st (Qeudls, MHELale- 3¢0 00¢

Application Form for Medical Claim (co{lel aRauz walel 251 Aaaal s2ej % uats)

1)

Name and designation of the Employee (in Block Letters) /
s AL ot H U §lA

I. Whether married or unmarried (U@, AU )

II. If married, the place where wife/ husband is employed
(In case employed, a Joint declaration may be furnished
at the time of first bill during each financial year).

%l URRA 8la, Al Uell/uld alls3l 52l 8l A el oUtM
(alsdl scll Sl A (Brunl, €35 otaugla avetl yuH @At

Aud AYsdl @y Alsd)

2)

Employee Number (cls sis)

3)

Name of Faculty/Department/Branch
(Qaauwt/(Qeuat/2uvte] ottm)

4)

Pay Level & Basic Pay (U Adct el H0 UdIR)

5)

Permanent Residential Address ([Rclids] URet1y)

Pin:

6)

Name of the Patient (€ €loj slti)

Relationship to the Government servant (s U i)

e Is wholly dependent on You? (g ygludl il u? [elR Yes / No
8?) el / sl
e Is/are his/her total monthly income from all sources
including pension/ family pension exceeding of Rs. 9,000
plus the amount of Dearness Relief thereon? Yes/ No
(Uo2lot /520 Votlot Aol Mt A A Axell se RS sl / ol
ulds 3. ¢,000/- A Aol BUR a3l Ascoll M 5l
ay 87?)
e s the dependent registered under the Service Book? Yes/ No
(AR UGJA oltH Acl WML A B?) sl / il

o Ts the dependent residing with you? (Bl dx3l w & 8?)

Yes/ No (&l / «ll)

7) | Place at which the patient fell ill (Hle2{l AH2Us] 2UN)

8) | Whether treatment was taken in emergency? Yes/ No
(SHRYR{HL ARAR Acudi wull 6dl?) sl / ol

9) | I. Total Amount of Claim (€lclle{l & M) Rs.

10)| II. Less If, an Advance is Taken on (Q2o(le{l 25M) Rs.

11)| III. Net Amount of Claim (&lclle{l 0wu{l 25H) Rs.

12)| Total number of Enclosure (§¢ [Astle{l dw2ul)

13) Do you have any health/medical insurance? Yes/ No) &l / oll(
(9 slugL a2/ dofloll b B?) If yes, Amount of claim received Rs.

ol sl dlal Al <l 5Usfl gLl Ulicd U M 3.

14)| Whether the hospital/ diagnostic/ imaging center Yes/ No
Empaneled under CGHS/ CSMA? (4 &®@ec/ sl / all
Slaall@R s/ BR(FIL Aoz CGHS/CSMA 8601 Y(Aulg B?)

15)

Name & address of the hospital/diagnostic center

(BRV2A /SRR S Ao2Re] olli Wl URellY)
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16) Whether prior permission/approval was taken for the Yes/ No

treatment? (g URAR 2 Yd URcletdl Acuni wdet 82) | &L / ol

» Cash memos/Bills/Invoices are recommended to computerise with Stamp & Signature.

Essentiality certificates A or B (whichever is applicable) should be attached with signature.
(Rlss Al/o{lct/ AU GUR R1U U U8l WA 511RJ2RAST NS Slall AW, WARASAL YHIRUA
Al B (¥ Al &l ) lsal 33l O,

ol

L Ads ¥ Acdsell WA gl SRAeeUl ElWA gl <R ARAR lAd ladl ddl A0l S1i-3l Slse: U
eRlclale A daul lAc uRAR dal eclloll WRLS sActalfl 4.

I % Ads ¥ dxell UBLA sl SRAAML A U URAR dlAd sla dl WA -0l Slse2 WA elRlacls]
3. Aas ¥ Adsell WA A €1 12 Ul Ul s elRalleg 3.

DECLARATION

(To Be Signed By the Government Employee)

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 agree to reimburse amount paid to me if found inadmissible as per the
rules of Gujarat Vidyapith/Government of India/The Comptroller and Auditor General of

India.

& el o&2 83 © ¥ WRWHL 7 st (Aot I QL A HicActl YHIG AR B AR Vol
U2 dolloll WA el acll § A calsal AYRudl HIRL UR (A6l 8. %l Ual Ysalall WAd
518 UL 86U 9RAct [Aadls /alRd ARSIR /R ol SIRAR Wos AU(S2R olretetl 2l

UAUR WL WHLA UL Al A HRWES scll § UM 8.

¢ Signature of Employee:

Date: / /

Place

% Submitted Medical Claim Through Proper Channel

¢ Signature of Branch Head/Head of the Department/Dean (With Stamp):

Date: / /

Place
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APPENDIX - XIV EsseNTIALITY CERTIFICATES CERTIFICATE “A”

(To be completed in the case of patients who are NOT Admitted to hospital for treatment)
AURAR 2 SRzEHl Eluet of 8l Aol €€lA Brui SR Sls2? elRd)

Certificate granted to Mrs./Mr./MiSS.........ccooiiiiiiiiiiiiiiiiiii wife/son/
daughter/ father/ mother of Mrs./Mr./ Miss................... employed in the Gujarat Vidyapith.
LDI hereby certify —

A.That charged and received Rs............. for consultations ON.........c.coeieiiiiiiiiinniinnn, (dates

to be given) at my consulting room/at the residence of the patient;

B. That I charge and received Rs. ................ /- for administering.................. intra-venous/intra-
Muscular ..........cooin subcutaneous injections on .................. (Dates to be given) at
....................... my consulting room/the ...................................residence of the patient;

C. That the injections administered were not/were for immunizing or prophylactic purposes;
D. That the patient is/was suffering from....................coo and is/was under
my treatment from ....................... to

E. That the patient is/was not given pre-natal or post-natal treatment;

F. That the X-ray, laboratory tests, etc., for which an expenditure of Rs. ................ was incurred
Was Necessary and WETe ... undertaken on my advice at
(name of the hospital Or ...........ccovviiiiiiii laboratory);

G.That I referred the patientto Dr. ...............oo for specialist consultation and
that the necessary approval of the ....................o (registrar) as required under

the rules was obtained;

H. That the patient did not require/required hospitalization.

I. That the patient has been under treatment at .................cccocoe.. hospital/my consulting room and
that the under mentioned medicines prescribed by me in this connection were essential for the
recover/prevention of serious deterioration in the condition of the patient. The medicines are not
stocked in the...............o name of hospital for supply to private
patients and do not include proprietary preparation for which cheaper substances of equal

therapeutic value are available nor preparation which are primarily foods, toilets or disinfectants.

Signature & Designation of the Medical Officer and
Hospital/Dispensary to be attached with Stamp.
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The Employee has to fill and get the treatment taken and the medicine checked by the doctor.
@Aad MR dal dlAd WRaAR el eclloll WRAY SlseR WA s2Accllo(l 289L)

Cost of medicines purchased from the market as per Prescribed by Medical Officer.

S.N.

Invoice
Date
(olld L)

Pharmacy (Shop)

Names of medicines Name

(Eclle] ollH)

(§5lole] ollH)

Invoice(Bill)
Number

(ol <)

Amt. of
Medicines
(Rs.)
£ cllall
REUB.)

Approved/
Not Approved
Medicines

Add eRq

slseR elRq

=~ W[ N

QO| 0 | o G

11

12

13

14

15

16

17

18

19

20

Total for Medicines amount paid

Signature of Employee:

Date: ...... [oviiiinn, /20....

Signature & Designation of the Medical Officer
and Hospital/Dispensary to be attached with
Stamp.
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Check list for reimbursement of medical claims as per CERTIFICATE “A”

(NOT Admitted to hospital)

ysRlual “A” Yol dolloll ARk walel elallel elwe W2 AslAze

@RVl el gl ol A Bruny

Add ek $%Ald B

Sl Particulars v TICK MARK | Page
no. (Attachment) No.
1 Medical Reimbursement Claim Form.
dollofl RaAR wAs{l 25U Naclal WRYa] U
2 Prescription by Medical Officer of Gujrat Vidyapith
/empanelled Hospitals under CGHS/CSMA.
oAt ([Qaudls/CGHS/CSMA 35 YRug SRAecstll
AR5t AUUR glRL AUcUHl wAd QRS Lt
3 Certificate-A is to be completed in the case of patients
who are NOT Admitted to hospital for treatment
(URAR H2 ARV2AHL EMA of UAA 8l Aall €€l
(3uHL HAA Certificate-A ®Rd)
4 Final bill in original along with detailed break up.
(Qatdaur [Qarel wdef y3 wAd olld)
5 Copy of referral from the specialist / advice of the

Medical Officer. (IF ANY) dolloll u@sidlall

(U /ol 25l AsA. (A 818 ala A)

Note: Please prepare your claim in the same sequence as mentioned in the checklist.

ol sul s3lal As(AreMl GeAbld sHML dAMIA Ll dauR A,
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APPENDIX-XTV ESSENTIALITY CERTIFICATES CERTIFICATE “B”

(To be completed in the case of patients who are ADMITTED to hospital for treatment)
(AURCR M2 SRU2AML Elule &l Al €ETxllell (BruMl SR Aell Slse? WA elRlad)

PART-I
Certificate granted to Mrs./Mr./MisS.......ccccccucuiuiuiuciiiiiiiiinn. wife/ son/ daughter/ father/ mother
Of MIS./ MI./ MiSS....ormiviiiiiiiiiiiciciciicccccc s employed in the Gujarat Vidyapith.
L DT Hereby certify-

. That the patient was admitted to hospital on the advice of ..................
(name of the Medical Officers)/on my advice;

. That the patient has been under treatment at.........cc.oecuriieiiiiiiin e 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................. (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 nor preparations which are primarily foods, toilets or disinfectants;

. Cost of medicines purchased from the market as per Prescribed by Medical Officer.

S.N. Names of medicines Amt. of Medicines (Rs.)

(N "SR RN SRR

Total of Medicines amount paid

. Claim Details

S.N. Particulars Amount (Rs.)
1 Claim Amount
2 (-)Advance
3 (-) Rejected/ Not Approved amount
4 =(1-2-3) Net payable amount

. Imaging center where treatment is taken or tests done.
. That the injections administered were/were not for immunizing or prophylactic purposes;

. That the patient is/was suffering from ..........c.cccccceeiiiiiiinnnninnnnne. and is/was under treatment

. That the X-ray, laboratory test, etc., for which and expenditure of Rs was incurred were necessary

and were undertaken on my advice at ........ccoovevviiiiiinni, (name of hospital);
. That I called on Dr...........c.oooiiiin. for specialist consultation and that the necessary
approval of the .................o

(Name of the chief Administrative Medical Officer)

Signature with Stamp

Designation of the Medical Officer in charge of the case.
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CERTIFICATE “B”

(PART-II)
I certify that the patient has been wunder treatment at the
................................................. hospital and that the service of the special nurse
for which an expenditure of Rs..................coei. 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
(To be completed in the case of patients who are admitted to hospital for treatment)

Medical Superintendent..................coooi Hospital

*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.

Medical Superintendent

Place:
Hospital:
ol

ARAR M2 SlRN2AML elnd dla dal €Al (Buul lRVzc L S22 WA etlad.

Page | 7




