T A FEae RIR#A ®ael oM. . fd. SUAR TG / For INDOOR TREATMENT Only
NATIONAL INSTITUTE OF TECHNOLOGY MIZORAM faféear <@ yu= / Medical Claim Form

IS UEifrel deerd, feRE, ek & SR iR 999 URIR & 9ewl =g fafecdr da1 / SUeR & Hey H
Ifha @e & w@Er =g onaed / Application for claiming refund of medical expenses incurred in
connection with medical attendance and treatment of members of the National Institute of
Technology, Mizoram and their families. (8 IFft & forg arerm wu= &1 Iuam @) / (N.B. Separate form
should be used for each patient)

1. (i) = &1 9 9 Ug :

Name and Designation of an employee:
(ii) a9 / Pay:
(iii) smarirm uar/ Residential Address:

2. }°ft & w&g #§ gaeng/ Information about the patient:
(i) I+t &1 =M T TR A HE
Name of the patient and Relationship:
(ii) =7/ illness :
(iii) ;rT w9 | © / Since when il :
(iv) I°ft & dMR ge @1 e/ Place where fell ill

3. a1 Af¥r 3R 9@ @R1 / Amount claimed and details thereof X.:
(1) w=rel @1 faeft @ Rl e

Date of consultation and fees paid for each visit :

(ii) wRrRiETar e sTeNT &1 9M 3R UM :

Name and designation of Medical officer consulted :

(i) Hafera sruarer / Rifdeared

Hospital / Dispensary attached :

4, R e @ SRE fAaqaer Siary, ffbRer sierar o7 FEM Sifd 8 MR & A1 Seeid N |
Charges for pathological, Bacteriological, Radiological or other similar testes undertaken, during

diagnosis indication:

(1) ReTor SRUATE 312rdT YARTRTAT BT A -

Name of the Hospital and Pathology Laboratory :

falaN

(i) w1 Sitar a1 fif

ATAT BT T8 W o T8 ? Jfe 8, A1 YH0I9T Helt = dN

Whether the test undertaken on advice of the authorised Medical Attendant ? If so attach certificate :

(iii) ITOTR ¥ WA TS TARAT DI AT, URT SRS YA (A wU H ) Gl N

Cost of Medicines purchased from market, cash memos along with prescription (in original) be attached:

(iv) %t =mar 71 / Total amount claimed : VA&

(v) @t s1geti® / Total number of enclosures :

5. Tar uf¥r 3R Swar &kr / Total Amount Claimed as above (3+4) T.:
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q Udg "W AR § 6 59 oded uF H S faaver fawr w98 W Aer) / v @ ogaR w8 © / aur R
i W= I8 Ffdear @9 fhar 11, 98 997 R Yo &9 9 iR § 91 98 IRIR &1 95 78l © |

[ hereby declare that the statement made 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 and
in not an earning member of the family.

fadie / Date gWIER / Signature

B1aT ufiewaeRd IR o fdar siar & f& / Countersigned and certified that the claim :
D)vifore 2 i) 0T M iR @A & 1R © iil) a1, Ig &R o=y g 9 o1 g1 |Afid 21 iv) yd emed
T8 o 7| V)™ gRT Wgd © i)is genuine, ii) is covered by the rules and orders on the subject, iii) is
supported by bills, receipts and other certificates etc. iv) was not drawn before and v) has been
sanctioned by me.

fiqe® / geafaa / Director / Registrar
e e @y AFRA / National Institute of Technology Mizoram

dad . . fd. STER 3 / For Indoor Treatment Only
faRIar YAOr9S ‘e’ :/ ESSENTIALITY CERTIFICATE ‘B’

fawmT / g F T PIERIl
JE WAV SINAISWAC A WA CINA RSN GV A 1 T8
yHoTOS fem T ®

Certificate granted to Mr/Mrs/Miss :
Wife/husband/son/daughter/father-mother of Mr/Mrs :
Employed in the:

4T ‘37’ / PART ‘A’
@ § AT & g fafdear e g1 swmER 2g) / (To be signed by the Medical Officer-in-Charge of case at Hospital)

H S, Tde gRT YA &R g
Dr. hereby certify
%) I Bl ST (Farfdrear 1@ &1 ) / 38 el TR T H Al H_1ar 17 271)
A) That the patient was admitted to hospital on the advice of/on my advice
Dr. (Name of the Medical Officer)
@) I TRH B IRTAT H SUARIES o iR FEfeRad MuiRa / weifa iwfertt Inft & e o /0 @ TR BTerd &l
IR s TRE BN W g9 B U smawas off | IF Sifert IRUATS & WSR T8l AT DI AYfe B

% forg 781 RET SRl © A1 s (B0 e FET &1 W FEEe 8l 8, T 8 WA JER drell SNfeRll g 3R TRt
AT BT T 1H B T, 3D IOl WA IFTARS &A1 dTell Tl SRRt & gor 2 |

B) That the patient has been under treatment at the Hospital, and that undermentioned
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 patient and do not include proprietary preparation for which cheaper substances of equal therapeutic
value are available, nor preparation of which are primarily food, toilets or disinfectants;
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%9 4. et @ ™ Name of the . %9 4. vl @ < Name of the .
Sl. No. Medicines e Price Sl. No. Medicines e Price

1 16

2 17

3 18

4 19

5 20

6 21

7 22

8 23

9 24

10 25

11 26

12 27

13 28

14 29

15 30

) f= 7 georaR UfRIT sterar IFTEREN Igawd & forg 78T o |

C) that the injections administered are not for immunising or prophylactic purposes:

&) Jft T & fAfsa g / den A qh IWSURTEE & /o)

D) that the patient is/was suffering from

to

) &-fobor, yanTenen nfe & fo=a forg &.

AT Tl | fobar am o |

E) that the X-ray, Laboratory tests, etc, for which the expenditure of .

incurred were necessary and were undertaken on my advice at the

and is/was under my treatment from

g fhar AT, AT o7 Tl A FATE TR AN [/

was

Hospital

or
B) # S, BI faerwsia uweel & forg garm|
F) that I called in Dr.

) #9 1f @1 = D UTH URTHY =g WOl o |

G) that I referred the patient to Dr.

(Laboratory).

for special consultation.

for special consultation.

I & TN Fafee MfSeRT &1 gwdeR Ud ga-™

Signature and Designation of the Medical Officer-in-Charge of the case
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W ‘g’ / PART ‘B’

H udg gRT YA dRar / @_dl g b A AT H A SUARTE o7 ToT %, @

ey aRerRer / smar / uRer @ Jareti &7 wd M & WReF oM/ W TR BT & THR BTAd $I iR Afdd TR B
g & oIy MasIS o, SIHT 9 IR RiT Fara

[ hereby certify that the patient has been under treatment at the hospital

and that the services of the special nurses / ayahs/ attendants for which an expenditure of Rs.

was incurred vide bills and receipts attached. Where essential for the

recovery/ prevention of serious deterioration in the condition of the patient.

TR fafdher ST & gweR
Signature of the Medical Officer-in-Charge of the case

EINEESIEN fafrcar sreflera, rgdTer
Countersigned Medical Superintendent, hospital

H A #Rar / dRall g b 00 sRuarel SUARTE o GA1 RN Bl Sl GAuy Sudel IR TS, I feuad o 9 A &
forg srraegs

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

fafeear aifdierw / Medical Superintendent

fasi® / Date: = / Place

fewol) : vETT U O SMawe T8 8, S die © | UHor uo ¢ © e WU 9§ udd Ael § fafeedr s gR1 Wwy
ST =Ry |

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