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fpfdRldh; [kpZ izi= 

¼fpfdRldh; ifjp;kZ vFkok bykt [kpZ dh izfriwfrZ gsrq½ 

Form of the application for claiming refund of Medical Expenses incurred in connection with Medical 
Attendance and or treatment of University employees and their families:

vof/k/Period: - From ……………………………..ls/To…………………………………………..rd

_____________________________________________________________________________________ 

izR;sd jksxh ds fy, vyx QkWeZ dk iz;ksx djsaA N.B. - Separate form should be used for each patient. 
_____________________________________________________________________________________ 

1. deZpkjh dk uke ,oa inuke

: Name and designation of the employee

िवभाग /Department
  (i)  fookfgr/vfookfgr /Whether married or unmarried   :

 (ii) ifr/iRuh dgka dk;Zjr gS\

¼;fn ykxw gks rks½ If married the place where wife/   : 
 Husband of the employee is employed 
  (Where applicable) 

(izR;sd foÙkh; o"kZ esa igys fcy ds lkFk ifr iRuh nksuksa ds }kjk gLrk{kfjr ?kks"k.kki= tek 

djsaA½ In case employed a Joint declaration duly countersigned by the employed wife/husband may 
be furnished) at the time of first bill in each financial year. 
_________________________________________________________________________________ 

2.   osrueku ,oa vU; ifjyfC/k;ka ¼vyx&vyx½ 

Pay of the employee, and other emoluments,  
which should be shown separately                 : 
_________________________________________________________________________________ 

3.   vkoklh; irk / Residential Address: 
_________________________________________________________________________________ 

4.   jksxh dk uke ,oa deZpkjh ds lkFk laca/k 

¼cPpk gks rks mez Hkh fy[ksa½

Name of the patient and his/her relationship to the employee: 
N.B. – In the case of children state age also. 
_________________________________________________________________________________ 

5.   dgka chekj gqvk\ Place at which the patient fell ill: 
_________________________________________________________________________________ 

6.   vHkh"V jkf'k dk fooj.k / Details of the amount claimed: 

fpfdRldh; ifjp;kZ / MEDICAL ATTENDANCE: 

i) fpfdRld dh Qhl Fees for consultation, including 

(a) fpfdRlk inkf/kdkjh dk uke] ;ksX;rk] inuke] 

   vLirky ;k nok[kkuk dk uke / the name, 

qualification and designation  : 
  of the medical officer consulted and the  
  hospital or dispensary to which attached. 

 (b) fpfdRldh; lykg dh frfFk;ka ,oa la[;k 

Qhl ds lkFk / the number and dated of 
consultations and the fee paid for each 
consultation. 

 (c) yxkbZ xbZ lwb;ksa dh la[;k] fnukad] ,oa Qhl 

CENTRAL UNIVERSITY OF HARYANA 

(Established vide Act No. 25 (2009) of Parliament) 

Jant-Pali, Mahendergarh (Haryana)-123031 

gfj;k.kk dsUnzh; fo'ofo|ky; 
¼laln ds vf/kfu;e 25¼2009½ ds rgr LFkkfir½ 

tkaV&ikyh] egsUnzx<+] ¼gfj;k.kk½ 123031 

: 



 injections the number and dated of injections and  : 
     the fee paid for each injection. 

  (d) lykg@lwb;ka vLirky@lykg d{k esa yxkbZ 

xbZa ;k jksxh ds vkokl ij 

whether consultations and/or injections  : 
were had at the hospital at the consulting 
room of the medical officer or at the  
residence of the patient.  

ii) cktkj ls [kjhnh xbZ nokb;ksa dh ykxr 

 Costs of medicines, purchase from the market  : 

¼nokb;ksa dh lwph] jlhn ,oa vU; izek.k i= vo'; layXu djsa½

(List of medicines, cash memos, and the essential certificates should be attached) 

7  dqy vHkh"V jkf'k /Total amount claimed : 

_________________________________________________________________________________ 

8  layXudksa dh lwph / List of enclosures :- 
1. ……………………………………………………………
2. ……………………………………………………………
3. ……………………………………………………………
4. ……………………………………………………………
5. ……………………………………………………………

_____________________________________________________________________________________ 

fo'ofo|ky; ds deZpkjh dh ?kks"k.kk / Declaration to be signed by the University Employee: 

(1) eSa ,rn~ }kjk ?kks"k.kk djrk/djrh gwa fd bl vkosnu esa nh xbZ lwpuk,a esjh tkudkjh ,oa fo'okl ds

vuqlkj lR; gSa] vkSj ftlij fpfdRldh; [kpZ fd;k x;k gS] os iw.kZr;k eq> ij fuHkZj gSa I hereby 
declare that the statements 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. 

(2) eSa ;g Hkh izekf.kr djrk/djrh gwa fd esjs vkokl ds 3 fdeh ds nk;js esa dksbZ ljdkjh lgdkjh

LVksj@nok[kkuk ugha gS I also certify that there is no co-operative store/medical store run by 

government or Super Bazaar within the radius or 3 k.m. from my residence. 

fcy jlhn ds lkFk gSA / BILL IS PRE-RECEIPTED. 

(deZpkjh dk gLrk{kj / Signature of employees)

fnukad / Date…………………. 

izekf.kr fd;k tkrk gS fd vko';d iaft;ksa esa ntZ dj fy;k x;k gSA fpfdRldh; iath ds i`"B la[;k--

-----------------------ds Øekad------------------------ij ntZ gS/Certified that necessary entries have been made in record.

Entered in the medical Register on page No._____________Sr. No.________

jkf'k dk fcy ikfjr /Bill passed for Rs……………………………………………………………. 

psd la[;k /Paid vide Cheque No. ……………………….. fnukad/dated…………………….

fpfdRlk vf/kdkjh vuqHkkx vf/kdkjh¼foÙk½ lykgdkj ¼vkarfjd ys[kk ijh{kd½ foÙk vf/kdkjh dqylfpo 

Medical Officer       S.O. (Finance)    Consultant (IA)  Finance Officer  Registrar 

ys[kk vuqHkkx }kjk Hkjk tk,xk / To be filled in by the Accounts Section

___________________________________________________________________________________

dk;Z lgk;d / Dealing Assistant


