officer in all cases.  

P.T.O. 
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सीएसआईआार - के�ीयकाँचएवंिसरािमकअ नुसंधानसं�ान, 
CSIR-CENTRAL GLASS & CERAMIC RESEARCH INSTITUE, 

196,राजा. एस.सी.म"hकरोड, RAJA S.C. MULLICK ROAD, 

यादवपुर, JADAVPUR, कोलकाता / KOLKATA – 700032 
 

सी.एस.आई.आर-सीजीसीआरआईकम(चा'रयोकेंिलएिचिक�ादावाके.ितपूित(केिलएिचिक�ा.प-। (दावेदार[ाराभरेजानाह<) 
 

[1] सीएसआईआर-सीजीसीआरआईपहचानप-सह-एeेसकाड(सं० : 
[1] CSIR-CGCRI Identity-Cum-Access Card No./C. Code :  
[2] सेवोिनवृिAितिथ –Date of Retirement/Superannuation :               /            / 

[3] िकसवाड(केअ िधकारीह< -[3] Entitlement of Ward : िनजी / अथ(िनजी  /सामा@ /Private/Semi  
Private/General  

[4] काड(होiरकापूरानाम/प�शनरमेिडकलकाड(होiर - (साफअ7रोमं�)  :  

[4] Full Name of Card Holder/Pensioner Medical Card Holder 
(block letters) 

:  

5] पूरापता /Full Address :  

[6] दूरभाषसं०(का)/Telephone No. 
(O______________)l 

:  
(आ) /(R) _____________________________________ 

[7] ईमेलपता, यिदकोईहो/[7] E-Mail address, if any :   

[8] ब<ककानाम/[8] Name, of the  
Bank _____________SBI.___       

: शाखा/Branch : 
______________________________________________ 

 बचतब<कखातासं०/SB A/C No._____________     : शाखाकोड /Branch Code ____________________ 
[9] रोगीकानामएवंकाड(होiरकेसाथसंब# / [9] Name of the patient & 

relationship with the Card Holder   
:  

[10] "�ित (प'रषदकम(चारी/प�शनर/अ@)/Status [Council Servant 
/Pensioner/Others]  

:  

[11] मूलवेतनमूलप�शन/[11]Basic Pay/Basic Pension  :  

[12] अ5तालकानामएवंपता/ Name of the Hospital with Address  :  

 (A) ओपीडीिचिक�ापरी7ण/(A) OPD Treatment & Investigations :  

 (B) भीतरी (इंडोर) िचिक�ा  /(B)Indoor Treatment-IPD :  

13] रोगकानाम(अव_उhेखकर� )/[13] [Name of disease suffering from (Must 
quote) : 

:  

[14] िचिक�ाकाअबिध (अव_उhेखकर� ) /[14]Period of Treatment  (Must 
quote) 

:  

[15] रेफेरलकािववरण / िकसडॉkरसेपरामश(िकयागया/[15] Details of Referral / 
Doctor consulted  

:  

[16] िचिक�ाअ िlमिववरणः  (यिदकोईहो) 
 /[16] Details of Medical Advance if Any  

:  

[17] कुलयागकादावा/[17] Total Amount Claimed :  
 

घोषणाः  
माँ, 
एतR्वाराघोिषतकरताmँिकइसआवेदनप-केिववरणमेरेअ िधकतमजानकारीतथािव�ासकेअ नुसारसहीह<औरिजस+"nकेिलएयह+यिकयागयाह<वहमेरेऊपरआिNतह<।म<
सीएसआईआर-सीजीसीआरआईकािम(क/सीएसआईआर-
सीजीसीआरआईनामांिकतप�शनरmँऔरमेरेपासिचिक�ाकेसमयव<धिचिक�ाप-काड(मौजूदथा।िनयमअ नुसार.ितपूित(पानेकेिलएम<सहमतहँुै। 
DECLARATION 
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 dependent on me. I am an CSIR-CGCRI employee/CSIR-CGCRI enrolled pensioners holding Medical ID Card which was valid 
at the time of treatment. I agree for the reimbursement as is admissible under the rules. 
 
 
 
 

सीएसआईआर-सीजीसीआरआईकेकम(चारी 
सीएसआईआर-सीजीसीआरआई 

Dated :           /          /                                                       (Signature of CSIR-CGCRI employee/CSIR- 
               CGCRI enrolled. Pensioners) 

 
P.T.O. 
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MODIFIED CHECK LIST FOR REIMBURSEMENT OF MEDICAL CL AIMS 
 
 [1] सीएआईआर-सीजीसीआरआईपहचानप-सह- एeेसकोई :  

[1] CSIR-CGCRI employee computer Code: No./Pensioner  
medical card No. 

:  

[2] सेवािनवृिAितिथ -   
[2] Date of Retirement  :          /       / 
[3] िकसीवाड(केअ िधकारीह< - : िनजी/अथ�िनिज/सामा% 
[3] Entitlement of Ward :  : PRIVATE/SEMI PRIVATE/GENERAL 
[4] काड(होiरकापूरानाम/प�शनरमेिडकलकाड(होiर - 

(साफअ 7रोमं�) 
:  

[4] Full Name of Card Holder / Pensioner Medical Card Holder 
(block holder) 

:  

[5]   पूरापता/ Full Address   

[5] Status [Council Servant / Pensioner]   
[6] 
 

िनpिल"खतदFावेज.Fुतिकएगए (कृपयासंबंिधतकॉलमपरिटककािनशानलगाएं) :  

[6] The following documents are submitted (Please tick the Relevant column)/ :  
 (ए)िचिक�ा.ितपूित(दावा.प- (a)Medical reimbursement Claim form        : हाँ/नही ं Yes/NO 
 (बी) प�शनरिचिक�ाकाड(काफोटो.ित (िनयिमतकम(चारीकेिलएआव_कनही)ं(b)Photocopy of 

Pensioner Medical Card (Not applicable for regular staff)   

: हाँ/नही ं
Yes/NO       

 (सी) .Fुतकीगईभूलिबलोकंीसं?ा/ 
 (c) No. of Original Bills submitted   

: हाँ/नही ं         
Yes/NO              

 (डी) िडrचाज(समरीकी.ित(d) Copy of Discharge Summary   : हाँ/नही ं  Yes/NO 
 ई) िवशेषs[ाराकीगईरेफरलकी.ित/ सीएमओ/(e) Copy of referral by Specialist/ 

CMO     
 हाँ/नही ं

Yes/NO 
 एफ) tाअ 5ताल[ारा.योगशालाजाँचकाuेककप.Fुतिकयागयाह<यानही ं  हाँ/नही ं
 (f)  Whether  the hospital has given breakup for Laboratory investigations    : Yes/NO 
 जी) भूलदFावेजखोगएह<, िनpिल"खतदFावेज.Fुतिकएजारहेह<   

 (g) Original papers have been lost, the following documents are submitted  :  
 i.  दावेकेकागजोकंीफोटो.ितयाँ/i. Photo copies of claim papers    : हाँ/नही ं Yes/NO 
 ii. vांपपेपरपरहलफनामा/ii. Affidavit on Stamp Paper    : हाँ/नही ं Yes/NO 
 एच) कोईधारककेमृ0ुरोनेिनpिल"खतदFावेजजमािकएगए   

 (h) In case of death of Card Holder the following documents are submitted. :  
 i.दावेदार[ाराvांपपेपरपर/ i. Affidavit on stamp paper by Claimant    : हाँ/नही ं Yes/NO 
 ii.vैwपेपरपरअ @वा'रसो[ंाराअ नापिA / ii. No objection from other legal heirs on Stamp 

papers     

: हाँ/नही ं Yes/NO 

 iii.  मृ0ु.माणप-की.ित /iii. Copy of death certificate     : हाँ/नही ं Yes/NO 
 
 
 
 
      _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 

सीएसआईआर - सीजीसीआरआईकाड(धारक / प�शनरिचिक�ाकाड(धारककाहFा7र. मोवाईलसं० 

                                                          Signature of CSIR-CGCRI ID Card Holder / Pensioner Medical Card Holder 
 
 

Mobile No. 

Dated :  ( ता'रख ) :  

   
ब<ककानाम     शाखाः  
Name of the _______________________________  Bank Branch : ____________________________________ 
 
 

एस.बी. खातासं०     शाखाकोडः  
SB A/C No. ________________________________  Branch Code : _______________ 

 
 
 
 



6 | P a g e 
 

 
घ)परामश(और/याइंजेzनिजसअ5तालम�िदयागया,िचिक�ाअिधकारी 
केपरामश(क7म�यारोगीकेिनवासपरिदयागया। 

d) Whether consultation and /or injection, were held at the 

hospital, at the consulting room of the patient. 

ii)िचिक�ाकेदौरान,रोगिनदाना{क,रोगजीवाणुतYस!#ी 
रोग"|यतास!#ीयाअ@इसी.कारकेपरी7णशुUजोरोग 

केिलएिकएगयेह ै?कोइंिगतकरतेह–ै 

ii)Charges for pathological bacteriological, radiological Rs. /-( Test / Physio.+ Others) 

or other similar tests undertake during Diagnosis indicating- 

क)अ5तालकानाम/.योगशालाजहांपरी7णिकयागयाहऔैर 

a)   The name of the hospital or laboratory where the 

tests were undertaken and 

ख)tायेपरी7ण.ािधकृतिचिक�ककेपरामश(केअनुसारिकएगये 

ह?ैअगरऐसाहतैोइसआशयका.माणप-संल}िकयाजाय। 

 b)Whether the tests were undertaken on the advice of 

the authorized medical attendant. If so, a certificate 

to that effect should be attached.  

iii) बाजारसेखरीदीगईऔषिधयोकंामू` 

(औषिधयोकंीसूची,कैशमेमोएवंआव_क.माणप-संल}िकयाजाय) 
iii) Cost of medicines purchased from the local market.Rs. /-    (MEDICINE) 

 (List of medicines, cash memos and  

the essentiality certificate should be attached) 
दावाकीगईकुलरािश 

10.  Amount claimed Rs. +  Rs.        +  Rs.                              +  Rs. 

कोलोगईअिlमरािशघटाएँ 

11.  Less advance taken on. 

दावाकीगईवाFिवकरािश 

12.  Net amount claimed. Rs./-  (Rupees  ) only 

संलlकोसूंची :-     Dr’s Prescription, Certificate ‘A’ / ’B’& Cash memo - .+ Others documents. 

13. List of enclosures:-  

 

सरकारीप'रषदकम(चारी[ाराहFा7'रतकीजानेवालीघोषणा 
DECLARATION TO BE SIGNED BY THE GOVERNMENT/COUNCIL SERVANT 

म< एतद् [ारा घोिषत करता Tँ िक इस आवेदन प- के िववरण मेरे अिधकतम जानकारी तथा िव�ास के अनुसार सही ह ैऔर िजस +"~A के िलए यह 
+य िकया गया ह ैवह पूण(तया मेरे ऊपर आिNत ह ै। 

1.I hereby declare that the statements in this application are to the best of my knowledge and belief and that the person for whom 

medical expenses were incurred in wholly dependent upon me. 

यह .मािणत करता Tँ की मेरे िनवास �ल के दो की०मी० के अंदर कोई भी उिचत मू` की दुकान/सहकारी उपभोnा दुकान/औषिध vोस(/या िडपो 
के&ीय या राf सरकार या �ानीय िनकायो ंया िकसी अ@ सं�ा सहकारीसोसाइटी अिधिनयम के अXग(त मा@ता .ाW संचािलत दुकान नही ंह।ै 

2.Certified that Govt. Fair Price Shop/Co-operative Consumers, Shop/Drug Stores or Deposits run by the Central or State Govt. or Local 

Bodies or any organization under the Co-operative Societies Act do/not exist within a radius of 2Km. from the place of my residence. 

Date/ िदनांक  : -   -  202 
 
 

                                          __________________________________________________________________________ 

                                              सरकारी/प'रषदकम(चारी[ाराहFा7र,िजसकाया(लयसेस!#ह ै

Signature of Government/Council/Servant and office to which attached 
 

PHONE NO.:-  CSIR-CGCRI, KOL.-32 
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(For In-patient only) 
सीएसआईआर- क	 (ीय काँच एव ंिसरािमक अनुसधंान स�ंान 

CSIR-CENTRAL GLASS& CERAMIC RESEARCH INSTITUTE 
196, राजा एस.सी. म��क रोड/RAJA S.C. MULLICK ROAD 

कोलकाता/KOLKATA - 700 032 
 
 

सीएसआईआर-क� �ीय काँच एव ंिसरािमक अनुसधंान स�ंान, कोलकाता–700 032 म� काय(रत Nी/Nीमती/सुNी …………….………… 
…………………………………प;ी/पु-/प-ी/िपता/माता/पित…………………………………………….....को िदया गया .माणप-।  
 
Certificate granted to Mr./Mrs./Miss. ……………………………………………………………………………………………... 

Wife/son/daughter/father/mother/husband of Mr./Mrs./Miss.………………………………………………….…………… 

employed in the CSIR-Central Glass and Ceramic Research Institute, Kolkata – 700 032.  

 

)माणप+-बी/ CERTIFICATE – B 
(उन रोिगयो ंके मामल ेम	 भरा जाए िज0 ेइलाज के िलए अ3ताल म	 भत4 िकया गया हो) 

(To be completed in the case of patients who are ad mitted to Hospital for treatment) 
 
 
 म<, डॉ. /I, Dr. …………………………………………………………………………………………...………..एतR्वारा   .मािणत 

करता T ं/hereby certify :- 

(क) िक रोगी को मरेे परामश( स…े……………………………………………………...….…… अ5ताल म� भतP िकया गया था।  
 

(a) That the patient was admitted to hospital on the advice of / on my advice…………………………………………. 

        (िचिक�ा अिधकारी का नाम/Name of Medical Officer) 

(ख) िक रोगी का इलाज ………………………………………………………… (अ5ताल का नाम) म� चल रहा है और इस सबंधं म� मरेे 
[ारा नु� ेम� दी गई िनpिल"खत औषिधयां रोगी की हालत म� सुधार लान/े "�ित म� गभंीर िगरावट को रोकन ेके िलए आव_क थी।ं िनजी रोिगयो ंको 
आपूित( के िलए दवाओ ंको ……………………………………………….(अ5ताल का नाम) म� vॉक नही ंिकया जाता है और इसम� .ो.ाइटरी 
औषिधयाँ शािमल नही ं होती ह< िजसके िलए समान िचिक�ीय मू` की सFी दवाइयाँ उपलa ह< जो मु? Dप स े खा� पदाथ(, शौचालय या 
कीटाणुनाशक ह<। 
 
(b) That the patient has been under treatment at ……………………………………………………………… (Name of the 
Hospital) and that the undementioned 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………………….…………………………….………….(Name of the Hospital) for  supply to private patients and do not 
include proprietary preparations for which cheaper substances of equal therapeutic value are available for preparations 
which are primarily foods, toilets or disinfectants.   
 
       
 औ षिधयो ंके नाम/Name of the medicines     कीमत/Price (D./Rs.) 
       (सूची सलं}/List enclosed)       
 
(ग) िक िदए गए इ�जzेन .ितर7ण या रोग-िनरोध के िलए थ/ेनही ंथ े| 
(c) That the injections administered were/ not were for immunizing prophylactic purpose. 
 
(घ) िके रोगी…………………….……………स ेपीिडत़ है/था और………………………स…े………………………. तक मरेे [ारा 
इलाज म� है/था। 
 

(d) That the patient is/was suffering from …………………………………………………….…………………………. 
and is/was under my treatment from………………………………………to……………………………………………… 
 

अगल ेपृ� ठ पर/P.T.O. 
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(च)  िक िजन एe-रे/ .योगशाला जांच, बेड एवं ऑपरेशन इ0ािद के िलए………………..……………...Vपए खच( िकए गए थे, वे 
आव_क थे और मेरी सलाह से…………………………………………………...……………… (.योगशाला/अ 5ताल का नाम) म� 
करवाए गए थे | 
(e) That the X-Ray/laboratory tests, bed & operation etc. for which an expenditure of Rs. ………………………… 

…………..was incurred were necessary and were undertaken on my advice at ………………………………………… (Name 
of the Hospital/ Laboratory). 

  
(छ) िक म<ने रोगी को िवशेष परामश( के िलए डॉ.  …………………………………….…………………………. के पास भेजा था और 
………………………............................................... (अ 5ताल का नाम) के िनयमो ं के अ ंतग(त यथापेि7त आव_क 
अ नुमोदन .ाW कर िलया गया था।  
(f)  That called in Dr. ………………………………………………………………………………...…………………for 
Specialist consultation and that the necessary approval of the  ……………………………………………………………. (Name 
of the Hospital), as required under the rules was obtained. 

 
 
 
 

       संब� अ 5ताल म� रोगी के .भारी िचिक�ा अ िधकारी  
           के हFा7र एवं पदनाम 
              Signature and Designation of the Medical Officer in-charge  
                of the attached Hospital 
 
 
म< .मािणत करता Tं िक रोगी इलाज के िलए …………………………………………………………………अ 5ताल म� रहा है और िवशेष 
प'रचा'रकाओ ंकी िजन सेवाओ ंके िलए संल} िबल एवं रसीदो ंके अ नुसार D. …………………………………….खच( िकए गए  
थे, वे रोगी की हालत को ठीक करने/गंभीर Dप से खराब होने से रोकने के िलए अ िनवाय( थी।ं  
 
I certify that the patient has been under treatment at ……………………………………………………………hospital and that the 
services of the special nurse for which as 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. 
 
  
 
 
        अ 5ताल म� रोगी के .भारी िचिक�ा अ िधकारी के हFा7र एवं  
            अ 5ताल के िचिक� सा अ  धी7क [ारा .ितहFा7'रत  
         Signature of the Medical Officer In-Charge of the case at  
          Hospital and Countersigned Medical Superintendent 
           
                 अ 5ताल  
      ……………………………………………… ……………………Hospital 
 
म< .मािणत करता Tं िक रोगी इलाज के िलए ………………………………………….……………………अ 5ताल म� रहा है और उसे जो 
सुिवधाएं दी गई, वे रोगी के इलाज के िलए अ िनवाय( एवं � यूनतम सुिवधाएं थी ं| 
 
I 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. 
 
 
 
 
�ान/Place :        िचिक�ा अ धी7क/ Medical Superintendent 
 
 
ितिथ/Date :      ………………………………..……...……….अ 5ताल/Hospital 
 
 
 
िवशेष 7ान द	 : जो )माणप+ लागू न हो,ं वे काट िदए जाने चािहए। )माणप+ ‘बी’ अिनवाय� है और सभी मामलो ंम	 िचिक=ा अिधकारी >ारा भरा जाना चािहए।  
N.B.: Certificates not applicable should be struck off. Certificates is compulsory and must be filled in Medical Officer in all cases.  


