?T@'q renfie demE fAsikg Pad 1. %. Q. STER %@ / For Indoor Treatment Only
NATIONAL INSTITUTE OF TECHNOLOGY MIZORAM fafecar gmar o= / Medical Claim Form

ISR il e, AR, AR @ $9ER &R 996 uRIR & dewll 7g fafecdr dar / SueR & dey #
Ffear @d & <@ =g smaed / 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 are wu= &1 SwanT @) / (N.B. Separate form
should be used for each patient)

1. (i) F¥=R &1 99 9 g :

Name and Designation of an employee:
(ii) 9= / Pay:
(iii) smarira uar/ Residential Address:

2. Mt & w&g #§ ga=mg/ Information about the patient:
(i) I &1 AW T HHAR | He
Name of the patient and Relationship:
(ii) =1/ illness :
(iii) 7T w9 | 2 / Since when ill :
(iv) I/t & d9R g+ &1 w1/ Place where fell ill

3. <ar i iR 9@ @RT / Amount claimed and details thereof .
(i) et 1 faeft 9 et e
Date of consultation and fees paid for each visit :
(ii) wrwRieTr e e &1 9M 3R ue™ :

Name and designation of Medical officer consulted :

(ii) wafea sruarat / fafbaarey

Hospital / Dispensary attached :

4, T FeM & IR s Share], fAfdRer sierar o J99 Sifd 8 TR & A1 Seeikd P |
Charges for pathological, Bacteriological, Radiological or other similar testes undertaken, during

diagnosis indication:

(1) ufReror SRYAT 3feraT YIRTLEAT BT A -

Name of the Hospital and Pathology Laboratory :

falaN

(i) = Siter srferpa =

AT &1 FATE R <l TS ? Ife &, a7 JH0ms e e &

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

(iii) I9R | @ TS @RI B A, T SR THOGH (T BT H ) Fel T PN

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

(iv) &1 <rar 7f¥r / Total amount claimed : % /R

(v) @< 3rgeiye / Total number of enclosures :

5. gar ¥y iR S¥aTr &1 / Total Amount Claimed as above (3+4) %.:
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} udg 9o Rar g 6 39 ofded um # S faRer fawm g, 9 W 9Hen / e & R wel 2 / dr R
fed R I8 Rifecn @9 fFar T, 98 g9 W 9o w9 9 R 2 Jen 98 9RaR &1 9w 78 §

[ 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.

fasie / Date g¥&eR / Signature

a1 UfdewmeRa ik wfora fdar simar 8 &/ Countersigned and certified that the claim :

DT 2 i) v e ok & & orgeR  iii) e, e oiR o ywmoTr 93 onfe g1 wofia 21 iv) yd amed
T8I fBar 7| V)W RT W & 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.

fdes [/ et / Director / Registrar
ST Urenfire! dwef™, fiSik¥ / National Institute of Technology, Mizoram

®ael . . f3. STER 8 / For Indoor Treatment Only
JIfariar JHoT9S ‘Q’ :/ ESSENTIALITY CERTIFICATE ‘B’

IECIDIVACGUITE # fyafoa Sy
WY IS WA A WA VA CINACCIIE I CCIE AT P T8
U e e ©

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

AT ‘87’ / PART ‘A’
(AT # I & YR FRAfhear e gRT swkER =) / (To be signed by the Medical Officer-in-Charge of case at Hospital)

H S, TdE gRT YA &Rl & fh

Dr. hereby certify

%) I B S (farferear SAfra™Y &1 1) / 30 Felle TR RTdTe # T SHRIAT 72T o)

A) That the patient was admitted to hospital on the advice of/on my advice

Dr. (Name of the Medical Officer)

W) I R B IRUATA H SuARIfEA o iR fA=feRaa fFuiRa / ueifad eiwfeRdt Il @& e @ / 6ft &1 TR grea @
IR Af¥d WG BW W 99N & ol awdd off | IE SR AT & HER a8l AT DI AYfT HRA

% fou 98 @ SRt ® Jen o fll i Efor @1 o weEe 92 2,7 € wrefie smerR aren SfiufeRlt s SR [mTropATen
AR &7 T € 7, $Hd golg T INTARE SHaT dTell Al SRt & g 7 |

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. sitwfRt & - Name of the ) %9 4. siwfat & ™ Name of the .
Sl. No. Medicines T 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

) fe=r T eoraR UiRE sfrar MR Sgevd & fo T8l o |

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

&) Jf T & ffsa & / den il Th INSURTEAA & /o |

D) that the patient is/was suffering from

to

T) &-fhv01, TErTRern *fe & e foy &.

HIATI RO § fhar T o |

and is/was under my treatment from

I BT T, AT AT TAT WY AATE TR ARBRY [/

E) that the X-ray, Laboratory tests, etc, for which the expenditure of . was
incurred were necessary and were undertaken on my advice at the Hospital
or (Laboratory).

B) 9 <, ®I IR e & forg gamr |

F) that I called in Dr. for special consultation.

) H A @S D UTH URTHET =G WOl o |

G) that I referred the patient to Dr.

for special consultation.

AN & g FRafecar IfeRT & SRR Ud yg—M™

Signature and Designation of the Medical Officer-in-Charge of the case
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a9’ / PART ‘B’

# Udg §RT YA e / wRal g 6 ] AT H WX SUARTIT o TAT %, Eal

faery gRenRar / amar / aReR @1 |aeil &1 @d I & WReg o [/ I TR BTad & THR BT B SR 1fde @Rig '
I gaM o forg emavyd o, SHET e iR Wiig Hera

[ 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 fafehcr ST & gwaeR
Signature of the Medical Officer-in-Charge of the case

gfegwer e stdierds, regare
Countersigned Medical Superintendent, hospital

# yAfrg axar / aRal g o I sRudre SuARES o dem 6N B S glaunw Suder w8, 9 steqan off g Ih @
forg areazas

[ 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

fafdcar srfders / Medical Superintendent

fa=re / Date: e / Place

fewofl : yHOT U Sl Sawe A8 §, S BIC o | YHIUT UF ‘€’ SR WU 9 Udd Aol § Rifhedr e gRT wRy
ST 7Ry |

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.

Page 4 of 4



