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(Foreign body in Ear, Nose or Throat Emergency )
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SHIVAJI U;’\'l\’ERSl'I“\’, KOLHAPUR.

Form of application for claiming refund of Medical Expenses incurred in connection with
Medical Attendance and/or (rczumcn( of State Government Servants and their Family.

(N. B. : Se *parate form should be used for cac h pati fent)

Name (\ l)eswn wion nf the Govt. Servant ‘

(in Block letter)

Office in \\luth cmplmod . SHIV \ ll U'\l\ ERSITY, !\()l ll \l’( R

3, 3 \ » .
IA\ of Govt. servant as defined in the Basic Pay : Grade Pay
P.R. and any other emoluments which

i & ‘ Yay e
should be shown separately. Fotal Pay :

Place of duty KOLHAPUR

Actual Residential Address

Name of the patient  and  his/her
relationship to the Govt. Servant.

3. ¢ In case of children state the age also

Place at which the Patient fell ill

Nature of illness

Duration of iliness ate: o Date :

Details of the amount claimed Medical
Attendance

i) Fees for consultation indicating

a) The name & designation of the
Medical Officer consulted and the
Hospital or Dispensary to which
dctdchcd

thv number dnd dalc\ of consultdtum

and fees paid for each consultation
Whether consultation were/had at
the hospital at the consulting room
of the Medical Officer or at the
residence of the patient. |

ii) Charges for pathological,
bacteriological, radiological or other
similar  tests  undertaken during
diagnosis including.

a) the name of the hospital or
laboratory where the tests were

undertaken.




the advice of the authorized medical
attendant.

If so, a certificate to that effect
should be attached. E

iii) Cost of Medicines purchased from

the Market Rs.

tlist of medicines. cash memos should be attached )

CONSULTATION WITH SPECIALIST
Fees paid to a Specialist or a Medical Officer other than authorized Medical Officer
other than the authorized Medical Attendant, including :

The name and  designation of the |
specialist or medical officer consulted

and the hospital to which attached.

b)

Number and date of consultations and
the fees charged for each consultation.

c)

Whether consultation was had at the
hospital, at the consulting room of the
specialist or Medical Officer or at the
resident of the patient.

d)

Whether  the  Specialist  or  Medical
Officer was consulted on the advice of
the prior approval of the Chief
Administrative Medical Officer of the
Province. If so, a certificate to the effect
should be attached.

10

Total Amount claimed.

I

1y
,

3)
4)
3)

List of enclosures

12

Size of family i.e. living children as on
01/05/2001 and thereafter.

DECLARATION TO BE SIGNED BY THE UNIVERSITY EMPLOYEE

I hereby declare that the statements in this application are true to the best of my knowledge
and behalf of that the person for whom medical expenses were incurred is wholly dependent on me,

Registrar Name :

Shivaji University, Kolhapur

2 edicalPraposal\Medical.Form.Gr\Medical Form.docx

(Signature of the University Employee)




Registration No.

Name of the Hospital :

FORM * C”’

CERTIFICATE OF EXPENSES FOR EMERGENCY
MEDICAL TREATMENT TO GOVERNMENT SERVANT

This is to certify that Shri./Smt.

(To be issued by attending private practitioner)

_Wil¢/hushand/

Son/Daughter/Father/Mother/Brother/Sister of Shri/Smt.

Address

Employed in the Shivaji University, Kolhapur as

Was treated by the _

From

to

For the complaint of :

. asan emergeney patient.

Vital sign observed :

Necessary emergency:

Investigation with :

Results :

The Diagnosis was:

g . N .
Fotal expenditure (Annexure’D’) incurred for the treatment was Rs.

And details of which are given in Form ‘D’

Certified that after emergency treatment, the patient was advised to attend authorized

Medical attendant for treatment.

Signature

Name of the Doctor

MedicalPraposal\Medical.Form.Gr\Medica

Place

Date ® / /

Registrar

Shivaji University, Kolhapur




FORM ‘D>
CERTIFICATE OF EXPENDITURE INCURRED (IN DETAILS) FOR THE
GOVERNMENT SERVANT TREATED FOR EMERGENCY IN PRIVATE HOSPITAL

(To be filled in by treading doctor and to be attached to Annexure ¢)

Name of the Patient :

Date of admission : / / Date of discharge . Hospital Reg. No,

STATEMENT OF EXPENDITURE CHARGES -

Particulars R Amount in Rs.
I ”1 me,.a,;}',”,.‘/Admi,-si},., T S, B At bbb O
Indoor charges :i)
; 2 Date. !/ o __//Total Davs w Rs. per day
ii)
| Dbate. / to / Total Days @ Rs. per day
3 | Operation Charges
4 | Anesthesia Charges u
| S | Operation Theatre Charges
Visit a) Routine No. _ atRs. Per visit o
6 b) Special Referrals to :
1. No. at Rs, Per visit
I’ Dr No. at Rs.__ Per visit
| x g Use of Incubator at Rs, Per day for day
A) 8 VUSL‘ of Monitor  at Rs. Per day for day
f 9 | Consultation Charges
f 10 | Nursing Charges
| 11
i 12
13
! 14
f Investigations : a) X-Rays
15 b) ECG. - No. @ Rs. per ECG
C) Other
Total
Hospital Discount
" Total of ‘A’ Rs.
B) Medicines : As per enclosed list : Total of *B” Rs.
| Q) Pathology Laboratory : As per enclosed list Total of *C’ Rs.
Grand Total (A + B +C ) Rs.
|
} Signature of the Doctor
E Name of the Doctor
E Registrar
' Registration No. of the Doctor : Shivaji University, Kolhapur
:
——

AVISHAI\MedicalPraposal\Medical.Form.Gr\Medical Form.gdocx



Details of Medical Expenditure (B)

Details of Medical Expenditure made by Shri/Smt.

in connection with Medical Treatment of Shri/Smt,

Relation, Wife/husband/Son/Daughter/Father/Mother/Brother/Sister as under.

Sr.No.| Receipt No. Date Name of the Medicine Amount in Rs.

Total Rs.

Signature of the Doctor :

Name of the Doctor

Registration No. of the Doctor:

HAL\MedicalPraposal\Medical.Form.Gr\Medical Form.docx



B et ——

; Details of Pathology Laboratory Expenditure (C)
|
|
i Details of Pathology Lab. Lxpenditure made by Shri/Smi. ) o
! . .
; In connection with Medical treatment of Shri./Smit. W
?
% Relation, Wife/husband/Son/Daughter/Father/Mother/Brother/Sister as under.
| Sr.No.|  Receipt No. Date Name of the Test Amount in Rs.
!
l
i Total Rs.
I Signature of the Doctor:
Name of the Doctor
Registration No. of the Doctor :

Al\MedicalPraposal\Medical.Form.Gr\Medical Form.aocx



DISCHARGE - CARD

Sr. No. Particulars Details
1 Paticnt Name
2 Inward Registration No.

3 Address
| 4 Age & Sex Age : Sex: Male/Female

- Date of Admission

6 Date Of Discharge

i
i
!
i

| 7 Chief Complaints
| .

i 8 Surgery Performed
i

I 9 Investigations

|

{ 10 Drugs

s'

g 11 Diagnosis

|

i .........

i3 Treatment

12 Complication

14 Treatment Advice

15 | Follow up

Signature of the Doctor:

|
!
i
1
!
Name of the Doctor :
Hospital Reg. No. (Stamp) :
Name of the Hospital i B
e e

ISHAL\MedicalPraposal\Medical.Form.Gr\Medical Form.gocx




EMERGENCY CERTIFICATE

This is to certify that Shri/Smt.

Was admitted in our Hospital as patient from / to /

He/ She was admitted as an Emergency Patient for the treatment of

Signature of the Doctor :

Name of the Doctor

Hospital Registration No. (Stamp) :

TONIC / ALCOHOL CERTIFICATE

This is to certify that the medicine prescribed to the patient Shri./Smt.

during his/her hospitalization period from

to did not contain any Tonic /Alcoholics/ Food items.

Signature of the Doctor :

Name of the Doctor

Hospital Registration No. (Stamp) :

A\VISHA edicalPraposal\Medical.Form.Gr\Medical Form.docx




MEDICAL CERTIFICATE

This is to certify that Shri./Smt.

Age ___Sex ___ is/was under treatment in this Hospital as an OPD/Indoor patient
Vide No. _ From to B Indoor No__ from
0 AJJLW.N.H. No. from to

Dr.

Provisional Diagnosis

Find Diagnosis

Procedure carried out

Operation Carried

| He/ She is advised days rest/extended rest from
|
(Fitness to be decided after review in OPD on expiry of above rest period.) He /She is fit resume
duty with effect from Remarks
Signature of the Doctor :
‘ :
i Place Name of the Doctor p
!
|
i Date : /! Hospital Registration No. (Stamp) :

|
|

NURSING CERTIFICATE

This is to certify that Shri./Smt. Admitted

under my supervision in this Hospital. His condition was critical and hence required a

special nursing amenity to take care of him/her. Hence nursing was provided from this

Hospital.
Signature of the Doctor :
Place Name of the Doctor
Date / / Hospital Registration No. (Stamp) :

\VISHAL\MedicalPraposal\Medical.Form.Gr\Megdical Form.qocx
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