SOUTHERN RAILWAY
G.R.3 G267(old)

FORM OF APPLICATION FOR CLAIMING MEDICAL EXPENSES INCURRED IN CONNECTION WITH
MEDICAL ATTENDANCE AND/OR TREATMENT OF RAILWAY SERVANTS AND THEIR FAMILIES.

(Railway Board's No.ES0 M.E.3/4/3 dated 215t August 1950 No. E53 M.E.1/40/3 17* dated December
1953) N.B. Separate form should be used for each patient.
1 | a)Name and designation of Railway

servant (i block letters)

b} Class

Office in which employed

Pay of the Railway servant as defined in the
existing, Rules, and any other emoluments, which
| should be shown

Separately
4 | Place of duty
5 | Actual residential address \

Lo | P2

& | Name of the patient and his/her relationship fo the
Railway servant (N.B. In the case of children i
state age also) |

7| Place at which the patient fell ill

8. | Details of the amount claimed

1. MEDICAL ATTENDANCE
i) | Fees for consultation indicating

a) | The name and designation of the Medical  officer
consulted and the

Hospital or dispensary to which attached

b) | The number and dates of consultation and the fees |
paid for each consultation |
t ¢} | Whether consuliation were had at the hospital, at the
consulting room of the Medical Officer or at the
residence of the pafient. Whether consultation were
| bad 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 indicating :

a)  The name of the hospital or laboratory
Where the tests were undertaken and

b)  Whether the tests were undertaken on
the advice of the authonzed medical attendant. If so
Certificate to that effect
Should be attached.

iii) CostofmedicinespurchasediromtheMarcketkat  (lis
medicines  cash memos and the essentiality certific:
should be attached)




ILHOSPITAL TREATMENT
{Charges for hospital treatment, indicating separately the charges for}
i) Accommodation

(State whether it was according to the status or pay If the Govt servant and in cases where the
accommodation is higher than the status of the Rly. Servant, a cerlificale should be attached to
the effect that the accommeodation fo which he was enfitied was not availablg)

Il) Diet

iii} Surgical operation or medical treatment

| iv) | Pathological, Bacteriological, Radiclogical or other similar test
indicating — a) The name of the hospital or laboratory at which
| undertaken b) Whether undertaken on the advice of the
Medical Officer in charge of the case at the Hospital. If so, a
e certificate to that effect should be aftached.

v) | Medicines

1
i

vi) | Special medicines
(list of medicines, cash memos, and the essentiality certificate should be attached)

vii | Ordinary Nursing

vili | Special Nursing, i.e.,

(Murses specially engaged for the patient (state whether they are employed on the advice of
the Medical Officer-in-charge- of the case at the hospital or at the request of the Railway
servant or patient. In the3 former case a cerdificate from the Medical Officer-in-charge of the
case and countersigned by the Medical Superintendent of the hospital should be attached)

ix | Ambulance charges
(State the journey to & fro from undertaken) N

Sed

Any other charges e.g. charges for electric light, fan,
heater, air conditioning efc.

| (State also whether the facilities referred to are a part of the
facilities nomally provided to all patients and no chaoice was
left to the patient)

NOTE: 1. If the treatment was received by the Railway servant at his residence under Rule 7 of the
Secretary of State's service (Railway services, class. | medical attendance) Rules 1941 or rule 97 of
the Medical Attendance and treatment rules, give particulars of such treatment and attach a
certificate from the authorized medical attendance as required by these rules

2.If the treatment was received at a hospital other than a Government Hospital, necessary
details and the cerificate of the authorized Medical Attendant that the requisite treaiment was not
available in any nearest Railway or Govemment hospital should be furnished.



Il .CONSULTATION WITH SPECIALIST

Fee paid to a specialist or a Medical Officer other than the authorized Medical attendant, indicating:
|a | The name and designation of the specialist or Medical
Officer consulted and the Hospital to which attached
b | Number and dates of consultations and the fee
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 residence of the patient.
1 d Whether the Specialist or Medical Officer was consulted on the advice of the authorized me

attendant and the prior approval of the Chief Medical Officer of the Railway servant was obtaine

so, a cerfificate to that effect should be attached.
9 Total amount claimed
10 | List of enclosures

== |

DECLARATION TO BE SIGNED BY THE RAILWAY SERVANT
| hereby declare that the statements in this application are true fo the best of my knowledge and
belief and that the person for whom medical expenses were incurred is wholly dependent up on me.

L e
Date:.......connnees Designation / Office

Forwarded to CMD/MAS together with the enclasures for arranging reimbursement, as admissible
Payment should be made fo the employee in cash in the presence of
/" orbychequeonthe bank of .......

R Head of Department/Divisional Officer.
Date......coooeneen
Transmitted ENC . s S AT S accorded fo the refund of 2
SUMOERS ooovnadRiBeR s o
Videcolimn:.coiisiins i cereemnnnnne. CAMGEEblE to -
S ok JNERE e, 1L B s i e
FSTN B e L s e R
A pay order for the amount drawn in favour of the employee is enclosed to enable him to arrange

3 payment.

Encl Chief Medical Officer
NOoee e,
Date
Mote

i} Thes appdcation form shall be submitted in dupbcate to CHO,

i} Al orginal recemts for the expenses incumed vide column 8 should be submitted along with the application  if the defsls of charpes (daily rare,
period of siay etc.| have not been fumished in the receipls, a separate certificate showing the allocation the chares should be submated to
{zciitate verfication of the amount claimed,

I} The requisition issued by the Authorized Medical Atendance should be afteched if the reatment was received 81 a hospile olber than he G,
Hospital specified in the anneure 1o Rule 919 B, withaut which the: application will not be considensd,

IV} Essentizlity certifieate in respect of spedal medicines purchased inciuding thoss supplied by the Gowi Hospials should be submitted in the grescribed
form

V). IFthe treatment was avaled of at a stafion other Sian H. Crs, of the empioyee. e reason therefore should be expiained 1o enable CMD to consider (he
apphcation

vil Reimbursement of charges incurrad in Non Railway Hospital by €1 1y Employess and their family memers are not admissigle

Vi) Warkshop staff on scale of pay the maximum of which is s 50 and below will be reted i e same was a5 CL IV staf far the purpass of

Reimbursement Of Medical chames undear the Rules,



C-8 SRC/R903/G268(0LD
SOUTHERN RAILWAY
Certificate granted to Shri. / ErT R

Wife/Daughter/Son of Shri / Smt .. €TIPIOYE the

eficeof o in o R e '
CERTIFICATE-A

(To be completed in the case of patients who are not admitied in the Hospital for treatment)

DR sl e Rl = hereby certify
a) that the injections administered were fwere not for immunization or  prophylactic purposes
b) that the patient has been under freatment at............_ ceeneeennnn. HoOSPpital and that

the under-mentioned medicines prescribed by me in this connection were essential for the
recovery/ prevention of serious deterioration in the condition of the patient. The medicines are not
stocked in the e ... HOSDItL (name of Hospital) for supply to private
patients and do not include proprietary preparations for which cheaper substances of equal
therapeutic values are available for preparations which are primarily foods, toilets of disinfectants.

SLNO | Name of medicines Price Rs. |

3 =

|
c) that the patient isiwas suffering from........_._.._ - and is/was

undermytreatmentfmm...,............._...................,..._.....lo.,......,,...,_.........

d) that the patient is/was not given ﬁre-pmmcrtiunai or post-natal freatment.

e) that the X-ray, Laboratory tests, etc., for which an expenditure of Rs......................... was
incured  were  necessary and  were  undertaken on  my  advice
...................................................................... (Name of Hospital or Laboratory)

f) that | referred the patient to Dr................o for specialist
censultation and that the necessary approval of the..... (name of the Dist. Medical
Officer), as required under the rules was obtained.

g) that the patient did not require/require hospitalisation,

Signature & Designation of the Medical
Officer & the Hospital/Dispensary
To which attached

NOTE: Certificate not applicable should be struck off. Certificate ® is compulsor and must be filled
by the Medical Officer in all cases.

Certificate  grated o Mrs/MriMiss
Wife/Son/Daughter  of  Mr

employed in the




L

CERTIFICATE-B
(To be completed in the case of patients who are admitted to Hospital for treatment)
PART A
(To be signed by the Medical Officer-in-charge of the case in the Hospital)
L I oo R e S e R e e s A R i hereby

certify
a) that the patient was admitted to Hospital on the advice offon my advise
{Mame of Medical Officer)

b) that the patient has been under treatment at ... and that the under-
mentioned Medicines prescribed by me in this connection were essential for the i
recovery/prevention of serious deterioration in the condition of the patient. The medicines are not
Stocked TR THE. oo e tr s s s s s wm e s snm s {Mame of the Hospital) for supply

to private patients and do not include proprietary preparations for which cheaper substances of
equal therapeutic values are available for preparations which are primarily foods, toilets of
disinfectants.

SL No Mame of Medicines Price Rs.

u-.-r:-|uu-—-

|

¢) that the injections administered were/were not for immunizing or prophylactic purposes

d) that the patient is/was suffering from.........iiin and is/was
under my treatment from........ceecieiiiiiiinirreaas i i I

¢) that the X-Ray, Laboratory test, etc., for which on expenditure of Rs. was incurred
were necessary and were undertaken on my advice al ... : {MName of
Hospital or Laboratory)

f) that T called in Droeooeiiiiiinie et et for specialist
consultation & that the necessary approval of the. ... (Name of

District Medical Officer) as required under the rules were obtained).

Signature of the Medieal Officer-In-Charge
of the case at the Hospital
Mote: This does not apply in case under Rule 903(b) (1} R.I

| PART B
I"certify that the patient has been under treatment at the ... hospital
and that the service of special nurses, for which an expenditure of Rs............... was incurred

vide bills and receipts attached were essential for the recovery/prevention of serious deterioration

in the condition of the patient.

Counter signed ey

Chief or the Principal or the | Signature of the Medical Officer in charge of |
| District Medical Officer il | the case at the Hospital |

Certify that the patient has been under treatment at the
Hospital and that the facilities provided were the minimum which were essential for the patient’s
treatment.
Place:
[Date:
Medical Superintendent

teeerienreenenns seeeeenan HoSpHtA]
NOTE: Certificates not applicable should be struch off. Certificate (d} is

Compulsory and must be filled by the Medical Officer in all cases.

'S




PROFOMA FOR SUBMISSION OF CLAIM FOR REIMBURESEMENT IOF MEDICAL EXPENSES INCURRED EY RAILWAY EMLOYEES FOR
AN AMOUNT IN PRIVATE HOSPITALMNON RECOGHNISED INSTITUTIONS

1. Name of Patient ; : .

2. Age

3. Name pf employee

4. Designation and Office

5. Pay

6. Relationship to the employee '

7. Name of Institution where treatment was taken

8. Date of Admission

9. Date c:-i; Discharge

10.Date of submission of claim

11.Reason for delay , if delayed for more than 3 months

12. Type of medical emergency

13.Was there no Railway/Govt. Facility to deal it

1:4. Distance of the nearest Govt Hospital and whether
Facilities available there

15. Distance of Nearest Railway Hospital and whether
Facilities available there. If not how far is the Railway
Hospital with the facilities available

16. Distance of the Private hospital from residence/place of

lliness where facilities available



17.When was the Railway medical officer was informed

Of such admission

&
18.Did the patient take any tréatment before or after for

The present sickness(if this existed before and if yes, when)
19. Total amount claimed (with breakup of charges) £

20. ltemwise break of expenditure had the treatment in a

Government hospital

21_Verbatim views of CPO




REIMEURSEMENT CLAIM FORM

I. Name of the Railway/ Retd. employee (in BLOCK Jetiers) o UL
2. Designation of the Railway/ Retd. employee (in BLOCK letters) e i e
3. Dffice and Station of employment s e e
4. Puy/Last Pay of the Railway/ Retd. employee including grade pay e i
6.  MIC/ RELHE no. and issuing Authoity Ao e S
T MIC/RELHS registeredat HUnit/ Hospitll ™~
I {A)Name and age of thepstient - . i S
H(B) Patient’s relationship to the Bl Retd. eomployee ™
[Tl Dretails of indoor Treatment &2 Mon Railway Institute
A. Neme of Hospital: L I L
B. Date of Admission: < e e
C. Date of Discharge: S e T
D. TIhnegnosis: i e R e e i
E. Amount of Total Hospital Bill {Attach detailed bill): R R
F. Whether Treatment was taken in Emergency: i e o
G. ArcyousCTSEmember{Y/N): = e .

1V, Whether subscribing to any Health Insurance Policy' or covered under any other health scheme: '
if yes, have you received any amount from insurance compauy for the reatment in queston. Gw:dcmls if any on

scparate sheet of paper.
W, Tetal Amount Claimed:
YL Details of Bank account where Reimbursement amount is to be paid:
a Name of Bank . b. Account Mo.
¢. Branch MICR Code d. IFSC Code
VIL Eist of enclosures {Please Tick the documents attached and write additional documents)
Photocapy of MIC/ RELHS card
Esseatiality cum Emergeacy Cenificate by the Noa Riy Hospital
Discharge Summary
Criginal Bills of Hospital

Criginal Cash vouchers of Dmgm’mmuhluﬂmpimu eic, ifrelevant

Onster pouch of Stent, pacemaker, Implants eic.

Any ather.enclosure ..

{In case ufmlnycnclomm. wrr!.c 'mmher bflddmamt mclm hl:rc a.nd u:iach ] s:-pﬂ'alc sim wuh d:mls}

OPEEOE >

DECLARATIGN TO BE SIGNED #3Y THE RAILWAY EMPLOYEE

1 hereby declare that the smtements in this application are true to the best of my mowledge and belief and that the persen for
whom medical cxpenses were incurred is whully dependent upon me. 1 am aware that misuse of medical ﬁmlmc-.; o
misrepresoniation of any kind can aftract penal action including cancellation of MIC! RELHS Card. [ hereby declare that this is
my finu! chaim and I shall not make any claim in future 1o Rly or any other kealth scheme in respect to this meammeni episode

I e R e e
3 T S : S:gmm't of the Railway emplu}rw

" In case the beneficiary has medical insurance policy and Intend to make clalm for the treatment in question then
he/she may make claim to Insurance company first and then submit claim to Rly with documents, bills etc. attested
by insurance company.




R————— T 17 N
MEDICAL DEPARTMENT

ESSENTIALITY eum EMERGENCY CERTIFICATE

daughter / dependont relative of Shri / SBAMBH  .......cocrrveiiiriniie e sassarisssasimasssseonssstanssossnes 3
employed in Indian Railwemy S5 . o i iiiiiiiniriirrrssas s reeomesansos , bas bosn under my tresiment for
i i L e s -~ disense oW e e
at the ... - e semmresenemsernes  [HOBDITA]l and that the treatment ss described in the attached
Discharge Card Na. ...oviivvrivvanmrommasnsrsnins and sttached blls theveon were provided due to an emergency

situation, meatmest for which could not bave boea delayed. ] Amther certlfy that the treetment provided was
essentially required. z

.................................................

Signature of the Medical Officer
In charge of the case at the non-Railwey hospital.
with Name sl Stamp/Scal

Signature of Hospital In—chargs or
Authorized signatory with Stamp/Seal




