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NATIONAL COUNCIL FOR TEACHER EDUCATION

HHART BT 9 IR UGTH

Name and Designation of Employee

CERELN)

(in block letters)

1) w1 farfRd € srerar srfaarRa
Whether married or unmarried

(i) A Gk g ar Shaa—arh
(ufer /o) 1 )

If married, name of spouse (Husband/Wife)

(iii) afe Sha=el de< § € ar s9
A1 BR BT / RET B
If spouse is employed please indicate
name of office in which employed

(iv) r Shig=rarRl 91 =—fesr /
TR gf&w XDHH BT THER B
Whether spouse is also entitled to Medical /
Health Benefit Scheme.

(v) @1 Sfas 9l = e farear &1
I8 Gad HR X1 © [$ g8 AU
Sita=redl @1 fafdear b o1 v
el ST
Whether spouse has informed his / her
employer that he/she will not avail of
Medical Scheme of his/her spouse.

HHARI BT e dad

Basic Pay of the employee

SYCT BT I

Place of Duty

qRdfdd ITATT BT udT
Actual residential address

(i)

A &AM /Y

Name of the patient / age

PHART B AT IHDBT T
His/her relationship to the employee

I8 WM T8l I R TS
Place at which the patient fell ill



frfcaar aRerat
Medical Attendance

REY & v v oy 4= @R
fag Ty &

Fee for consultation indicating

1)  fafecr aferr & 9m iR
QA aAT S ATl AT
SIECICRECAISIC RS CSI D)
98 qHE ©

The name and designation of Medical Officer
and the Hospital or Dispensary to which attached

(i) ORI B AT RIR AR @R
U IR & [oTY 31aT @1 T8 B

The number and dates of consultation and
the fee paid for each consultation

(iil) e JAfEeERT o Felg W
fe™ & SR HRIT U A=
RIT AL, STamo—faere awe,
fafeor fafecar ase ademon ©
A 3R fhar T @ g
(SANTRITAT BT 1)

Name and of charges for various pathological,
Bacteriological, Radiological or other similar
tests undertaken during diagnosis on advice
of Medical Officer (name of laboratory)

(iv) 9OIR ¥ @€ T8 SaR &AM
/ I (TR & Rl HeHME!
RISEEECARNIIY)

Names/Costs of medicines purchased from

market (Cash memos alongwith prescription
to be attached)

faers & arer wRrel

Consultation with specialist

JMfdga fAfhcdaa URIRS & Tl
fewg / Rafdec ey &1

QT BT Mg BIF

Fee paid to a specialist Medical Officer other than
the Authorized Medical Attendant.

() o9 fRws O e & A
WREY fhar a1, SHBT A9

The name and designation of the Specialist
or Officer consulted

(i) ORI DT AT qUT AR
e U WMyl & forg
JTET B TS B

Number and dates of consultation and fees charges
for each consultation.



10.

11.

12.

13.

IR Ivam & AR el & a1 o Afdd wR Rifdbea @< fdar mar g a8 H @d g / [
TE T W P € T 39 wal & forv fd) o wrafe / i ¥ <rar J&t far Tar 2

(idi)

T faerysy srerar fafdbear
PR & AR IR IR
/ ORTHeY el Iferar I B

TR OR fdar wr

Whether consultation was held at hospital /the
consulting room of specialist or Medical Officer or
at the residence of patient.

1 faeraet s ffber AfReRI
& AR IR U ffdear

URARD Pl Fellg WX fbar 1T

Whethr the specialist or Medical Officer was
consulted on the advice of the Authorized
Medical Attendant

<TaT BT TS A /IR
Total amount claimed

HeTU FAH ST 1T 918 5 dRIG BT
forg wrar o

Less advance taken on
R I EANIN

Net amount claimed

FATTD] DT Gl
List of enclosures

H UdggRT I8 "INV HRAl / Bl 8 fb e ud H AU ¢ S AR |alad §9

IRYg @ HHAR! gRT SRR @ W dlell 8y

DECLARATION TO BE SIGNED BY THE EMPLOYEE OF THE COUNCIL

/ el fpar ST ReT 8 |

I hereby declare that the statements in the application are true to the best of my knowledge and belief and
that the person for whom medical expenses were incurred in my self/wholly dependent upon me and these expenses

are not claimed / being claimed from any other office / cource.

eagoft : 1@ @ welT H wgAT qeAY S TEIRT HeGT 1BV G qEy |

Note

BNCIEY

Signature
HHART BT A

Name of the employee

Yo

Designation

: Claims to be supported with proper vouchers / documents.



JfarRidaT v 9T U

ESSENTIALITY CERTIFICATE

YHOISH ‘U’
CERTIFICATE ‘A’

(S AT & M F WRT Y S SUER @ oY arwuarer § <ifae TEY 8)

(To be completed in the case of patients who are not admitted to hospital for treatment)

RIS e e uReg § Fgaa s/ sl / gsi qIA
/ st / ggE DI YA UF UG fdbar T

Certificate granted to Mr. Mrs. /Ms. wife/son/daughter of Mr.
/ Mrs. employed in the National Council for Teacher Education, New /Delhi.
1. H SR UAGgRT I8 YAV &_dl / Bel

g f&

L, Dr. hereby certify :-

@ uE & (@RIE 9= SIQ) BT Sa" WY He [/
AT B IMAT TR RS / R &
forg TR Y iR axgat Ty |

(a) That I charged and Received ’ for
consultation on (dates to be given) at my consulting room at the
residence of the patient;

@) g f& {9 g WSl weT IR B AT W ( SINEE] Ell

WTY) BT TEEMH, SRR, FIRCHIT §oTRM ofTH & forg
gHIRT Y &R e fby |

(b) That I charged and received ) for administering
intra-venous, intra-muscular, subcutaneous injections on (dates
to given) at my consulting room / at the residence of the patient.

(M) T f& MY Y grorae gfaRevr 3fear IR gAeHl & forw J8 o |

(© That the injections administered were not immunizing or prophylactic purposes.

@ @ fonm IR/ AR IR del § SUER
U dR BT / B T IR 3TH §EH W W gRI g T8 e A It @
TR / &I Reafd # TR fRTae &1 Ao & forv et off | I8 Tag
e IRt @1 Ry oM & fog (eruaret &1 ) H
qUsR H T8l X Wl R g vy wiferern fAfdfoa enfier |8 € e
forg M Rifecad i A8 & ¥ yard Suae &), 3 U MR 98 § o
f Hera: o, e siar fadems uart 8 |
That the patient has been under treatment at hospital/my
consulting room and that the under mentioned medicines prescribed by me in this connection were
essential for the recovery / prevention of serious deterioration in the condition of the patient. The
medicines are not stocked in the (name of
hospital) for supply to private patients and do not include proprietary preparations for which

cheaper substances of equal therapeult value are available not preparations which are primarily
foods, toilets or disinfectants.




E_CFIT%WHTH "I

Name of Medicines Price
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
@) uE o IFh 3 fifsa o iR a8
q AR dd R gellel ¥ Y&
g / &I |
(e) That the patient is/was suffering from and

is/was under my treatment from

@) g P AN & gHgYd JHal FHAIR STAR Y& ?i?f foarr T |

® That the patient is/was not given pre-natal or post-natal treatment.

®) U b v, ganTerer wervr anfe e forw Eal
IR Ed B ofY, Sredt ot }fR T (erdTe
1A TIARTITAT BT AH) H A FATE TR BT MY

(2 That the X-ray, laboratory test etc., for which an expenditure of ) was

incurred was necessary and were undertaken on my advice at
(name of the hospital or laboratory).

&) ¥E b 39 fadve wmef & forg e @ e, >
U WOl o IR 39 99 H gl & €F el & IR (9 & W
H%uﬁﬁch fRIfhcdr AfHRY) @1 AR U1 &R ofl 73 off |

(h) That I referred the patient to Dr. for specialist consultation
and that the necessary approval of the (Name of the Chief
Medical Administrative Officer of the State) as required under the rules was obtained.

3 T 1P I BT JIATA H IR STl BRIAT S’ el /oIl |
@ That the patient did not require/required hospitalization.

UUAT. & gWIER fAfdhear sifter &1
UG Tl S AT/ 3NSErery b1

I foras @ 98 99E °
Signature of AMA / Designation of Medical
Officer and Hospital / Dispensary

to which attached.

Date :




THO9S ‘q)’
CERTIFICATE ‘B’

Q@ AR B T F W WU W) SUER @ fow sruare § e1Rae B ©)

(To be completed in the case of patients who are admitted to hospital for treatement)

RIS e R1er uReg § Fgaa s/ sl / gsi

gy / gt/ gyE Al @I UeE fhar
UHTIT U
Certificate granted to Mr. / Mrs. / Ms.
Wife/son/daughter of Mr./ Mrs. employed in National Council for Teacher
Education.
AT A
Part A
1. H, St UAdGgRT I8 YA hal
/ Bl g b
I, Dr. hereby certify :-
(@) ug fb (Fifpear e &1 M)

(@)

(@)

(b)

Lo

(©

P/ A FA® TR AT H TRgA fohar 7w o |
That the patient was admitted to hospital on the advice of
(name of the medical officer) / on my advice

I8 & f 1 gt q =
RET 2 R I8 & 59 99w d W gRI G g e q@rsa MM B
WRI— / a) Refd & TR fRmge &1 o & forv fard o | 3 ga
ol M &1 kg oF & fog

(@rTdrel BT W) H YUSR H T8l Y@l Wl iR AW Ul Aiferar AfHfoR
e T8l & e forv a9m fRifeociao 7@ & 9 ucrd Sude 8 O Ul
ffifoat 7€t € S fo5 ora: 9o, erele Jar fodems yaref &f

That the patient has been under treatment at and that the
under mentioned medicines prescribed by me in this connection were essential for the recovery /
prevention of serious deterioration in the condition of the patient. The medicines are not stocked in
the (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;

SIRI B AW T
Name of Medicines Price

Ig fb U U groidRE ufoReror 3T INT—ARE gaie & forw JEF o /
o |

That the injections administered were/were not for immunizing or prophylactic purposes;



(e

e fr < AT & AR ¥/ o e

GIRGER] SISEC I
IADT AT Il Y&l & / ad &1 o
That the patient is/was suffering from and is/was under
treatment from to ;
T8 b T, YRRTeer wsevr anfe e forw Edl

R @l By TS oY, TN O iR 9
(TTTT 31AdT YANTIITAT BT ) H AR Fellg TR BN Y o |

That the X-ray, laboratory tests, etc., for which an expenditure of )

was incurred were necessary and were undertaken on my advice at
(name of the hospital or

laboratory);

I8 fb #9 fagiver vl & forg <1 B
AT D (AT AR 39 Hag H AT & A AT B ATAR (T D G

URTIRATe, URIRAT fAfhear ST RT T AM) &I Aol UTd &R ol T3 off |

That I called on Dr. for specialist consultation and that
the necessary approval of the (name of the Chief,
Administrative Medical Officer of the State) as required under the rules, was obtained.

AT | I B
g fafeear srfdrary

b SRR IAT UgA™

Signature and Designation of the Medical Officer
in charge of the case at the hospital.



HAT §
Part B

H I yIford d=ar / &Rl g T WM @
SARRIE T gl ﬂ?{w%‘sﬁ?ﬁﬁﬁﬂ?ﬁzﬁ‘rw R foru o faali siiR <™iel & d8d
BT I @I B g o I B @RI/ B Rfa
# TR fRTae &1 Add & fow STy ol |

I certify that the patient has been under treatment at the

hospital and that the service of the special nurses for which an expenditure of was

incurred, vide bills and receipts attached, were essential for the recovery / prevention of serious deterioration in the
condition of the patient.

AT | I B
TN fafeear srfdrary

@ BWIER oI U™
Signature of the Medical Oficer in-charge
of the case at the hospital

PIREESLE RG]
COUNTER-SIGNED

fafecar arehers

Medical Superintendent
ESGIC)

Hospital

# g8 YA BRaT / bRl g b T Bl
AT H FelTol I V&1 & 3R Ul axig g GAgW gAaq off iR 9 I7fl & gl &
foTg STeax ot |

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.

ferferedr areheres

AT

Medical Suprintendent

Hospital
21
Place

1ot : Gir gEEgE @Iy 7 8 996 Ve @Y [QI7 I | FAOT 97 (§) e 8 iV I8 gErerT
fRf@ear SiEI®Er §RT &l F1Fell 3 9T Iy |

Note :  Certificates not applicable should be struck off. Certificate (d) is compulsory and must be filled in by the Medical
Officer in all cases.



