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Motilal Nehru College

(UNIVERSITY OF DELHI)

APPLICATION FORM FOR CLAIMING REFUND OF MEDICAL EXPENSES INCURRED IN CONNECTION WITH MEDICAL

ATTENDANCE ANDIOR TREATMENT OF UNIVERSITY EMPLOYEES AND THEIR FAMILIES

N.B. SEPARATE FORM SHOULD BE USED FOR EACH PATIENT

0

(i)

Name and designation of the employee: (in Block Letters).

Wheter Married or Unmarried:

If married, the place where wife/husband of the employee is employed (where applicable).

(in case employed, Joint Declaration duly countersigned by the wife employer/husband of the child m
each financial year).

ay be furnished at the time of first bill in

2 Where Employed: MOTILAL NEHRU COLLEGE, BINTO JUARAZ MARG, NEW DELHI-110021
3 Pay of the University/College employee, and any other emoluments, which should be shown separately: B.P
Other Allowances

Total

4 Place of Duty: MOTILAL NEHRU COLLEGE LAB/LIBRARY/OFFICE

5. Actual Residential Address;

6. Name of the Patient and his / her relationship to the University/College employee

Note: in the case of children state age also.

7. Place at which the patient fell'll:

8. Whether member of W.U.S. Health Centre or Not:

9 Details of the amount claimed:

(i)

MEDICAL ATTENDANCE/HOSPITAL TREATMENT

(8)  The name qualification and designation of the medical officer consumed and the hospital or dispensary to which attached.;

(b) The number and date, of consultation and the fee paid for each consultaion.;

(C)  The number and dates of injections and the fee paid for each injection.

(g9)

(W)

Whether consultations and / or injections were had at the hospital in the consulting room of the medical officer or at the residence of

the patient

Charge for pathological, Bacteriological, Rediological or other similar tests undertaken during diagnosis indicating:



(@ The name of the hospital or laboratory where tests were undertaken

(®) and whether the tests were undertaken on the advice of the authorised medical attendant. If so, a certificate to that effect should be attached.

(i) Cost of medicines, purchased from the market.

(List or medicines, Cash memos and the Essential certificates should be attached.)

10 Total amount claimed : Rs.

1" List of enclosures :

DECLARATION TO BE SIGNED BY THE UNIVERSITY/COLLEGE EMPLOYEE

| hereby declare that statement in this application are true to the best of my knowledge and belief that the person for whom medical

expenses were incurred is residing with me and wholly dependent upon me and his/her income is less than Rs. 9000/-p.m.+ D.R from all sources.

(PRE-RECEIPTED)

Signature of College Employee

1) 5% empties of the used medicines as wrappers, vials, bottles are enclosed for verification and destruction.

(2) All the empties, as wrappers, vials, bottles are enclosed for verification and destruction as the amount has exceeded Rs. 1000/- during the financial year.

(3)  Entry of this Medical Bill is made at page No. ........ccccrurnn..... SENO. e, of Medical Bill Register.

Signature of the controlling authority with Office Seal



