
dsUnzh; ljdkj LokLF; ;kstuk lhth,p,l ykHkkfFkZ;ksa ds fpfdRlk laca/kh nkoksa ds Hkqxrku ds fy, esfMdy 2004 QkeZ 

CENTRAL GOVERNMENT HEALTH SCHEME MEDICAL 2004 FORM FOR REIMBUREMENT OF MEDICAL 

CLAIMS OF CGHS BENEFICIARIES. 
 

dEI;wVj la0 

Computer No.  _________________________________________________________________________________________________       - 

¼nkosnkj }kjk Hkjk tk,½ 

(To be filled by the claimant) 

1- lhth,p,l Vksdu ua0 vkSj tkjh djus dk LFkku  %  _____________________________________________ 

 CGHS Token No. and Place of issue                                     : 

2- lhth,p,l Vksdu dkMZ dc rd gS   %  fnukad ------------------------------------ ls ------------------------------------ rd 

 Validity of CGHS Token Card                                                          :   from _____________ to__________________ 

 & entitlement     %  izkbosV@lseh izkbosV@lkekU; : Pvt./Semi Pvt./General 

3- dkMZ/kkjh dk iwjk uke ¼Li”V v{kjksa esa½   %  _____________________________________________ 

 Full name of the card holder (Block Letters)       :  _____________________________________________ 

4- iwjk irk      %  _____________________________________________ 

 Full address                                                                    :  _____________________________________________ 

5- nwjHkk”k la0      % ¼dk½ __________ (vkokl½ __________ 
 Telephone No.      : (O)_________________(R)____________________ 

6- bZ&esy irk] ;fn dksbZ gks E-mail address if, any  : _____________________________________________ 

7- cSad dk uke ------------------------------------------------- czkap -------------------------------- cpr cSad [kkrk --------------------------------------------- ‘kk[kk dk ,evkbZlhvkj dksM -------

--------------------------------------------------------------------------------------------------------- caSd dh ’kk[kk dk nwjHkk”k ua0 ---------------------------------------------------------------------- 

 Name of the Bank ________________________ Branch _____________________________ SB A/C ____________________Branch 

MICR Code _______________________________ Tel. No. of Bank Branch___________________________________________ 

8- jksxh dk uke vkSj dkMZ/kkjd ds lkFk mldk laca/k % ------------------------------------------------------------------------------------------------------------------------------ 

 Name of the patient & relationship with the card holder : ______________________________________________________ 

9- Lrj fpfUgr djsa ¼√½ ¼ljdkjh deZpkjh@isa’kuHkksxh@lsokjr dkfeZd vFkok Lok;Ÿk fudk; dk isa’kuHkksxh@laln lnL;@iwoZ lkaln@iwoZ 

jkT;iky@mPpre U;k;ky; ds iwoZ tt@Lora=rk lsukuh@fof/kd mŸkjkf/kdkjh@vU;½ 

 Status tick ¼√½ (Govt. Servant/Pensioner/Serving employee or  pensioner of autonomous body/Member of Parliament/Ex-M.P/Ex-

Governor/Former Judge of Supreme Court/Former Judge of High Court/Freedom Fighter/Legal Heir/others) 

10- ewy osru@ewy isa’ku@ Basic Pay/Basic Pension      : _____________________________________________ 

11- vLirky dk uke vkSj irk@Name of the Hospital with Address  : _____________________________________________ 
 ¼d½ vks ih Mh mipkj vkSj tkap@OPD treatment and investigations. : _____________________________________________ 

 ¼[k½ vUrjax mipkj@Indoor Treatment.   : _____________________________________________ 

12- nkf[ky gksus dh rkjh[k ------------------------------------------------------------------------------------ fMLpktZ dh rkjh[k --------------------------------------------------------------------------------- 

 ¼dsoy vUrjax mipkj ds ekeys esa½ 

Date of admission____________________ Date of discharge _____________________________ (in case of Indoor Treatment only) 

13- nkok dh xbZ dqy jkf’k@Total amount Claimed  : _____________________________________________ 

 ¼d½ vksihMh mipkj@OPD Treatment   : _____________________________________________ 

 ¼[k½ vUrjax mipkj@Indoor Treatment.   : _____________________________________________ 

14- vuqefr dk fooj.k@Details of Permission  %  % _____________________________________________ 

15- esfMdy vfxze dk fooj.k¼;fn dksbZ gks½@Details of Medical advance if, any: _____________________________________________  
 

?kks”k.kk@DECLARATION 
 

,rn~}kjk eSa ;g ?kks”k.kk djrk@djrh gwa fd vkosnu esa fn, x, fooj.k esjh tkudkjh vkSj fo’okl ds eqrkfcd lR; gSa vkSj ftl O;fDr ds fy, fpfdRlk laca/kh 

O;; fd, x, og eq> ij iwjh rjg vkfJr FksA eSa lhth,p,l dk ykHkkFkhZ gwa vkSj mipkj ds le; lhth,p,l dksbZ dkMZ cS/k FkkA fu;eks a ds varxZr ekU; 

Hkqxrku ds fy, eSa lger gwaA 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 dependant on me. I am a CGHS beneficiary and the CGHS card 

was valid at the time of treatment. I agree for the reimbursement as is admissible under the rules. 
 

 

       ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

fnukad@Date ----------------------------------------------  lhth,p,l dkMZ/kkjd ds gLrk{kj@Signature of  CGHS card holder  

 



fVIi.kh@Note :  lhth,p,l lqfo/kkvksa dk nq:i;ksx ,d naMuh; vijk/k gSA tkucw>dj rF;ksa dks fNikus vkSj xyr lwpuk nsus dh 

fLFkfr esa lhth,p,l dkMZ jn~n djus lfgr mi;qDr dkjZokbZ dh tk,xhA lsokjr dkfeZdksa ds ekeys esa mi;qDr vuq’kklfud dkjZokbZ dh 

tk,@ Misuse of CGHS facilities is a criminal offence. Suitable action including cancellation of CGHS card shall be taken in case of 

willful suppresion of facts or submission of false statements. Suitable disciplinary action shall be taken in case of serving employees.  

mipkj dj jgs fo’ks”kK }kjk izekf.kr vfuok;Zrk izek.k&i= ,oa O;; dk fooj.k ¼nks izfr;ksa esa izLrqr djk tk;s½ 

Essentially Cerfifiacate-cum-statement of expenditure certified by treating specialist (to be submitted in duplicate) 

¼tks ykxw ugha gksrk mls dkV nsa½ (Strike out whichevr is not applicable) 

 

1- jksxh dk uke rFkk dkMZ/kkjd ls mldk laca/k   % ____________________________________________  

Name of the patient and relationship with the card holder  : ____________________________________________ 

2- O;; dk fooj.k@Details of expenditure :   : ____________________________________________ 

¼d½ ckg~; jksxh mipkj@OPD Treatment _______________________________ funku@Diagnosis _____________________________ 

¼i½ vLirky dk uke /Name of the Hospital   : ____________________________________________ 

¼ii½ okmpj dh dqy la[;k /Total No. of vouchers   : ____________________________________________  
¼iii½ nkos dh jkf’k /Amount claimed     :  ____________________________________________ 

¼tgka vko’;d gks ogka vyx ls vuqca/k esa izR;sd mi’kh”kZ ds fy, frfFk ds lkFk nqdkuksa ds uke rFkk irs lfgr vyx&vyx okmpj dh 

dze la[;k n’kkZ;sa½A@ (Indicate serial number of individual vouchers with name and address of the shops with date against each sub heading 

in a separate wherever required). 

            nkos dh jkf’k       Lohdk;Z jkf’k/Amount admissible 

         Amount claimed       ¼dk;kZy; mi;ksx gsrq½/for official use. 

¼d½ nok / Medicine    ________________________ ____________________________ 

¼[k½ ijke’kZ ‘kqYd / Consultation Fees    ________________________ ____________________________ 

 ¼ijke'kZ dh la[;k dk C;kSjk nsa½/(Specify number of consultations). 

¼x½ iz;ksx’kkyk ‘kqYd /Laboratory Charges  ________________________ ____________________________ 

 ¼vyx&vyx vuqca/k esa fooj.k½/(Break-up in a separate annexure). 

¼?k½ fMLikstscy ltZYl&lfUMªt/Disposable Surgls-Sundries. ___________ __________________ 
¼M-½ fo’ks”k ;a= tSls lquus okyk ;a=@d`f=e ;a= vkfn ¼mYys[k djsa½ ________________   _____________________________ 

Special devices like hearing aid/Artificial appliance etc. (Specify). 

¼p½ fofo/k / Miscellaneous        ________________________ ____________________________ 

¼mYys[k djsa½ / (Specify). 

 ;ksx@Total                                  _____________________     _________________________ 
¼N½ vUrjax mipkj funku / Indoor Treatment Diagnosis _______________________ ____________________________ 

¼tgka vko’;d gks ykxw ugha fpfUgr djsa½ (To be marked N.A. wherever necessary). 
 

¼vUrjax mipkj dh vof/k ls lacaf/kr vLirky fcy rFkk vU; okmpj dk fooj.k½ 

(Details of Hospital Bill and other vouchers pertaining to the period of indoor treatment) 
 

¼d½ irk lfgr vLirky dk uke % _________________________________________________ 
 Name of the Hospital with address : 

¼[k½ fcy dh vof/k/Period of Bill : From______________ ls To_________________________rd 

¼x½ nkos dh jkf’k /Amount claimed ______________________________________________________________________ 

¼tgka vko’;d gks ogka vyx ls vuqca/k esa izR;sd mi’kh”kZ ds fy, frfFk ds lkFk nqdkuksa ds uke rFkk irs lfgr vyx&vyx ckmpj dh 

dze la[;k n’kkZ;sa½@(Indicate serial No. of individual vouchers with name and address of shops with date against each sub 

heading in a separate annexure wherever required).  

      nkos dh jkf’k  Lohdk;Z jkf’k/Amount admissible 

      Amount claimed       ¼dk;kZy; mi;ksx gsrq½/for official use.  

(i) dejs dk fdjk;k /Room Rent %& 

vkbZlh;w@vkbZlhlh;w@okMZ /ICU/ICCU/WARD  :  FROM_______________ ls /To _______________ rd 

¼ii½ ‘kqYd / Charges for :  

¼d½ vkijs’ku fFk;sVj /Operation Theatre  : ____________________ ______________________ 

¼[k½ vkijs’ku fFk;sVj miHkksT; /O.T. Consumables : ____________________ ______________________ 

¼x½ ,ufLFkfl;k /Anesthesia    : ____________________ ______________________ 



¼?k½ izfdz;k /Procedure    : _____________________ ______________________ 

¼iii½ nokbZ;ka /Medicines     : ____________________ ______________________ 

¼iv½ bEIykaV tSls islesdj tkabUV fjIyslesUV]  : ____________________ ______________________ 

dkjujh LysUV vkfn ¼C;kSjk½@Implants like pacemaker joint replacement, Coronary Slent etc. (Details).  

¼v½ d`f=e ;a= ¼C;kSjk½ /Artificial devices   : ____________________ ______________________ 

¼vi½ iz;ksx’kkyk ‘kqYd /Lab Charges   : ____________________ ______________________ 

 ¼vuqca/k esa fooj.k fn;k tk,½@ 
¼ Break-up given in Annexure). 

¼vii½ fo’ks”k ulZ@vk;k ;fn dksbZ gks             : ____________________ ______________________ 

Spl. Nurse/Aya, if any   
¼viii½ fofo/k / Miscellaneous    : ____________________ ______________________ 
 dqy / TOTAL     : __________________ ____________________ 

 

 

 

nkosnkj ds gLrk{kj/Signature of Claiment ____________________ 

uke cM+s v{kjksa esa /Name in Block letters._____________________ 

irk rFkk nwjHkk”k ;fn dksbZ gks /Address & Tele. No., if any ______ 

_____________________________________________________ 

 

1- izekf.kr fd;k tkrk gS fd lac) fcy@okmpj dh esjs }kjk tkap dj yh xbZ gS rFkk mijksDr esa n’kkZ;k x;k O;; lgh gS vkSj 

nh xbZ mipkj lsok,a vfuok;Z vkSj U;wure gSa tksfd jksxh ds LokLF; ykHk ds fy, vko';d FkhaA@Certificate that the 

relevant bills/vouchers have been verified by me and the expenditure shown above is correct and the treatment 

services provided are essential and minimum that required for the recovery of the patient. 
 

2- izekf.kr fd;k tkrk gS fd fo’ks”k ulZ@vk;k dh lsok,a -----------------------------------------------------------------ls ---------------------------------------rd jksxh ds 

LokLF; ykHk ds fy, vfuok;Z FkhaA@Certified that the services of special nurse/Aya were required from 

___________ To _________ that were absolutely essential for the recovery of the patient. 
 

3- fof’k”V izfdz;k@fd;k x;k vkijs’ku ___________________________FkkA 

 Specific procedure/Operation performed was _________________________________. 
 

 

 

 

 

 

mipkj djus okys fo’ks”kK ds dk;kZy; eksgj lfgr gLrk{kj 

                Signature of the Treating Specialist  with official seal 

 

 

___________________________ 
vLirky ds fpfdRlk v/kh{kd }kjk eksgj lfgr  

izfrgLrk{kj ¼dsoy nkf[ky jksxh mipkj ds fy,½ 

Counter signed by Medical Superintendent of the 

Hospital with seal (For Indoor treatment only).  
 

 

 

 

 



ifjf’k”V@APPENDIX-XIII 
fpfdRlk laca/kh nkoksa ds fy, vkosnu&i= 

FORM OF APPLICATIONS FOR MEDICAL CLAIMS 
 

fpfdRlk & 97@Med. 97 
 

dsUnz ljdkj ds deZpkjh vkSj muds ifjokj ds lnL;ksa }kjk izkf/kd`r fpfdRlk ifjpkjh vkSj vLirky nksuksa ls djkbZ xbZ fpfdRlk ‘k qJw”kk@mipkj 

ds fy, fpfdRlk ‘kqJw”kk vkSj@;k mipkj ds lEcU/k esa [kpZ fd, x, fpfdRlk O;; dh okilh ds nkos ds fy, vkosnu i= 

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

and/or treatment of Central Government servants and their families-For medical attendance/treatment taken 

both from an Authorized Medical Attendant and a Hospital 

 

1- ljdkjh deZpkjh dk uke o inuke ¼Li”V v{kjksa esa½  ___________________________ 

 Name and designation of Government servant  (in Block Letters) ________________________________ 

   ¼i½  D;k fookfgr gSa ;k vfookfgr@ Whether married or unmarried ________________________________

        

¼ii½ ;fn fookfgr gSa] rks iRuh@ifr dh fu;qfDr dk LFkku  _______________________________________ 

 If married, the place where wife/husband is employed  ________________________________________ 
 

2- dk;kZy; dk uke tgka dk;Zjr gSa@Office in which employed     ____________________________________ 

3- ljdkjh deZpkjh dk ewy fu;eksa esa ;Fkk ifjHkkf”kr osru vkSj vU; dksbZ ifjyfC/k;ka] ftUgsa vyx ls n’kkZ;k tk,@Pay of the 

Government servant as defined in the Fundamental Rules and any other emoluments which should be shown 

separately ____________________________________________________________________ 

4- M~;wVh dk LFkku@Place of duty                  ________________________________________ 

5- okLrfod vkoklh; irk@Actual residential address  ________________________________________ 

6- jksxh dk uke rFkk ljdkjh deZpkjh ds lkFk mldk laca/k  ________________________________________ 

¼d̀i;k /;ku nsa½ % cPpksa ds ekeys esa vk;q Hkh n’kkZ,a  ________________________________________ 

Name of the patient and his/her relationship to the Government servant  ________________________________ 

 N.B.-  In the case of children state age also.    ________________________________ 

7- LFkku tgka jksxh chekj gqvk                                ________________________________________        

Place at which the patient fell ill                                                   ________________________________________ 

8- nkok dh xbZ jkf’k dk C;kSjk@Details of the amounts claimed ________________________________________                              

 
I.  fpfdRlk ‘kqJw”kk&@Medical Attendance- 

 

¼i½  ijke’kZ djus dk ‘kqYd crk,a@ Fees for consultation indicating-     ___________________________ 

¼d½ ijke’khZ fpfdRlk vf/kdkjh dk uke o inuke rFkk vLirky ;k vkS”k/kky; ftlls lacaf/kr gS@The name and 

designation of the Medical Officer consulted and the hospital or dispensary to which attached 

_______________________________________________________________________________ 

 _______________________________________________________________________________ 



¼[k½ ijke’kZ dh la[;k vkSj frfFk;ka rFkk izR;sd ijke’kZ ds fy, fn;k x;k ‘kqYd@The number and dates of consultation 

and the fee paid for each consultation _______________________________________________ 

 

¼x½  batsD’ku dh la[;k vkSj frfFk;ka rFkk izR;sd batsD’ku ds fy, fn;k x;k ‘kqYd@The number and dates of 

injection and the fee paid for each  injection ________________________________________ 

¼?k½  D;k ijke’kZ vkSj@;k batsD’kUl vLirky esa] fpfdRlk vf/kdkjh ds ijke’kZ d{k es a ;k jksxh ds vkokl ij gqvk 

Fkk@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 ______________________________________________________ 

 

¼ii½ fod`frtU;] thokf.od] jsfM;ksykftdy ;k funku ds nkSjku fd, x, blh izdkj ds vU; ijh{k.kksa ds fy, [kpZ dk 

fooj.k@Charges for Pathological, Bacteriological, Radiological or other similar tests undertaken during 

diagnosis indicating- _____________________________________________________________________ 

 

 ¼d½ vLirky  ;k iz;ksx’kkyk dk uke tgka ijh{k.k fd, x,( vkSj@The name of the hospital or laboratory where 

undertaken; and ___________________________________________________________ 

¼[k½  D;k ijh{k.k izkf/kd`r fpfdRlk ifjpkjh dh lykg ij fd, x, FksA ;fn gka] rks mlls lacaf/kr ,d izek.k&i= Hkh 

layXu fd;k tk,@Whether the tests were under-taken on the advice of the Authorized Medical 

Attendant. If so, a certificate to that effect should be attached  _____________________________ 

  ________________________________________________________________________________________ 

¼iii½ cktkj ls [kjhnh xbZ nokb;ksa dk ewY;@Cost of medicines purchased from the market ____________________ 

¼dS’k eseksa vkSj vfuok;Zr izek.k&i= layXu fd;k tk,½@  ________________________________________ 

(Cash memos and the Essentiality Certificates should be  attached) 

        

II-  vLirky esa bykt@Hospital Treatment  : 

 vLirky dk uke@Name of the Hospital          : ______________________________________________  

vLirky esa bykt dk [kPkZ ftlesa fuEufyf[kr [kPkksaZ dks vyx ls n’kkZ;k tk,  __________________ 

Charges for hospital treatment, indicating separately the charges for       ____________________________ 
 

¼i½  vkokl ¼;g Li”V djsa fd D;k ;g ljdkjh deZpkjh dh gSfl;r ;k osru ds vuq:i ;k RkFkk mu ekeyksa esa tgka 

vkokl ljdkjh deZpkjh dh gSfl;r ls Åij gS rks bl vk’k; dk izek.k&i= layXu fd;k tk, fd ftl vkokl 

dk og ik= Fkk og miyC/k ugha Fkk½@Accommodation (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) 

__________________________________________ 



 

¼ii½   vkgkj@Diet ____________________________________________________________________________  

 

¼iii½  ’kY;ksipkj ;k fpfdRlk mipkj ;k izlwfr@ Surgical operation or medical treatment or confinement  ____ 

  ______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

¼iv½ fod`frtU;] thokf.od] jsfM;ksykftdy ;k blh izdkj ds vU; ijh{k.k ftuesa bafxr fd;k tk,@ Pathological, 

Bacteriological, Radiological or other similar tests, indicating _________________  

 ______________________________________________________________________________ 

¼d½   vLirky ;k iz;ksx’kkyk dk uke tgka ijh{k.k fd, x,( vkSj@The name of the hospital or laboratory at 

which undertaken; and __________________________________________________________________  

¼[k½ vLirky ds ekeys esa D;k ;g izHkkjh fpfdRlk vf/kdkjh dh lykg ij fd, x,A ;fn gka] rks bl vk’k; dk 

izek.k&i= layXu fd;k tk,@ Whether 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  ____________________ 

 _______________________________________________________________________________________ 

¼v½  nokb;ka@Medicines      _______________________________________________________________ 

¼vi½  fo’ks”k nokb;ka@ Special medicines ________________________________________________________  

¼dS’k eseksa vkSj vfuok;Zrk izek.k&i= layXu fd;k tk,½@ (Cash memos and the Essentiality Certificates should be attached                

¼vii½  lk/kkj.k mip;kZ ¼uflZax½@Ordinary nursing ____________________________________________________ 

¼viii½ fo’ks”k mip;kZ vFkkZr jksxh ds fy, ulkZas dks fo’ks”k :i ls fu;qDr fd;k x;kA ;g Li”V djsa fd D;k mUgas vLirky 

esa jksxh ds izHkkjh fpfdRlk vf/kdkjh dh lykg ij fu;qDr fd;k x;k ;k ljdkjh deZpkjh vFkok jksxh ds fuosnu 

ij j[kk x;kA igys  ekeyksa esa vLirky esa jksxh ds izHkkjh fpfdRlk vf/kdkjh dk izek.k&i= vLirky ds fpfdRlk 

v/kh{kd }kjk izfrgLrk{kfjr layXu fd;k tk,@ Special nursing, i.e., nurses, specially engaged for the 

patient. State whether they are employed on the advice of the  Medical Officer in charge of the case at 

the hospital or at the request of the Government servant or patient. In the former case a certificate from 

the Medical Officer in charge of the case and countersigned by the Medical Superintendent of the 

hospital should be attached  _____________________________ 

 _______________________________________________________________________________________ 

¼ix½ ,EcqySal izHkkj@Ambulance charges : ___________________________________________ 

 ¼,EcqySal ------------------------------------------------------------ ls --------------------------------------------------------------------------------rd bLrseky dh xbZ½ 

  (State the journey _____________________ to and fro _________________________ undertaken) 

¼x½ dksbZ vU; izHkkj mnkgj.k ds fy, fctyh] ia[ks] ghVj] ,;jdaMh’kuj vkfn dh lqfo/kk gsrq izHkkj] ;g Li”V djsa fd 

D;k ;g lqfo/kk,a lkekU;r;k  jksfx;ksa dks nh tkus okyh lqfo/kkvksa dk fgLlk gksrh gSa vkSj jksfx;ksa ds ikl dksbZ vkSj 

fodYi ugha gksrk@Any other charges, e.g., charges for electric light, fan, heater, airconditioning, etc. 



State also whether the facilities referred to are a part of the facilities normally provided to all patients 

and no choice was left to the patient   _____________________________ 

_______________________________________________________________________________ 

fVIi.kh 1%  ;fn ljdkjh deZpkjh }kjk mipkj lh-,l-¼,e-,-½ fu;ekoyh 1944 ds fu;e 7 ds rgr vius fuokl LFkku ij fy;k x;k gS rks ,sls 

mipkj dk fooj.k nsa vkSj izkf/kd`r fpfdRld dk izek.k&i= layXu djsa tSlk fd bu fu;eksa ds vuqlkj vko’;d gSA If the treatment was 

received by the Government servant at his residence under Rule 7 of the CS (MA) Rules, 1944, give particulars of such 

treatment and attach a crtificate from the Authorized Medical Attendant as required by these rules. 

 

fVIi.kh 2%  ;fn mipkj ljdkjh vLirky ds vykok fdlh vU; vLirky esa djk;k x;k gS rks vko’;d C;kSjk rFkk izkf/kd`r fpfdRld dk ;g 

izek.k&i= fd visf{kr mipkj fdlh utnhd ds ljdkjh vLirky esa miyC/k ugha Fkk] izLrqr fd;k tk,A If the treatment was received at a 

hospital other than a Government hospital, necessary details and the certificate of the Authorized Medical Attendant that the 

requisite treatment was not available in any nearest Government hospital should be furnished. 

  

III fo’ks”kKksa ls ijke’kZ@Consultation with Specialist 

 

izkf/kd`r fpfdRld ds vykok fo’ks”kK ;k fpfdRlk vf/kdkjh dks vnk fd;k x;k ‘kqYd] ftlesa fuEukafdr lwpuk nh tk,  

Fees paid to a Specialist or a Medical Officer other than the Authorized Medical Attendant, indicating- 

  

¼d½ ml fo’ks”kK ;k fpfdRlk vf/kdkjh dk uke] inuke ftlls ijke’kZ fy;k x;k gS rFkk ml vLirky dk uke ftlls og 

lEc) gS@The name and designation of the Specialist or Medical Officer consulted and the hospital to which 

attached _________________________________________________________________________________ 

¼[k½ ijke’kksaZ dh la[;k o rkjh[ksa rFkk izR;sd ijke’kZ ds fy, fy;k x;k ‘kqYd@Number and dates of consultations and the 

fees charged for each consultation.  ____________________________________________________________ 

¼x½ D;k ijke’kZ vLirky esa] fo’ks”kK ;k fpfdRlk vf/kdkjh ds ijke’kZ d{k esa fy;k x;k ;k jksxh ds vkokl ij@ Whether 

consultation was had at the hospital, at the consulting room of the Specialist or Medical Officer or at the 

residence of the patient; and ______________________________________________________________________ 

¼?k½ D;k fo’ks”kK ;k fpfdRlk vf/kdkjh ls ijke’kZ izkf/kd`r fpfdRld dh lykg ij fd;k x;k vkSj D;k jkT; ds eq[; iz’kklfud 

fpfdRlk vf/kdkjh ls iwoZ vuqefr izkIr dj yh xbZ FkhA ;fn gka] rks bl vk’k; dk izek.k&i= layXu fd;k tk,@Whether 

the Specialist or Medical Officer was consulted on the advice of the Authorized 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. ____________________________________________________ 
 

 

9 nkos dh dqy jkf’k@Total amount claimed ___________________________________________________________ 

 

10 fnukad  _____________ dks yh xbZ vfxze jkf'k dks ?kVkus ds ckn 'ks"k jkf'k #0 ________________ 

Less advance taken on    _______________________ Rs.         ____________________________ 



 

11 nkos dh fucy jkf’k #0@Net amount claimed (Rs.) ______________________________________________                

 

12 vuqyXudksa dh lwph@ List of enclosures _______________________________________ 

 _____________________________________________________________________________________ 

 ______________________________________________________________________________________ 

 ______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

 

ljdkjh deZpkjh }kjk gLrk{kj dh tkus okyh ?kks”k.kk 

DECLARATION TO BE SIGNED BY THE GOVERNMENT SERVANT 

 
eSa ,rn~}kjk ;g ?kks”k.kk djrk gwa fd vkosnu i= esa fn, x, fooj.k esjh tkudkjh vkSj fo’okl ds vuqlkj lR; gSa vkSj ftl O;fDr ds 

fy, fpfdRlk O;; fd, x, og iw.kZ :i ls eq> ij vkfJr gS@I 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.  

 

 

      ______________________________________ 

      ______________________________________  

fnukad@Date ________________      ljdkjh deZpkjh ds gLrk{kj vkSj dk;kZy; dk uke tgka og dk;Zjr gS                                                               
      Signature of the Government  servant  and  Office to which attached  
      

                                                                                                                        
fpfdRlk 97&,@Medical 97-A 

 

dsUnz ljdkj ds deZpkjh vkSj muds ifjokj ds lnL;ksa }kjk vLirky esa esfMdy@mipkj ds laca/k esa fd, x, O;; 

dh okilh ds nkos ds fy, vkosnu i=@Form of application for claiming refund of medical expenses 

incurred in connection with medical attendance/treatment of Central Government servants or their 

families for treatment in a Hospital. 

 

fpfdRlk 97 ds leku] flQZ dkWye 8 dks NksM+dj ftlesa fuEufyf[kr nks ensa ‘kkfey gSa% 

Same as Med. 97 except that Item 8 contains the following two items only:-  

 

I   vLirky esa bykt@Hospital Treatment 
II  fo’ks”kKksa ls ijke’kZ@Consultation with Specialist 

 

fpfdRlk 97&ch@Med. 97-B 

 
dsUnz ljdkj ds deZpkjh vkSj muds ifjokj ds lnL;ksa }kjk izkf/kd`r esfMdy vVasMsal }kjk esfMdy vVasMsal vkSj@;k 

mipkj ds laca/k esa fd, x, O;; dh okilh ds nkos ds fy, vkosnu i=@Form of application for claiming 

refund of medical expenses incurred in connection with medical attendance and/ or treatment of 



Central Government servants and their families – For Medical Attendance by Authorized Medical 

Attendant. 

 

fpfdRlk 97 ds leku] flQZ dkWye 8 dks NksM+dj ftlesa fuEufyf[kr nks ensa ‘kkfey gS%  
Same as Med. 97 except that Item 8 contains the following two items only:- 

 

I  esfMdy vVsaMsal@Medical Attendance- 
     

II  fo’ks”kKksa ls ijke’kZ@Consultation with Specialist- 



ifjf’k”V@APPENDIX&XIV 
vfuok;Zrk izek.ki=@ESSENTIALITY CERTIFICATES 

izek.ki= ^d*@CERTIFICATE ‘A’ 

 

¼mu jksfx;kss ds ckjs esa Hkjk tk, ftUgsa mipkj ds fy, vLirky esa HkrhZ ugha fd;k x;kA½ 

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

 

 Jherh@Jh@dqekjh &&&&&&&&&&&&&&&&&&&&&&&&&&& iRuh@lqiq=@lqiq=h@&&&&&&&&&&& tks 

____________________________________________________________________________________ esa dk;Z djrh 

gaS@Certificate granted to Mrs./Mr./Miss. ____________________________________ wife/son/daughter of Mr. 

___________________ employed in the ____________________________________________________ 
 

eSa] Mk0 ----------------------------------------------------------------------- ,rn~}kjk izekf.kr djrk gwa & 

I, Dr. _____________________________________ hereby certify – 
  

¼d½  fd eSaus ------------------------------------------------- ¼frfFk nh tk,½ dks ijke’kZ@jksxh ds ?kj esa -------------------------------------------------------------- ds 

ijke’kZ ds fy, ------------------------------------------------- :0 pktZ fd,A 

That I charged and received Rs. ____________for _________________________________consultations on 

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

¼[k½ fd eSaus ------------------------------------------------------------------------- vius ijke’kZ d{k@jksxh ds vkokl ij --------------------------------------------------dks 

¼frfFk nh tk,½ bUVªkohul@bUVªkeLD;wyj@lcD;wjsfu;l Vhdk yxkus ds fy, ------------------------ :0 pkTkZ fd,A 

That I charged and recirved Rs. _____________ for administering _______________________ 

intravenous/intra-muscular/subcutaneous injections on __________________________ (dates to be given) at 

_________________________________________ my consulting room/the residence of the patient; 
 

¼x½ fd yxk;k x;k Vhdk izfrj{k.k vFkok jksx fujks/kh mn~ns’;ksa ds fy, Fkk@ugha Fkk@That the injections administered 

were not/ were for immunizing or prophylactic purposes; _____________________________ 

 ______________________________________________________________________________________ 

¼?k½ fd jksxh dk mipkj -------------------------------------------------------------------------------------------------------------------------------------------------------------- vLirky 

esa@esjs ijke’kZ d{k esa fd;k x;k gS rFkk jksxh ds LokLF; dh xaHkhj fLFkfr ds LokLF; YkkHk@ jksd gsrq esjs }kjk 

fy[kh xbZ nokbZ;ka bl laca/k esa vko’;d FkhA izkbosV jksxh dh vkiwfrZ gsrq nokbZ;ka -----------------------------------------------------------------

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- ds LVkd esa 

ugha gS ¼vLirky dk uke½ rFkk izkSizkbVjh nokvksa esa ‘kkfey ugha gS ftlds fy, leku mipkj eku ds lLrs inkFkZ 

miyC/k gSa vkSj u ,slh nok,a gSa tks izkFkfed :i ls [kk| inkFkZ VkW;ysV~l vFkok vladzked gksaA  

That the patient has been under treatment at __________________________________________________ 

hopsital/my consulting room 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 in the ___________________________________________________________ (name of  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. 

  nokbZ;ksa ds uke (Names of medicines)                         ewY; (Price) 
 

 1. ----------------------------------------------------------------      --------------------------------------- 
 

 2. ----------------------------------------------------------------      --------------------------------------- 

 3. ----------------------------------------------------------------      --------------------------------------- 4.

 ----------------------------------------------------------------      --------------------------------------- 

¼M-½ fd jksxh --------------------------------------------------------------------------------------------------------------------------------- ls ihfM+r gS@Fkk rFkk jksxh esjs }kjk 

fd, x, mipkj esa ------------------------------------------------------------------------------------ ls ---------------------------------------------------------- gS@FkkA  

 that the paritent is/was suffering from  _________________________ and is/was under my treatment from  



 ___________________________________ to  ______________________________________________. 

¼p½ fd jksxh dks Ikzh&usVy vFkok ckn dk esVy mipkj fd;k x;k ------------------------------------------------------------------------------------------------ 

 that the patient is/was not given pre-natal or post-natal treatment; _________________________________ 

¼N½ fd ,Dl&js] iz;ksx’kkyk ijh{k.k vkfn ftlds fy, ------------------------------------ :0 [kpZ fd, x,] vko’;d Fkk rFkk esjh 

lykg ij djok;s x, ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

¼vLirky vFkok iz;ksx’kkyk dk uke½ 

 that the X-ray, laboratory test, etc., for which an expenditure of Rs._______________was incurred was 

necessary and were undertaken on my advice at  ______________________________________________ 

______________________________________________________ (name of the hospital or laboratory); 

¼t½ fd eSaus fo’ks”k ijke’kZ ds fy, ------------------------------------------------------------------------ fpfdRld ds ikl Hkstk rFkk vko’;d 

fu;ekuqlkj vuqeksnu fy;k x;k Fkk ------------------------------------------------------- jkT; ds eq[; iz’kklfud vf/kdkjh dk uke½A 

 that I referred the patient to Dr. ____________________________for Specialist consultation and that the 

necessary approval of the ________________________________________ (name of the Chief Administrative 

Officer of the State) as required under the rules was obtained; 

¼>½ fd jksxh dks vLirky esa j[kuk vko’;d Fkk@ugha Fkk@that the patient did not require/ required hospitalization. 

_________________________________________________________________________ 

 

 

 

fnukad@Dated __________            ,,e, ds gLrk{kj@fpfdRlk vf/kdkjh --------------------------------------------------- 
dk inuke@rFkk vLirky@fMLisUljh --------------------------------------------------- 

ls ftlls laca) gS@ Signature of AMA/ __________________ 

Designation of the Medical Officer &  ___________________ 

hospital/ dispensary  to which attached. __________________ 

 

d`i;k /;ku nhft,@ N.B. %  izek.ki= es tks ykxw u gks mls dkV nsaA izek.ki= vko’;d gS rFkk lHkh ekeyksa es fpfdRlk 

vf/kdkjh }kjk Hkjk tk,A@Certificates not applicable should be struck off. Certificate (e) is compulsory and must be filled 

in by the Medical Officer in all cases. 

 

vfuok;Zrk izek.ki=  

ESSENTIALITY CERTIFICATES 

 

fVIi.kh 1 % mu ekeyksa esa tgka jkf= ds nkSjksa ds fy, ¼10 jkf= rFkk 6-00 lqcg ds chp½ ,,e, }kjk ijke’kZ ‘kqYd dh  nksxquh njsa pktZ 

dh tkrh gSa ogka ,,e, dks ,d izek.ki= layXu djuk gksxk ftlesa ;g n’kkZuk gksxk fd jkf= ijke’kZ D;ksa vko’;d FkkA ¼thvkbZ] 

,e,p] dk;kZy; vkns’k la[;k ,Q&28&57@60 ,p I fnukad  4 vizSy] 1962½A 

In case where double the rates of consulation fees are charged by the AMA for night visits (between 10 p.m. and 6 a.m.) 

the AMA should furnish a certificate showing why the night consultation was necessary.  

(G.I., M.H., O.M. No. F. 28-57/60-H.I., dated the 4th April, 1962 

 

fVIi.kh 2 % mijksDr izek.ki= fpfdRlk vf/kdkjh }kjk izkIr Hkqxrkuksa ds fy, fu;fer izkfIr le>k tk, ftlesa ;fn Hkqxrku 20 :i;s ls 

T;knk gksxk rks mlesa vfuok;Z izek.ki= ij ,d jktLo fVdV fpidkuk vko’;d gksxk rFkkfi ijke’kZ ds fy, fo’ks”kKksa ls vyx eksgj 

¼eksgj tgka vko’;d gS½ vko’;d gksxh tgkaA  

¼thvkbZ] ,e,p] dk;kZy; vkns’k la[;k ,Q&28&57@60 ,p I fnukad 30 tuojh] 1961½ 

The above certificate may be deemed to be regular receipts for the payments received by the medical Officers, who will 

be required to affix a revenue stamps on the Essentiality Certificate itself when the payment exceeds Rs. 20. Separate 

receipts (stamped where renessary) would however be necessary from the Specialists for consultation with them, who do 

not sign the Essentiality Certificates.  

(G.I., M.H.,O.M. No.F. 28-57/60-H.I., dated the 30th January, 1961) 
 



fVIi.kh 3 % tgka ljdkjh vLirkyksa }kjk tkjh ikorh izkf/kd`r izi= ¼eqfnzr ,oa vafdr½ ij gS vkSj bu ikofr;ksa dh jkf’k vfuok;Zrk 

izek.ki= ds :i esa ‘kkfey gS] ,slh ikofr;ksa ij izfrgLrk{kj dh vko’;drk ugha gSA 

¼thvkbZ] ,e,p] dk;kZy; vkns’k la[;k ,Q&61¼1½&bZ0 oh@60] fnukad 29 Qjojh] 1961½ 

Where the receipts issued by the Government  hospitals are on authorized forms (printed and numbered) and the amount 

of these receipts is incorporated in body of the Essentiality Certificate, countersignature of such receipts need not be 

insisted upon).  

(G.I., M.H., O.M. No. F. 61(1)-E. V/60, dated the 29th   February,, 1961)  
 
 


