To
	The Senior Medical Officer
	CCSHAU, Hisar
Subject : Medical Bill of Mr./Mrs. : ____________________________________


	Please find enclosed herewith the medical bill (Chronic/Indoor) 
amounting to Rs. __________________________________________in respect of 
Mr./Mrs. _______________________(Retd./Working) for your countersignature.

	You     are     requested     to      return      the        same      to      the 
department   of ____________________________after needful don.

Yours faithfully
Encl : As above
Name :  ..............................................
Designation : ......................................
Department : ......................................
Contact No. :......................................


Comparative statement
Medical reimbursement bill of Sh./.Smt. __________________________________O/o _________________________________
treatment taken in ________________________________________________from _____________to _____________________
	Sr. No.
	Particulars
	Claimed amount
	Package Rates/PGI Rates
	Difference of Col. (3-4)
	75% of diff. (Col. 5)
	Payable (4+6)
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	6
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CCS HARYANA AGRICULTURAL UNIVERSITY
ESSENTIALITY CERTIFICATE FOR MEDICAL RE-IMBURSEMENT

Name of the Claimant Mr. _____________________________Period of Treatment from ___________________to ___________
Designation ________________________________Department of _________________________________________________
Indoor No. ________________Date ________________Basic/Pension/Pay Rs. ____________________/- (in case of pensioner, last Basic pay).
	I certify that Mr. Mrs. ___________________________________son/daughter/wife/husband/mother/father of 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 preparation prescribed are primary food, toilets, tonic or disinfactants.
	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 or not reimbursable in the Govt. orders issued on this subject from time to time.

	
5.
	
He/She is suffering from __________________________________________________________


	Sr. No.
	Particulars/Name & Quantity of Medicines in capital letters
	Outdoor Ticket No. & Date on which prescribed
	Date on which actually purchased
	Amount
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Checked and verified the bill
Signature & Designation of
dt./SMO/Authorized                                           Medical Officer                                Pharmacist Asst.
Doctor of the Hospital/College                                       Countersignature

Signature and Designation
Authorized Medical Attendant/Officer                                              Senior Medical Officer
                                                                                             Campus Hospital, CCSHAU, Hisar
MEDICAL RE-IMBURSEMENT FORM
In case of Indoor Treatments:
Certified that the medicines claimed in these bills are as bed ticket No. IPD No. __________________________and
relates to the case                          
                                                                                                 Signature & Stamp of Authorized 
                                                                                                        Medical Attendant/officer
Certified that : 
1. The Medicines have actually been purchased by me during the course of treatment.
2. I am living in the V.P.O./H. No. ____________________________________________________
3. In case of wife/children:-
That the patient Mrs./Mr. _____________________________is my _________________and he/she is wholly dependent upon me and is residing with the me and he/she is unmarried and (un-employed in case of sons/daughter).
4. For Parents only :-
His/Her total monthly Income does not exceed _______________/- 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 and affidavit to this effect has been furnished.
c) Certified that I am not adhoc employee and am working on regular basis.

Place :                                                                                                   Signature of Claimant
Date : 
                                                                                                           (Name in capital letters)
                                                                                                           Designation : 
                                                                                                           CONTACT :  
Form AU 5/12
(Referred to in Rule 5.14)
CCS HARYANA AGRICULTURAL UNIVERSITY, HISAR
Form for Reimbursement of Medical Charges
Name & Designation of the employee claiming reimbursement with Department : 
	Sr. No.
	Name & relationship of the patient with the Univ. employee (alongwith passport size photograph)
	Disease diagnosed by the Authorized Medical Officer)
	Name of medicine on a/c of which the expenditure was incurred
	Amount of the bill (Rs.)
	Place of posting
	Reason for incurring expenditure of place other than the place of duty/posting
	Period of treatment

	1
	2.
	3.
	4.
	5.
	6.
	7.
	8.

	
	Name of patient


Relationship with the Univ. employee


Photographs of the patent









Particulars attested



HOD/Office 


Countersigned



CMO

	
	
	
	
	
	





Certified that : 
i) Parents as mentioned above are wholly dependent upon me and have no other source of income except that the monthly income of my parents not exceed Rs. 750/-
ii) They reside with me at the place of my duty.
iii) The medicines purchased have been fully used.
iv) Registered No. of the Medical Practitioner is _____________________
v) In case of 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 medical reimbursement from any other source. An affidavit to this effect has already been furnished.

                                                                                                                                                                                           Signature of the employee
                                                                                                                                                                                            (with date)


                                                                                                                                                                                          Counter Signature
                                                                                                                                                                                          Designation
Certified that the medicines as detailed herein are not available in the Campus Dispensary and are admissible under the Punjab Govt. Medical Attendance Rule, 1940.

                                                                                                                                                                                       
                                                                                                                                                                                         Medical Officer
                                                                                                                                                                          CCS Haryana Agri. University
Note : 1. Prescription should indicate:
                           a) No. of the Regd. Medical Practitioner
                           b) Name of the Medicine in the legible handwriting.
                           c) Quantity of the medicine to be purchased from the market.

          2.              Cash Memo/Vouchers should be duly verified and attested by the employee concerned in token of payment having been made.
         
          3.              Name of the medicine to be given in capital letters on the reserve side of the voucher.

          4.              Sanction of the competent authority to be enclosed.  
From Hospital

THIS UNDERTAKING FROM MEDICAL FACILITY UNDER THE HEALTH DEPARTMENT INSTRUCTION DATED 14.07.2020
	
	It is certified that patient ..............................................S/o, W/o, D/o .................................

R/o ...............................................................................................................................................
was remained under the treatment in this hospital Name of hospital ____________________________from ______________(Date)  to ______________   (Date)

vide IPD No. ....................................................

	In this treatment the injection used are High Cost Injection as defined in the Point No. 4 a(iii & iv) of the Health Department instruction dated 14.07.2020 and no cheaper brand of the same composition or molecule is available in our inventory/stock.



Authorized signatory
(Seal Hospital)
