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arcal Officer

The Comptroller, . Dated.... é‘\ K W

CCS HAU, Hisar.

Office of Senior Me
From

To

All the Deans/Directors/HODs/Offices/Sections,
(including outstations),
CCS HAU, Hisar.

Memo No. CAUH/E.1/144/2020/ 3546 1 — 2 &0 L0
Dated: < 0//20).9 ,,

Sub: Reimbursement of Medical Claims- revision/updation of forms.

Please refer to this office letter no. CAUH/E.1/2007/ 10842-992 dated 13.9.2007, vide
which a copy of prescribed performae were circulated to all the departments for claiming medical
reimbursement to the University employees/ retirees/pensioners & their dependants.

o Now, as per orders of the worthy Vice-Chancellor; to facilitate the claimant in
submission of medical claims, the performae for claiming reimbursement of medical expenses have
been translated in Hindi language, wherever necessary. Further, a checklist for reimbursement of
medical claims to be fulfilled by the claimant has also been approved by the competent authority. A copy
of updated/translated form for reimbursement of medical expenses, form AU 5/10, Essentiality certificate
& checklist is enclosed.

3 You are, therefore, requested to ensure that all the medical reimbursement bills are
prepared by the claimants, so entitled, relating to your office/Deptt. on the proformae prescribed. The
contents of this letter may be got noted from all concerned for strict compliance. This is in continuation
of this office letter no. 20141-20260 dated 27.11.2019.

Encls : As above.

Comptrol \\"”Q
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The SPS to Vice-Chancellor, CCSHAU, Hisar.

The Registrar, CCS HAU Hisar w.rt. his endst. no. Admn.E-2/2019/S-108/37300-09 dated

19.11.2019.

The DSW, CCS HAU Hisar.

The SMO, Campus Hospital, CCS HAU Hisar.

The Joint Director (Local Audit), CCSHAU, Hisar.

The Incharge, Technical Cell, COBS&H, CCSHAU, Hisar for uploading the aforesaid instructions on
~ the-University website.

All Dy. Registrars/ ARs/ A&AOs/ Supdts./ E-2/ E-3 & E-4 (Internal) and P.S. to CAU.

The Presidents, HAUTA/HAUNTEA, CCS HAU, Hisar.

The President, Senior Citizen (Retd.) Welfare Counoll Hisar.
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Check List For Chronic Disease Patients,
Original claimed bills duly attested by the claimant and written as © attested and paid by me’
Original investigation/lab test reports.
Original OPD prescription slip with stamp of treating doctor
Photocopy of chronic disease certificate.
Essentiality certificate should be completely filled mentioned with last basic pay details and should be signed by the
treating doctor and medical superintendent.
Form AU 5/10 attached with photo of the patient which should be attested by the HOD/ Competent Authority of the
respective department.
Contact No. of the claimant.
Signature of the treating doctor on discharge summary and not the proprietor/owner of the hospital.

For those private hospitals where Medical Superintendent is not available two separate stamps will be required one

for MS and other for Treating Doctor.

Check List For Indoor Patients.

Original claimed bills duly attested by the claimant and written as * attested and paid by me’. These bills should also
be verified by the treating hospital.

Original investigation/lab test reports.

Original discharge summary duly stamped and signed by the treating doctor.

Essentiality certificate should be completely filled up and stamped and signed by the treating doctor and medical
superintendent, also mentioned the last basic pay.

Form (AU 5/10) should be duly attested by the HOD/Competent authority of the respective department alongwith an
attested photo of the patient.

Copy of health card in case of dependants bills.

Contact No. of the claimant.

Signature of the treating doctor on discharge summary and not the proprietor/owner of the hospital.

For those private hospitals where Medical Superintendent is not available two separate stamps will be required one for

MS and other for treating doctor.



Form AU 5/10
(Referred to in Rule 5.14(1))

CCS HARYANA AGRICULTURAL UNIVERSITY, HISAR
Form for Reimbursement of Medical charges

Name & Designation of the employee claiming re-imbursement, with Department:

i

with  the
incurring
place

at

Name & relationship of
patient

the
Disease as diagnosed by

the authorized Medical

Officer
Period of treatment

duty/posting

for
expenditure
other than the place of

of which the expenditure

Sr.No.

University employee
Name of medicine on a/c
was incurred

Place of posting

Reasons

Remarks

<"l Amount of the bill (Rs.)

\S}
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~
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Relationship
with the Univ.
employee.....

Photograph of
the
patient........

above
particulars
attested

HOD/Officer

countersigned

CMO

IR




Note:

Contd. Form AU 5/10

Certified that T

i) Parents, as mentioned above, are wholly dependent upon me and have no other source
of Income.

ii) They reside with me at the place of my duty;

iii) The medicines purchased have been fully used;

iv) In case spouse is working:

a) Certified that my wife/husband is not getting any fixed medical allowance
from any source.

certified that my wife/husband is employed‘ and is not getting medical
reimbursement from any other source. An affidavit to this effect has already
been furnished.

cr
~

Signature of the employee
(with date)
Counter signature..............
Designation......cooveeeeaieens

Certified that the medicines as detailed herein are not available in the Campus Dispensary and
are admissible under the Govt. Medical Attendance Rules.

w)

Medical officer
CCS HAU

Prescription should indicate:

a) Name of the Medicine in legible handwriting.

b) Quantity of the medicine to be purchased from the market.

Cash Memo/Vouchers should be duly verified and attested by the employee
concerned in token of payment having been made.

Name of the medicine to be given in capital letters on the reverse side of the voucher.
Sanction of the competent authority to be enclosed.
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Form AU 5/10

(Referred to in Rule 5.14(1))
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Contd. Form AU 5/10

e

Certified that the medicines as detailed herein are nét available in the Campus Dispensary

and are admissible under the Govt. Medical Attendance Rules.

Note:

i

B o

Medical officer

CCS HAU
Prescription should indicate:
a) Name o' the Medicine in legible handwriting. -
b) Quantity of the medicine to be purchased from the market.

Cash Memo/Vouchers should be duly verified and attested by the employee concerned in-
token of payment having been made.

Name of the medicine to be given in capital letters on the reverse side of the voucher.
Sanction of the competent authority to be enclosed.




CCS HARYANA AGRICULTURAL UNIVERSITY, HISAR
ESSENTIALITY CERTIFICATE
(To be filled in Capital Letters)

e

Name of Claimant Designation Period of
Treatment From To Department
Indoor No. Date Pay Outdoor No. Date
Proof of Identity (Aadhar Card/University ID Card) ’

| Certify that Mr./Mrs. son/daughter/wife/mother/father of
Mr./Mrs. employed in the office of the has been under my
treatment in the Hospital/Dispensary in my consultation and that

the under mentioned medicines prescribed by me in this connection were. absolutely
essential in the condition of the patient. The medicines were not stocked in the

(Name of Hospital/Dispensary) for the supply to the patient and do not
include preparation for which cheaper substitute of equal the repute value are available/nor
the preparations prescribed are primary food/toilets/ tonics or disinfectants.

1 Certified that medicines have no cheaper and effective substitute.

2. Certified that the treatment given was indoor/outdoor.

3. Certified that the price claimed is reasonable.

4 Certified that the medicines are not in the nature of tonics or food or vitamins

etc., the cost of which is not reimbursable in the Govt. orders issued on this
subject from time to time.

5. He/she is suffering from (in capital letters)
S.No. | Name & Quantity of | Outdoor ticket | Date on which | Price
medicines in capital letters | No. & Date on | actually
which purchased
prescribed Rs. P.
Countersignature and designation of ' Checked & verified the bill
Medical Supdt./
SMO/Authorized Doctor of the
Hospital/College _ Medical Officer Pharmacist Asstt.

Name in capital letters
(with Stamp)

Countersignature

Signature and Designation of the Authorized

Medical Attendant/Officer Senior Medical Officer
Name (in Capital letters ) Campus Hospital, CCS HAU Hisar
(with stamp)

LN



MEDICAL RE-IMBURSEMENT FORM

In case of Indoor Treatment:-

e

Certified that the medicines claimed in this bili are as per bed ticket (No.
) relates to the case.

Signature & Stamp of the
Authorized Medical Attendant/Officer

Certified that :-

1. The Medicines have actually been purchased by me during the course of
treatment.

2. | am living in the House No. and as proof of identity, a copy of
Aadhar Card/Identity card issued by the University is enclosed.

3. In case of wife/children :-
That the patient Mr./Mrs. is my and

he/she is wholly dependent upon me and is residing with me and he/she is
unmarried and un-employed (in case of sons/daughters).
4. For parents only :-

His/her total monthly income does not exceed Rs.3500/- P.M. and my

mother/father is/are residing with me.

5. in case spouse is Working -

a) Certified that my wife/husband is not getting any fixed medical
allowance from any source.

b) Certified that my wife/husband is employed and is not getting any
medical re-imbursement from any other source. An affidavit to this
effect has been furnished.

c) Certified that | am not adhoc employee and am working on regular
basis.

Signature of the Claimant

Name(in capital letters)

Designation.................
Place

Date




AR 7 1 S 5 A UgAT BT YAV (MR BTS /

EECIEEISE B 11 SR ) W, SRR B A e -

LS 151 gTerR  (indoor) R .o o1 S
[ 1y A AMSTER (OULOOT) T oo TRRED....oisiocmrcvimsinfnmimnm

| Certify that Mr./Mrs. son/daughter/wife/mother/father  of ~ Mr./Mrs.

employed in the office of the has been under my treatment in

the Hospital/Dispensary in my consultation and that the under mentioned

medicines prescribed by me in this connection were absolutely essential in the condition of the patient.
The medicines were not stocked in the (Name of Hospital/Dispensary) for the supply

to the patient and do not include preparation for which cheaper substitute of equal the repute value are

available/nor the preparations prescribed are primary food/toilets/ tonics or disinfectants.

1. Certified that medicines have no cheaper and effective substitute.
2. Certified that the treatment given was indoor/outdoor.
3. Certified that the price claimed is reasonable.
4 Certified that the medicines are not in the nature of tonics or food or vitamins etc., the cost of
which is not reimbursable in the Govt. orders issued on this subject from time to time.
5. He/she is suffering from (in capital letters)
PN | gar @I 9 3R Outdoor ticket no. & 3R | fe=es w19 a<Ta # P
@S W T 95 | (UpNIgEE) IR DI
e #) IRIED
Countersignature and designation of Checked & verified the bill

Medical Supdt./
SMO/Authorized Doctor of the
Hospital/College Medical Officer Pharmacist Asstt.

Name in capital letters

(with Stamp)
Countersignature
Signature and Designation of the Authorized
Medical Attendant/Officer Senior Medical Officer
Name (in Capital letters ) Campus Hospital, CCS HAU Hisar

(with stamp)




MEDICAL RE-IMBURSEMENT FORM

In case of Indoor Treatment:- - -
Certified that the medicines claimed in this bill are as per bed ticket (No. ) relates
to the case.
Signature & Stamp of the
Authorized Medical Attendant/Officer
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( 312 PRI (Indoor Patient) & T Jepforee 1

. ¥ GIdr (original claim) fhT 71T e g™ER (Claimant) garT faffad &9 & geaiua
(attested) 3T 31T 3R AX @Y Teafa 3R oA fhw a1 & ®u A forg 71w €
. ST (original investigation) / ST TLETT (lab test) R

B el (original) fEEaTel ORI (discharge summary) I SAATST hlad aTel CiCTxy (Treating doctor)

ganT aftad HET (stamp) IS 3R gEareTRA (signed)feRaT arm|

. TG YHATUT 97 (Essentialilty Certificate) T IETciTel shY g #13M g5 R SelTel 31 ATl
ST (Treating Doctor) 3R Rafecar et (’Medical Supreintendent) CART TR
fopar SreT TR w, mmﬂ@aﬂﬂ (last basic pay) T off 3oor@ TR AT |

. T T 5/12 (Form AU 5/12) FLST Y PBIeT & T TetaeT T ST ArfeT ol daftra
fI3T1T & T3ET (HOD) / |aTH YITERRT (Competent Authority) E{&'RT HATTA (attested)
forarr Stre =T |

. 3T (Dependants) F e & AT 7 TGELT FE (health card) Fr afafaf™ (Copy) |

. ERER (Claimant) & U #AaR 317 I- H1 & 9fcd(copy)| -~

. f1desT gRIY (Discharge Summary) T 3UAR &el aTel SleFe & §EABT |
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b

. #el eIaT (original claim) frT I fer gRER (claimant) aRT fafflad ¥ & Fewfva
(attested)ﬁ?UWW'mmwmﬁTwmw & &7 H o s §

. Aol ST (original investigation) / TITITRATET TRIETOT (lab test) R

. SolTeT o T8 BTeFex T AGI(stamp) F Y FeT AIST (OPD) T (slip).

. Qe dYARY WHATOT 9F (Chronic Disease certificate) $r BreYehdr

. 3R O I 1 R G & 3T e deieT (last basic pay) FraROT ¥ W ot AT
ST TfET

. 1 TF 5/12 (Form AUS/12) T ST T et o HT el fopaT ST TR T ford e

fa377eT & TN (HOD) / HeTH IIfIRY (Competent Authority) SaRT AT fehaT SIT=AT

Y
. EMd&R (Claimant) F Uk e 3T [- F1E FHr ufd(copy)|
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