FORM-C »°Ñ¤Ðo- Ë
APLICATION FORM FOR CLAIMING REFUND OF MEDICAL EXPENSES
ÀÙÚ·°Ðô’Óo¦ÐÔ ÀÙ›Ðà ÀÐÔ¤ÐÔ »ÑÀÐ´ÊÐÔÀÐ ½–ÙÞ ƒ£þ.
	01

	Name Designation of the Government
     servent (in block letters).
     ÊÐ‘Ñþ§ ¹Û‘Ð¤Ð¹Ð/ÎÐ ÌÙÊÐ¤ÐÔ ÌÑ–ÐÖ ÌÐÔ·Ùìo¦ÐÔ ÁÀÐ¤Ð
	

	02
	Office in Which employed
…ÄÑ”Ùo¦ÐÔ ÌÙÊÐ¤ÐÔ
	

	03
	Salary ÊÐ0½ÎÐ·Ð ÁÀÐ¤Ð
	

	04
	Place of duty
‘ÙÃÊÐ ÀÐ¦Ñ®ÐÔÀÐ ÊÐëÎÐ
	

	05
	Full residential address
”Ñ0¦ÐÔ0 ÁÎÑÊÐ
	

	06
	Name of the patient and his/her relation ship to the govrenment servant
Note: In the case of children state age also
¤ÙÖÓ—0¦ÐÔ ÌÙÊÐ¤ÐÔ ÌÑ–ÐÖ ¹Û‘Ð¤Ð§–Ù …ÀÐ§–Ù ÊÐ0½0·°Ð ÀÐÔ‘ÐÜÎÑ—·ÐìÅö ÀÐ0¦ÐÔÊÐú¹ÐÔî ¹ÐÀÐÔÖ¸Ë.
	

	07
	Place at Which the partent fell ill
¤ÙÖÓ–ÐÀÐÕ »Ñõ¤Ð0¾°ÐÀÑ·Ð ÊÐëÎÐ
	

	08
	Nature of the illness its during
”ÑÂÔÄÙ0¦ÐÔ ÁÀÐ¤Ð.
	

	09
	Details for the amount claimed
»Ðõ´»Ñ¸ÊÐÔÀÐ ÀÙÚ·°Ðô’Ó0¦ÐÔ ÀÙ›Ðà·Ð ÀÙÖ³Ðê
	

	10
	Total amount claimed
»Ðõ´»Ñ¸ÊÐÔÀÐ ÀÙÚ·°Ðô’Ó0¦ÐÔ ÀÙ›Ðà·Ð ÀÙÖ³Ðê
	

	11
	List of enclosures
Ã–Ð´êË¤ÐÔÀÐ ·Ñ“ÄÑ´.
	

	12
	Counter signature by the controlling officer
º0¦ÐÔ0³Ðõ²Ñ¸°‘Ñ§–ÐÎÐ ¤ÐÔ¡Ô.
	


Declartion to be signed by the Government Servant. ¹Û‘Ð¤Ð¤Ð ·ÐØ¯°Ó‘Ð¤Ð±·Ð »Ð³Ðõ.
1[(1) I hereby declare that the statement in this Application are true to the best of my knowledge and belief and that the person for whom medical expenses were incurred is a member of my family as detailed under the Karnataka Government Servants' (Medical Attendance) Rules, 1963 and is wholly dependant upon me] 1. 
1[(2) I also declare that: 
my wife/husband is not an employee of any State/Central Government or of an undertaking or body wholly or partly financed by Government. 
OR 
my wife/husband is employed in ................ ............................................and this claim for reimbursement has not been and will not be preferred by my wife/ husband] 1.

                                                                   
                                                                     Signature of the Govt. Servant ÊÐ‘Ñþ§ ¹Û‘Ð¤Ð¹Ð ¤ÐÔ¡Ô.

FORM 'B' »°Ñ¤Ð� ¿
[Vide Rule 15 (1)] 
Essentiality Certificate ƒÀÐÆÐô‘Ð³Ù0¦ÐÔ ·ÐØ¯°Ó‘Ð¤Ð± »ÐõÀÐ¦Ñ± »Ð³Ðõ.
I certify that, Shri/Smt _________________ wife/son/daughter of shri. (Employe patient) employed in EDUCATION the ________________________  has been under my treatment for _______________ Disease from __________ to __________ at the __________________________ Hospital/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 patient. The medicines are not stocked in the .................. Hospital for supply to private patients and do not include proprietary preparations for which cheaper substance of equal therapeutic value are available nor preparations which are primarily foods, toilets or disinfectants.

	SL NO
	Name of Medical shop
	Name of Medicines �
	Receipt No
	Price Rs
Rs              Paise

	01
	
	
	
	

	02
	
	
	
	

	03
	
	
	
	

	04
	
	
	
	

	05
	
	
	
	

	06
	
	
	
	

	07
	
	
	
	

	08
	
	
	
	

	09
	
	
	
	

	10
	
	
	
	

	11
	
	
	
	

	12
	
	
	
	

	13
	
	
	
	

	14
	
	
	
	

	15
	
	
	
	

	Total amount
	






Place: Shivamogga							Signature and Designation of
									Authorised Medical Attendent



Date:									Signature of the medical officer
[bookmark: _GoBack]
