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Glaim for Reimbursement of Medical Gharges
For Out-Patient Treatment

Check List to be signed and furnished
by the (APGENGO) Employee

lndicate 'Ycs' (r 'Ncr'

in the Brackets againsl
each item

1. All the Columns of the application form have been filled in properly

The bill has been submitted alongwith Essenliality Certificate 'A for the treatmenl as Out-
Patienl t y Furnishing atl lhe particulars and signed by the Medical Attendant who treated
lhe f'atent,

The tjil! has been submitted alongwith the Essentiality C€rlmcate 'B' for the treatnlenl as lfl-
Patienl t)y fimrishirlg all the partic-ulars and signed by the Medical Allendant who trealed
Ele palienl and countersilrned by the Head ., tlle Hospital.

4. The nalne of the disease has been indicated in the essenliality certificale in block letters ( )

5. Ihe Perod of Trealmenl has been specifi(lally indicated in the essentiality certifrcate

The case Doctor has stlned on the essentialty certincab 3nd counlersigned by the Head

of the l-lospital.

7. Al the Columns of Esselttiality Cerlificate 'A,/!3' have heen lilled in properly

8. Al the Cash receipts are wilhin the period ol treatment.

9. The castr receipts have been countersigned by the Doctor who treated the patient.

10 The nanre of the palieat and name of the Doctor has been indicated in all the cash receipts ( )

.t
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11. Allthe cash receipts alclosed to the Medical Reimbursement claim are dated

.12. The tota, amount of cash receipls tallied with the amount claimed

'13. The duplicate bill with the copies of the original t ills has beelr submitted

()

(SIGNATURE OF THE EMPLOYEE)

(

)

()

()

()

()

)

(

)
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Certificate to be furnished by the
Forwarding Officer

flle l)ill is subnritled w hin three months from the date of completion o, treatment

The application is as prescribed by the (APGENCO).

'fhe application form has been signed by the emplq€e/countersigned t)y the controtiing Officer with
dates

The name of the dasease is indicated in Block Letters in the essentialiiy certilicate ceriilying that it is a
Chronic Disease.

lhe Medical Bill of the employee has been thoroughly scrutinised in the Itghl ot the instructions and
gride-lines issued iri pare 14 of Boards Menlo No DP/DM {A) F3n48ti85.16, Dr 25-4-89 and the
slatefl renl is funrisl|ed.

0 The total amount of reimbursement so far sanctioned to Ule e'ltployec is Es.._......._......_....__..

7 Pri(1r'permission fro'n the cornpelent authority l()r taking treatment oulside the state has beeo obtained
in Menro. No.. .........,.. ---_.Daie...,....

8 The clerm is within the powers of CMD/ArGENCO vidc/c.O_O No. 57? Dt.24l1zZOOz

ATTESI'A]ION OF THE
FORWARDING OFFICER



FORM OF APPLICATION FOR MEDICAL CLAIMS

1

2

3

4.

5,

Na,ne of the Emrloyee
Dale l]l Bi.dr-

Designa*$ and Basic pay.

Sbcti{rr and office a'l 'ryhicfi employed,

Actr.ml Residential Address-

()ffice and piace r,Yher€ wif€/
husband is emplqed if bclh
a{e e.nlplq,ed.

Naft€ oi lhe patienl and relationship
(in {ase o, children, state age also)

Name (,l lhe MedkEl Alt{)nda l
ivlC ;rddre-ss and Narne o, lhe
tlosllital-

ti

I

8

I Name of ltle Disease in block
lP-lters

l0 tterio,J !1 teat nenl as in patienl,l
oul paiieflt as indicated in the
Cerlificate_

t1 Deiails i)t medicd Ltlarqes incurred
lrelrical Aftendarlce--

a) Tile No- arld dates of consultatiofis
and lees paid for each consultaiion-

b) The No, and dal€s of injeclions
and fees paid tor each Injection.

ci Detaiis of t-aboratoq' lests
X-Ray charges etc-

d) Cosl o, Medicines {Details ol the
consolidaled medicines shall be
furnished in the ess€nliality
certificate)

12- Hospilal Tree&nent !
a) Artrmmodat,onCharg,es-

b) DbtCharg€s.

c) Lab chargE {details shall be fumished)-

d) Cost of Medicinps supplied in th3,. hospital

eJ Surgeon's ree.

f) Asst Surgeql's fee

Contd
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g) Anaeslhetisl fee

h) Tlrcalre charges,

i) Nursing c,hatges,

t) Bln)d charges.

lbtal amount daimed

Less advance taken Gn

Net amDunt claimed

filo. or.enclmiure6.

Declaratior to be signed by the Employee

i fiereby decjare thal the statements fumished above are true to the best of my knowledge
ard belie, and the person for Ivhom the above rnedical expenses were incured is wholly
d€pendeol on fie.

Place

Date SIGNATURE OI THE EMPLOYEE

coufltersingned and forwarded to CMD (APGENCOyGM incharge ofthe Sutljpit fo. necessary
action-

(SIGNATIJRE OF THE CONTROLLING OFFICER)
(with date and Designation)

Notc :- fhe elaim shall be supported by Essentiality certi[ical.e and cash recelpts of the
expenses shall be countersigned tly the Doctorllvledical Of{icer.

All the cash receipts shall be within the period of treatment as indicated in the
essentiality certificate. They must necessarily contain the name of the patient, name
of doctor and date of issue.

The claims of the employees other than those opted for lreatment at the
(APGENCO) Dispensaries shall be only for chronic diseases like T.B. or other
majo!' operations and the same shall be indicated by the Doctor in the essentiality
ce{ificate

All the medical Bills shall be submitted to their controlling Officers within three
months from the last date of the treatment period who in tum after scrutiny, fonvard
to the sanctioning authorityas per the powers delegated in G.O.O No.572 Dt.24l



ESSENTIALITY GERTIFICATE - A

(TobecompletedinlhecaseolpatientwhoareadrnittedkltheHosPitalfortreatment)

Certificate is granted to Mr./Mrs./Miss-*--.---

Wife/Son/Daughter ot Mr.---
employed in the ofFu; of the_---

(a) thal lcharged and received Rs
- . - -,-----hereby Certity

for
l, Dr-_

consultations on
the patient.

(b) thal lcharged and received Rs

o

at my consulling roonl / at the residence of

for administering iniectiorts

at my consultirlg room / at the residence o, lhe patienl

(c)

(d)

that lhe injections administered were not imrnur'lising or prophylactic purp'Jses

That the patient has been under treatmenl at----=-
Hospiullmy consulting room and trat the undermentioned. medicines prescril)ed

oy me in this connection were essential for the recovery/ prevention of serious

dtterioration i,) the colldition of lhe patient Tlre rnedicines were not stockcrJ in

the (nar)e Dt the hospi-

tal) for supply to private patients and do nol include proprietoty Preparatiorr for
peutic value are available nor preparawhich cheaper substallces of eqtlal thera

tions which are primarily food, toilets ot disrnfectants

Sl. No Name of the Medicine Price Sl. No Name of the Medicine Price

Total Rs

(e) thal the patient is^,\,as sufrering from-
which is chronic/not chroniclmaior operation/minor

operation) and is/was under treatmenl frorr_---- io

as in patienl and from t as out patient

(f) that the patient is/was not given pre-natal or post'natal treatmont'

(g) that the X-ray laboratory tests etc. for which an expenditure of Rs 

-_-was incuned was necessary and were undertaken on my advice at---.---
(h) lhat I refened the patient to Dr 

--for spocialists consultation and that the nec€ss5ry appror'al of the-- - -
s9 required under tho Rules was obtained.

(i) that the paticnt did not require/required hospitalisation.

SIGNATURE AND DESIGNATION OF THE
MEDICAL OFFICER


