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jk"Vªh; izkS|ksfxdh laLFkku fetksje         dsoy vk- :- fo- mipkj gsrq / For Indoor Treatment Only 

       NATIONAL INSTITUTE OF TECHNOLOGY MIZORAM            fpfdRlk nkok izi= / Medical Claim Form 

  

jk"Vªh; izkS|ksfxdh laLFkku] fetksje] fetksje ds deZpkjh vkSj muds ifjokj ds lnL;ksa gsrq fpfdRlk lsok / mipkj ds laca/k esa 

pfdRlk [kpZ ds nkok gsrq vkosnu / 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. (gj jksxh ds fy, vyx izi= dk mi;ksx djsa) / (N.B. Separate form 

should be used for each patient) 

 

1. (i) deZpkjh dk uke o in :____________________________________________________________________ 

                  Name and Designation of an employee:_____________________________________________________________________ 

                            (ii) osru / Pay:_____________________________________________________________________________________________________ 

                           (iii) vkoklh; irk/ Residential Address:________________________________________________________ 
                       __________________________________________________________________________________ 
 

2. jksxh ds laca/k esa lqpuk,aW/ Information about the patient:___________________________________________________________ 

  (i) jksxh dk uke o deZpkjh ls laca/k :__________________________________________________________________________________ 

  Name of the patient and Relationship: ________________________________________________________________________ 

  (ii) jksx/ illness :__________________________________________________________________________________________________ 

  (iii) jksx dc ls gS / Since when ill :_______________________________________________________________________________ 

  (iv) jksxh ds chekj iM+us dk LFkku/ Place where fell ill______________________________________________________________ 

 

 3.       nok jkf”k vkSj mldk C;kSjk / Amount claimed and details thereof  `.:___________________________________________ 

    (i) ijke”kZ dh frFkh o ijke”kZ “kqYd :__________________________________________________________________________________ 

           Date of consultation and fees paid for each visit :____________________________________________________________ 

    (ii) ijke”kZnkrk fpfdRlk vf/kdkjh dk uke vkSj inuke :_________________________________________________________________ 

   Name and designation of Medical officer consulted :________________________________________________________ 

    (ii) lacaf?kr vLirky / fpfdRlky; :__________________________________________________________________________________ 

    Hospital / Dispensary attached :__________________________________________________________________________ _ 

 

      4.      jksx funku ds nkSjku fodr̀tU; thok.kq] fofdj.k vFkok vU; leku tkWp gsrq izHkkj ds lkFk mYys[k djsaaA 

Charges for pathological, Bacteriological, Radiological or other similar testes undertaken, during 

diagnosis indication: 

    (i) ifj{k.k vLirky vFkok iz;ksx”kkyk dk uke :__________________________________________________ 

    Name of the Hospital and Pathology Laboratory :_______________________________________________________ 

    (i) D;k tkWp vf/kdr̀ fpfdRlky; dh lykg ij yh xbZ ? ;fn gkW, rks izek.ki= layXu djsa : 

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

         (iii) cktkj ls [kjhnh xbZ nokbZ;ksa dh ykxr] izfr gLrk{kfjr izek.ki= (ewy :i esa ) layXu djsa : 

 

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

        (iv) dqy nkok jkf”k / Total amount claimed :   :- / `.:________________________________________ 

        (v) dqy vuqyxzd / Total number of enclosures : 

 

  5.      nok jkf”k vkSj mldk C;kSjk / Total Amount Claimed as above (3+4) `.: ________________________ 
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eS ,rn~ ?kks’k.kk djrk gwW fd bl vkosnu i= esa tks fooj.k fn;k x;k gS] og esjh tkudkjh / fo”okl ds vuqlkj lgh gS / rFkk ftl 

O;fDr ij ;g fpfdRlk [kpZ fd;k x;k] og eq> ij iw.kZ :i ls fuHkZj gS rFkk og ifjokj dk lnL; ugh gSA 

I 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. 
 
 
fnukad / Date                                                                                                                                     gLrk{kj / Signature 

       

 

 Nkok izfrgLrk{kfjr vkSj izekf.kr fd;k tkrk gS fd / Countersigned and certified that the claim : 

 i)izekf.kd gS ii) izlax fu;e vkSj dkuwu ds vuqlkj gS iii) fcy] jlhn vkSj vU; izek.k u= vkfn }kjk lefiZr gSA iv) iwoZ vkgr 

ugh fd;k x;kA v)esjs }kjk Lohd`r gS 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. 
 

 

 

              funs”kd / dqylfpo / Director / Registrar 

     jk"Vªh; izkS|ksfxdh laLFkku] fetksje / National Institute of Technology, Mizoram 
          

 

 

dsoy vk- :- fo- mipkj gsrq / For Indoor Treatment Only 

vfuok;Zrk izek.ki= ‘c’ :/ ESSENTIALITY CERTIFICATE ‘B’ 

 

foHkkx / vuqHkkx:_________________________________________ esa fu;ksftr ___________________________ Jherh 

/ Jh / dq / dh uRuh / ifr / iq= / iq=h / ekrk / firk / Jherh / Jh / dq :___________________________________________dh ;g 

izek.ki= fn;k tkrk gS 

  Certificate granted to Mr/Mrs/Miss :_______________________________________________________________________ 

   Wife/husband/son/daughter/father-mother of Mr/Mrs :________________________________________________ 

  Employed in the:______________________________________________________________________________________________ 

 

Hkkx ‘v’ / PART ‘A’ 

(vLirky esa jksx ds izHkkjh fpfdRlk vf/kdkjh }kjk gLrk{kj gsrq) / (To be signed by the Medical Officer-in-Charge of case at Hospital) 

 esa MkW-__________________________________________________________________________________________ ,rn }kjk izekf.kr djrk gWw fd 

 Dr.______________________________________________________________________________________________________hereby certify 

 d) jksxh dks MkW-________________________________________ (fpfdRlk vf/kdkjh dk uke) / esjh lykg ij vLirky esa HkrhZ djk;k x;k Fkk) 

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

Dr.______________________________________________________________________________________(Name of the Medical Officer) 

 [k) jksxh laLFkku ds vLirky esa mipkjkf/ku Fkk vkSj fuEufyf[kr fu/kkZfjr / iz”kafur vkS’kf/k;kW jksxh ds LokLF; ykHk / jksxh dh xaHkhj gkyr dks 

vkSj vf/kd  [kjkc gksus ls cpkus ds fy, vko”;d FkhA ;g vkS’kf/k;kWS _________________ vLirky ds HkaMkj ckgkz jksxh;ksa dks vkiwfrZ djus 

ds fy, ugha j[kh tkrh   gS rFkk buesa fdlh LokfeRo fuekZ.k dk Hkh lekos”k ugha gS,u gh izkFkfed vkgkj okyh vkS’kf/k;kW izlk/ku vkSj jksxk.kquk”kh 

vkS’kf/k;ksa dk lEikd gh gS, blds  ctk; leku jksxfuokjd {kerk okyh lLrh vkS’kf/k;kW gh lqyHk gSaA 

 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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dze la. 

Sl. No. 

vkS’kf/k;ksa ds uke Name of the 

Medicines 
ewY; Price 

dze la. 

Sl. No. 

vkS’kf/k;ksa ds uke Name of the 

Medicines 
ewY; 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   

 

 

 x) fn;k x;k bUtsD”ku izfrjks/kh vFkok jksxfujks/kh mn~ns”; ds fy, ugha FkkA 

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

 /k) jksxh ____________________ jksx ls fifM+r gS / rFkk ____________________ ls ______________________ rd esjsmijk/khu gS / FkkA 

 D) that the patient is/was suffering from ____________________ and is/was under my treatment from 

_______________________to________________________________ 

 p) {k+-fdj.k, iz;ksx”kkyk vkfn ds ftuds fy, :- _____________________________ O;; fd;k x;k, vko”;d Fkk rFkk esjh lykg ij ljdkjh / 

ekU;rkizIr vLirky esa fd;k x;k FkkA 

 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). 

 N) eSaus MkW-________________________________________________ dks fo”ks’kKh; ijke”kZ ds fy, cqyk;kA 

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

 t) eSaus jksxh dks MkW- _______________________________________________ ds ikl ijke”kZ gsrq Hkstk FkkA 

 G) that I referred the patient to Dr. __________________________________________________ for special consultation. 

 

 

 

 

      

             jksxh  ds izHkkjh fpfdRlk vf/kdkjh dk gLrk{kj ,oa inuke 

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

eSa ,rn~ }kjk izekf.kr djrk / djrh gwW fd jksxh_________________________ vLirky esa esjs mipkjk/khu Fkk rFkk :-_______________ dk 

fo”ks’k ifjpkfjdk / vk;k / ifjpj dh lsokvksa dk [kpZ jksxh ds LokLF; ykHk / jksxh xaHkhj gkyr ds xaHkhj gkyr dks vkSj vf/kd [kjkc gksus 

ls cpkus ds fy, vko”;d Fkk] mldk fcy vkSj jlhn layxz 

I 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. 

 

 

       

      izHkkjh fpfdRlk vf/kdkjh ds gLrk{kj 

    Signature of the Medical Officer-in-Charge of the case 
 

 

izfrgLrk{kj __________________________ fpfdRlk v/kh{kd] vLirky 

Countersigned Medical Superintendent, ______________________________hospital 

 

eSa izekf.kr djrk / djrh gwW fd jksxh vLirky mipkjk/khu Fkk rFkk jksxh dks tks lqfo/kk,sa miyC/k djk;ha xbZ] os vYire Fkh rFkk jksxh ds 

fy, vko”;d 

 

I 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 

 

 

 
        

 

       fpfdRlk vf/k{kd / Medical Superintendent 

 

 

 

fnukad / Date:________________________________  LFkku / Place ____________________________________ 

 

fVIi.kh : izek.k i= tks vko”;d ugh gS] mUgsa dkV nsaA izek.k i= ‘ M ’ vfuok;Z :i ls izR;sd ekeys esa fpfdRlk vf/kdkjh }kjk Hkjk 

tkuk pkfg,A 

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. 


