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CSIR. NATIONALAEROSPACELABORATORIES
BANGALORE

MEDICALREIMBURSEMENTCLAIM FORMFOR INPATIENT

Claimformfor refundof medicalexpensesincurredin connectionwithSurgery/ Medicaltreatmentof
Councilservantandtheirfamilies.\
1.Detailsof theEmployee

a)Emp.No.
b)Name
c) Design/ Group
d) Division
e) BasicPay+NP(ifany)

2.Nameof thePatient

a) Relationship

3. Placeatwhichthepatientfell ill

4. ResidentialAddress

Ph.! MobileNo.

SBIAC.No/ Branch

5.Detailsof Expenditure
a) Bedcharges
b)LabInvestigation
c) Nameof thesurgery/Operation/ Treatment
d)Costof Medicines
e)X-Ray
f) ECG
g)CTSCAN,etc.,
h)Misc.

Total

6.Listof Enclosures

:~
:~
:~
:~
:~
:~
:~
:~

:~

DECLARATION

I herebydeclarethatthestatementsmadein theapplicationaretrueto thebestof myknowledgeand
beliefandthatthepersonfor whommedicalexpenseswereincurredis whollydependenton meandis not in
receiptof anyamountbeyondRS.500/-fromanysource.

Date: Signatureof theCouncilServant



..

CERTIFICATE '8'

(Tobe completed in the cases of patients who are admitted to hospital for treatment)

Certificategranted to Shri / Smt ..................................................

Self / wife/ son / daughter / (Dependant - father / mother / widowedsister / daughter) of Shri / Smt.
(Nameofthe Employee) whowas employedin
NationalAerospaceLaboratories,Bangalore-560017.

Note:1) Strikeout the irrelevant

PART 'A'

(To be signed by the Medical Officer in-charge of the ........................................................................................

case at the Hospital)

I, Dr. hereby certify -

(a) that the patientwasadmittedto hospitalon the adviceof ,......................................................

"""""""'"'''''''''''''''''''''''''''' (nameof MedicalOfficer)/
on myadvice;

(b) that the patienthas beenundertreatmentat ..........................................................................................

andthat the undermentionedmedicines prescribed by me in this connectionwereessentialfor
the recovery/preventionof seriousdeteriorationin theconditionof the~patient.Themedicinesare

not stockedin the (Nameof hospital)forsupplyto
privatepatientsanddonot includeproprietorypreparationsfor whichcheapersubstancesof equal
therapeuticvalueare availablenorpreparationswhichareprimarilyfoods,toiletsor disinfectants;

/

Nameof themedicines Price

1.

2.

3.

4.

5.
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.,

thattheinjectionsadministeredwere/ werenotfor immunisingor prophylacticpurposes;(c)

(d) thatthepatientis/ wassufferingfrom andis/ wasundermytreatment
from to andhe / she underwentthe surgery
...........................................................................................................................

(e) thattheX-ray,laboratorytests,etc.,forwhichanexpenditureof ~ wasincurred
were necessary and were undertaken on my advice at.........................................................................................

(nameof thehospital/laboratory);

(f) that I called on Dr. for specialistconsultationand that the'
necessaryapprovalof the (Nameof theChiefAdministrative
MedicalOfficerof theState)asrequiredundertherules,wasobtained.

SignatureandDesignation
of theMedicalOfficerin charge

of thecaseat thehospital.

PART'B'

I certifythatthepatienthasbeenundertreatmentat the hospitaland
thattheserviceof thespecialnurses,for whichanexpenditureof ~ wasincurred

videbillsandreceiptsattached,wereessentialfor the recovery/ preventionof seripusdeteriorationin the
conditionsof thepatient.

Signatureof theMedicalOfficer
Inchargeof thecaseat thehospital

/

COUNTERSIGNED

MedicalSuperintendent
HospitaI

I certifythatthepatienthasbeenundertreatmentat the hospitaland
thatthefacilitiesprovidedweretheminimumwhichwereessentialfor thepatient'streatment.

Place: MedicalSuperindent
Hospital

NB.:. 1) Certificatesnotapplicableshouldbestruckoff.
Certificate(d)iscompulsory&mustbefilledin bytheMedicalOfficerinall cases.

2) Allcashbills,prescriptionandessentialitycertificateshouldbeenclosed.
3) Separateformshouldbeusedforeachpatient.
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FOROFFICEUSEONLY

IMPACTCODE : Empno
CashCode

BudgetCode
BookingCode
ProjectCode

FORUSEIN BILLSSECTION

MC/ BNO: Date:

Remarks/ Calculation:-

Billpassedfor ~ ( Rupess..........................................................................................................

Only)!..................................................
/'

SectionOfficer(B)/ AdministrativeOfficer

FORUSEINFINANCE&ACCOUNTS

Pay~ (Rupees only)

FAO/ SFAO(SG)
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