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Medical Claim Form

APPLICATION FOR CLAIMING REFUND OF MEDICAL EXPENSES INCURRED IN CONNECTION WITH MEDICAL ATTENDANCE/TREATMENT FOR MEMBER OF STAFF OF THE NATIONAL INSTITUTE OF PHARMACEUITICAL EDUCATION AND RESEARCH (NIPER), AHMEDABAD AND THEIR FAMILIES:- 
(N.B. Separate form should be used for each patient).

I. Status information of the claimant (in Block letters)
	Name
	Designation
	Department/Section

	


	
	



	Pay
	P.P.Spl.Pay if any
	Residential Address

	


	
	



II. Information regarding the patient :
	Name of the Patient
	Relationship with the staff member

	

	



III. Illness information
	Place at which the patient fell ill
	Nature of illness and its duration

	

	



	Whether the case referred by NIPER-A VAMO
	If year Name of VAMO

	

	



IV. Hospital Expenses
	Charge for hospital Treatment
	Name of Hospital

	

	



Expenses as actually paid to the hospital authorities for :

Accommodation (Stoppages)	Rs.			Surgical Operation	Rs.


Operation Theatre Charges		Rs.			Anesthetists Charges	Rs.

Specialists Visit, if any
	Routine / Special
	No. of Visits

	
	



In case, special Nurses/Ayahs etc, engaged on medical advice, charges………………………………..Rs.

V. Pathological / Radiological charges etc.
	Hospital / Lab, where done
	Charges Paid Rs.

	
	






	Wheather (1) done under the advice of M.O. in charge, is so, certificate Attached

	
	Yes/ No
Enclosed/Not Enclosed

	

	
	


VI. Medicines:
Cost of Medicines supplied by the hospital 					Rs.

Cost of medicines purchased from market					Rs.
(List of medicines, cash memos and the essentiality certificate should be attached)

VII. Miscellaneous Charges
Service/Escalation Charges							Rs.

Any other charges that has to be paid on
Demand by the hospital							Rs.


Total Amount claimed							Rs.


List of Enclosures

NOTES: 	
1. If the treatment was received by a member of the staff at his residence, give particulars of such
treatment and certificate from the authorized medical attendant, as required by rules.

2. If treatment was received at a Hospital other than a Government/ Recognized Hospital, necessary details and the certificate of the Authorized Medical Attendant to the effect that the requisite medical treatment was not available in any nearest Government Hospital should be furnished.

DECLARATION TO BE SIGNED BY THE MEMBER OF THE STAFF
	· I hereby declare that the statements in the application are true to the best of my knowledge and belief and the person for whom medical expenses were incurred is wholly dependent upon.
· Certified that my father is not an earning member. He is wholly DEPENDENT upon me and is residing with me.
· Certified that my FATHER is not earning member and my MOTHER is WHOLLY DEPENDENT upon me



Date:- 									Signature



Countersigned and certified that the claim:
· Is genuine 
· Is covered by the rules and orders on the subject, 
· is supported by bills, receipts and other certificates etc, 
· was not drawn before and 
· has been sanctioned/ countersigned by me 

(Establishment Section)

Instruction: 1) Original prescription & bills should be attached. 2) Claim bill should be verified by AMA/MO before   submission at accounts section. 3) Claim should be submitted within three months.
(For Use in Accounts Section)
S.No……………………………….					Date…………………………………..
(a) Total amount claim passed					(Rs.)……………………………………
(b) Less advance drawn, if any					(Rs.)……………………………………
(c) Net amount payable/recoverable				(Rs.)……………………………………



Dealing Asst         Accountant     Internal Auditor	FAO	    Registrar	                  Director

ESSENTIALITYCERTIFICATE ‘B’
Under Central Service (Medical Attendance) Rules
(To be completed in the case of patients who are admitted to hospital for treatment)


Certificate granted to Mrs/M r/M iss  ..................................................................................................................................................................
wife/ husband/ son/ daughter/ father/ mother of Mr./Mrs……………………………………………………………………….
employed in the ………………………………………………………………………………………………………………………



PART ‘A’
(To be signed by the Medical Officer-In-Charge of the case at the hospital)



I, Dr. …………………………………………….. hereby certify –
a. that the patient was admitted to hospital on the advice of …………………………………………………………… (name of the Medical Officer.
b. that the patient has been under treatment at the …………………………………………….............Hospital, and that the under mentioned medicines prescribed/ administered were essential for the recovery/prevention of serious deterioration in the condition of the 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 preparation which are primarily foods, toilets or disinfectants.
	SN
	Name of Medicines
	Price
	SN
	Name of Medicines
	Price

	1
	
	
	6
	
	

	2
	
	
	7
	
	

	3
	
	
	8
	
	

	4
	
	
	9
	
	

	5
	
	
	10
	
	



c. That the injections administered were not /were for immunizing or prophylactic purpose :
d. That the patient is/was suffering from…………………… and is/was under (……………………….) treatment from …………….. to ………………….. .
e. That the X-ray, laboratory test, etc; for which an expenditure of Rs …………………… was incurred was necessary and were undertaken on ………………..(doctors name) advice at (Name of the hospital or laboratory…………………………………………….. ).
f. That I called in Dr……………………………………………for special consultation.
g. that I referred the patient to Dr………………………………………..for special consultation.

Signature and Designation of the 
Medical officer-in-charge of the case 




PART- ‘B’

I Certify that the patient has been under treatment  at  the ………………………………......................hospital  and   that  the  service  of  the  special  nurses/ayahs/attendant  for   which  an  expenditure of Rs………………………..as
Incurred, vide bills and receipts attached, were essential for the recovery/prevention of serious deterioration in the condition of the patient.


Signature and Designation of the 
Medical officer-in-charge of the case 



COUNTERSIGNED Medical Superintendent ………………………………………Hospital

I certify that the patient has been under treatment at the ………………………………………..hospital and that the facilities provided were the minimum which were essential for the patient’s treatment.




Medical Superintendent


N.B. :	Certificates not ap applicable should be struck off. Certificate (D) is compulsory and must be filled in by the Medical Officer in-charge in all  cases..
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