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CENTRAL SANSKRIT UNIVERSITY S
(Established by an Act of Parliament)
New Delhi-110058

(University Ordinance No. 6)
Medical Reimbursement Claim Form Form-5

Form of application for claiming refund of medical expenses incurred in connection with medical attendance and/or treatment for
In-Service Emplovees & Retired Persons and their dependents - for medical attendance/treatment taken from the Authorized Medical
Antendant or In-Patient/ Hospitalization at recogmized Hospital

1 Name and designation of Government servant/ Retired Person (in block letters) |

i) Whether married or unmarried: I
it) If marnied, the place where wife/husband 1s Employved |

2 Place of Posting/ Last Place of Posting (in case of Retired Personnel)

3 Medical Identity Card No.

4 ® Pay Level & Basic Pay of the Employee (In case of retired person, last pay
drawn and pay level should be i d)

* Ward Entitl of the Beneficiary (G 1/ Semi-Private,/ Private)

5 Name of the patient and his /her relationship to the Govt. servant/ Retired Person
Note - In the case of children, state age also.

6. * Place at which the patient fell ill
* Name and Address of the AMA/ Hospital

7. Details of the amount claimed: 1. Medical Attend, (In case OPD taken from AMA or directly at empanelled hospital)
i) Fees forc Itation indicating -
a) The name and designation of the MO (Medical Officer) consulted and the hospital
or dispensary to which attached

|

b) The number and dates of consultation and the fee paid for each consultation l

¢) The number and dates of injection and the fee paid for each injection |

d) Whether consultations and/or injections were had at the hospital or at the |
consulting room of the MO or at the residence of the patient. |
ii) Charges for pathological, bacteriological, radiological, or other similar tests undertaken during diagnosis indicating-
a) The name of the hospital or laboratory where undertaken; and

b) Whether the tests were undertaken on the advice of the authorized medical
attendant. Also provide the charges for pathological /bacteriological /radiological
test.

iii) Cost of medicines purchased (Cash memos and the essenhiality certificate should be
attached).
IL IPD Treatment/Hospitalization under emergency: -
Name of the hospital where the IPD treatment is taken. Also, state whether the hospital
is Government Hospital or University Empanelled hospital or as empanelled under
CGHS/ CS (MA) Rules
i) Acc dation Ch
ii) Diet Charges
iii) Surgical operation or medical treatment or confinement charges.
iv) Pathological, bacteriological, radiological or other similar lests charges indicating-
a) The name of the hospital or laboratory at which undertaken, and
b) Whether undertaken on the advice of the MO in charge of the case at the Hospital
v) Medicines

vi) Special medicines (Onginal Cash memos and the essenhiality certificates should be attached)

vii) Ordinary nursing

vi)Special nursing, i.c., nurses, specially engaged for the patient. State whether they are
employed on the advice of the MO in charge of the case at the Hospital ar at the
request of the Govt. Servant/Retired Person or patient. In the former case, a certificate
from the MO in charge of the case and countersigned by the Medical Superintendent

of the Hospital should be attached.
ix) Ambulance charges (Stafe the journey - 1o and from ~ undertaken)
NOTE T 1f e freatment was recevved by The Govl servant a his rewidence wnder Ruie 7 0f the .5 (MLA) Rules, 1944 e particulars of sucht freutmen and

4! & hospital other than a Gov) Recognized/University's Empanellal hospital, a certificate to the effect of
cer of concerned Haspital such immiediate redfter and in cnm.ﬁrmumqum:mr




Page10f2
Continued from page-1
1L Consultation with Specialisy/Prolonged Treatment - Fees paid to specialist or a MO other that the authorized medical attendant,

, 4) The name and designation of the Specialist or MO consulted and the hospital to '
n which attached

b) Number and dates of consultations and the fees charged for each consultation. ]
E <) Whenever consultation was had al the hospital, at the consulting room of the

Specialist or MO, or at the residence of the patient, and

d) Whether the Specialist or MO was consulted directly from the very beginning or on
the advice of the authorized medical attendant.

€) Charges for pathological, bacteriological, radiological, or other similar tests
undertaken during diagnosis. Whether the tests were undertaken on the advice of the

or MO

f) Cost of medicines purchased (Cash mentos and the essentiality certificate should be
T g eoes

2 Less advance taken on

I hereby declare that the above information is true and accurate to the best of my knowledge. I confirm that | am a registered
medical beneficiary of Central Sanskrit University, New Delhi, The Medical Card was valid at the time the treatment was availed, and

the person for whom the medical expenses are being claimed is fully dependent on me. I understand that the reimbursement will be
Processed as per prevailing rules, and | undertake to refund any excess amount received, if applicable.

(Signature of the Clai

Date
Place: Name of the Claimant:

Mobile No.

Email-1D
Enclosures: -

Total Number of Encl 1f 1 and sequentially bered)

Photocopy of Medical Identity Card of the beneficiary (is attached at page No. )

Original Prescriptions, discharge summary (copy or original), copy of investigation/radiological reports.

Emergency Certificate (if treatment was availed in an emergency situation at a non-empanelled hospital)

Bill, Cash Memos, Medicine Bills (in Original)

Essentiality Certificate [Certificate-A or B, whichever is applicable]

For treatment of Prolonged lliness/ Special disease, lab/ investigation reports along with a certificate from the treating physician
’ certifying that the treatment falls under the prolonged treatment/ special disease category.
]

l

*Strike out whichever is not applicable*

: d“ | facility is a criminal offence. Suitable action includi '3 llation of med | identity card and medical facility shall be taken in
| ﬂﬂmwo‘hwmﬁhﬁﬁwmmm.t!lunﬂullbehkmincmdxwmgzmphwm.
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Total Amount Claimed Amount Not Admissible ..........................
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Certificate granted  to Dr./Shri/Smt./Prof.
wife/son/ daughter  of Prof./Dr/SRE/SME.  ovvivenveasisimanmninsissssiisses

(b)

@

deterioration in the condition of the patient. The medicines are not stocked inthe ......ccooooeen

CENTRAL SANSKRIT UNIVERSITY
(Established by an Act of Parliament)
New Delhi-110058

(University Ordinance No. 6)
&‘QEHTIAL! IY CERT IFICATE - A

(To be completed in the case of patienls WHO ARE NOT ADMITTE
hospital for treatment)

Dt

Employee/ Retired Persons of
(Name of Campus/ Office)

hereby certify-

UG P T SR consultation on ..o/ o

that I charged and received ... [ cvvann (iates to be given) at my

consulting room /at the resid e of the patient

that 1 charged and received rvereraurnf = for administering ...,..‘..‘.u..intra-venousfintra-muscular/subcutaneuus
injections on...../ ... eniaiie {d-rnnhgimnt......‘........‘.‘..‘..........‘.myconsul!ingroom/theresidenceoithepatienl.
that the injections administered were not/were for immunizing or prophylactic purposes.

that the patient has been under treatment at ..o hospital/my consulting room and that the under

mentioned medicines prescribed by me in this connection were essential for the recovery/prevention of serious
voresnr. (mame of hosputal) for

supply to private patients and do not include proprictary preparations for which cheaper substances of equal

therapeutic value are available nor preparations which are primarily foods, toilets or disinfectants.
Name of Medicines Price

shemnananins

anesnamarane . STLRTTeE

e

and is/was under my treatment

mnl.v.-.q’-_--»lvm--.
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CENTRAL NIV
(University Ordinance No. 6)
ESSENTIALITY CERTIFICATE - B
(To be completed in the case of patients WHO ARE ADMITTED to hospital for treatment)
Certificate  granted 10 DE/SHI/SME/KU. ohiivesisimore i vuronssssnens s asassstsnsnaanen s cos s sassninnes
wife/son/daughter of Prof./Dr./Shri/Smbt. ... Employce/ Retired  Person  of
.......................................................................................................... (Name of Campus/ Office)
PART- A
T R e It‘rc'hy certify-
(a) that the patient was admitted to hospital on the advice of ..o tnamie of the Madical Officer)/ on my advice.

(b) that the patient has been under treatment at and that the under mentioned medicines
prescribed by me in this connection were essential for the rccnveryfpmventmn of serious deterioration in the condition
of the patient. The medicines are not Socked in the ........ocoooiiieieeeiiicissier i ee e (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.

Name of Medicines Price

1.

2.

3 “

“

SR e

© immunizing of prophylactic purpose;

(@ 1 N ceiiieiecienenenen and is/was under treatment from .../.../.... to

(e) e /- was incurred were necessary and were
1 o (mame of hospital or labaratory);

o

ist consultation and that the necessary approval of the

..... . hospital and that the service of
receipts attached, were essential for
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