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Form of Application of Claiming Refund of Medical Expenses
incurred in connection with Medical attendance and or treatment
of Council Servants and their families.
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N. B. : Separate Form should be used for each patient.

1. qfRyg FHAT FT AW AT qEqH WE T& H

Name and designation of the
Council Servant (In block letters)

0. e wet A P ¥
Office in which employed

3. qfye wHET &1/ % Stwed g
Ja T / qave R / s afteteEt
o=l stewT & fegmn s |

Pay of the Council Servants as
defined in the Fundamental Rules,
and any other emoluments which
should be shown separately.

4. & F AW
Place of duty

5. Frecfas FAEEE qdT

Actual residential address.

6. Afr 1 A T FEH aRwE AT
& aT g4
Name of the Patient and his / her
relationship to the Council Servant.

. WY T AW Name of the patient
§. 99 Relationship
(Rroqefy : 7=t % we § g o forE)

(N.B. : In case of children state age also)

7. 4% © S8t AT STET g
Place at which the patient fell ill

8. T i ToHfar AT srafer

Nature of illness and its duration

9. Ty g afdy s A

Details of amount claimed




10. @it 7 g far

Total amount claimed
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Less advance taken on ...................... R
12. @ H T

Net amount claimed
13. g #i g

List of enclosures
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Declaration to be signed by the Council Servant
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hereby declare that the statements in this 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.

URyg FHIATY & T
fafy . Td FEeE fored e
Date : Signature of the Council Servant
and Office to which attached
At & fog gfg eemeifa

Countersinged for Rupees...........cccecueuennnne.
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