
Documents Required for Medical Reimbursement (As per IRMM) 
 Forwarding letter from the concerned Department Head/Officer/Supervisor. 
 Self-application addressed to CMS/UBL if the employee is under Division; retired 

employees must furnish residential address. 
 Declaration on a separate sheet stating that no amount has been received from any other 

source like insurance, staff benefit funds, etc. 
 Family composition certificate (Original or Color Xerox) if bills pertain to dependents; in 

case of a newborn baby, birth certificate must be enclosed. 
 If referred by Railway Doctor, the referral certificate should be enclosed. 
 Copy of the latest salary slip if the employee is in service. 
 Xerox copy of UMID cards of both employee and patient. 
 Xerox copy of Medical Identity Card and Departmental ID Card. 
 For retired employees: Xerox copy of RELHS card, PPO, cancelled cheque, and passbook 

(all with attestation). 
 GR-3 Form in duplicate, filled and forwarded by Head of Department (not required for 

retired employees); pay scale and basic pay must be mentioned. 
 Certificate A & B is filled by the treating doctor with stamp, seal, and signature (forms 

available at CMS/O/UBL). 
 Essentiality certificate (available at CMS/O/UBL). 
 Emergency certificate if treatment was taken in a private hospital. 
 Annexure form if treatment was in a private hospital (available at CMS/O/UBL). 
 Detailed discharge summary if the patient was admitted. 
 Summary of bills in a separate sheet (Duly signed by Claimant) in the following format: 

Sl. No. Date Bill No. Particulars Amount 

     

Total Claimed Amount  

 
 Original test reports for lab tests and investigations (Attach in chronological order). 
 Submit records if treatment was taken at CH/UBL. 
 Bills must be counter-signed with seal by the treating doctor (Attach in chronological 

order). 
 Claim should be submitted within six months of the last date of treatment. 
 One original and one Xerox copy of all documents must be submitted. 

  



CERTIFICATE ‘A’ & ‘B’ 
(To be completed in the case of patients who are admitted to hospital for treatment) 

FORM ‘A’ 
I, Dr…………………………………………………...…………. hereby certify (a) that the patient was 
admitted to hospital on my advice / on the advice of ……………………………….……………………… 
(Name of medical oƯicer) 

(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 recovery/prevention of serious deterioration in the 
condition of the patient. The medicines are not in stock in the (name of the hospital) 
……………………………………………………………. for supply to private patient and do not include 
proprietary preparations for which cheaper substances of equal therapeutic value are 
available, nor preparations which are primarily foods, toiletries, or disinfectants. 

Name of medicines                             Price 

1…………………………………………………………………………………………. 

2…………………………………………………………………………………………. 

3…………………………………………………………………………………………. 

4…………………………………………………………………………………………. 

5…………………………………………………………………………………………. 

(c) that the injections administered were not for immunizing or prophylactic purpose. 

(d) that the patient was suƯering from…………………………………………… and was under my 
treatment from……………. to………………… 

(e) that the X-Ray, Laboratory tests, etc. for which an expenditure of Rs………. was incurred 
were necessary and were undertaken on my advice……………. (name of hospital or 
laboratory). 

(f) that I called in Dr……………………………………………………………… for specialist consultation 
and that the necessary approval of the……………. ………………………….. (name of the principal 
medical oƯicer) as required under the rules was obtained. 

 

 

 

 



I certify that the patient has been treated at ………………………………… 
…………………………………………………………………hospital and the 
Rs…………………………………………………was incurred vide bills and receipts attached, were 
essential for the recovery/prevention of serious deterioration in the condition of the patient. 

Place: 
Date: 

                                          ……………………………………. 
                                                                                                         Signature and designation of the 
                                                                                                          Medical oƯicer/in-charge of the 
                                                                                                                     Cases at the hospital. 

Counter signed. 

 
……………………………………. 
Principal Medical OƯicer. 

 

PART ‘C’ 
 

I certify that Shri/Shrimati/Kumari………………………………………………… Wife/son/daughter 
……………………………………………. of………………………. Employed in the 
……………………………………………has been under treatment for 
…………………………………………………. disease from………………to…………... At the 
…………………………………. hospital and the facilities provided were the minimum which were 
essential for the patient’s treatment. 

Date: 
Place: 
 
                          ……………………………………… 
              Medical Superintendent 

NOTE: Certificates not applicable should be struck oƯ. The essentiality certificate as given in 
part A(b) above is compulsory and must be filled in by the medical oƯicer in all cases. 

  



ANNEXURE 
PROFORMA FOR SUBMISSION OF CLAIM FOR REIMBURSEMENT OF MEDICAL EXPENSES 

INCURRED BY RAILWAY EMPLOYEES FOR TREATMENT IN PRIVATE HOSPITAL/NON-
RECOGNISED INSTITUTIONS. 

1. Name of Patient                                                                      : 

2. Age                                                                                                : 

2. Relationship with Railway employee                            : 

3. Designation/P.F. No                                                               : 

4. Pay                                                                                                 : 

5. Name of the Institution where taken for treatment:          

6. Date of Admission                                                                 : 

7. Date of Discharge                                                                  : 

8. Date of submission of claim                                            : 

9. Reasons for delay if delayed for more than 3 months: 

10. Total period stay as Indoor patient                        : 

11. Reasons for long stay (If stayed for more than 49 hours): 

12. Type of Medical Emergency                                  : 

13. Was there no Railway/Govt. Facility available to deal: 

14. Distance of the nearest Govt. and whether facilities available there: 

15. Distance of the nearest Rly. Hospital and whether facilities available there; if not, how far 
is the Railway Hospital with facilities available: 

16. Distance of the Private Hospital from residence/place of illness, where facilities 
available: 

17. When the Railway Medical OƯicer was informed about such admission: 

18. Did the patient take any treatment before or after for present sickness (if this existed 
before) and if yes, when: 

19. Total amount claimed (with break-up of charges): 

20. Item wise break of expenditure had treatment taken place in a Govt. Hospital: 

21. Verbatim views of CMD/UBL: 

22. Verbatim view of F&CAO: 
         SIGNATURE OF EMPLOYEE 



Name & Designation of the Employee: 
  
Name of the patient:                   Age:             
Relation to the employee:             DOA. & Time:             

 

Emergency Certification 

‘Any condition or symptom resulting from any cause, arising suddenly and if not treated at the 
early convenience, be detrimental to the health of the patient or will jeopardize the life of the 
patient. 

 Admission details: - 
1) Date and time of admission. 
2) Admitted through OPD service / emergency service. 
3) Admitted to an ICU bed or general bed or cabin bed. 

 Clinical findings at the time of admission. 
a. Pulse rate. 
b. BP. 
c. Level of consciousness. 
d. Any convulsive feature. 
e. Urine output. 
f. Any other feature of shock. 
g. Body temperature. 
h. Extent of external wound. 
i. Extent of active bleeding. 
j. Extent of chest pain or pain in other part/s of the body. 

(b) Types of Emergency medicines used immediately after admission. 

1. List of emergency medicines used immediately after admission. 

2. List of surgical procedure done immediately after admission. 

 

Place of Residence 
Place of Injury 
Availed treatment in the nearest & suitable private hospital 
Condition of the emergency is confirmed by the AMA ex - post facto 
Emergency is established beyond doubt / Not established beyond doubt 

 

 

Signature & Seal of Treating Doctor 

  



ESSENTIALITY CUM EMERGENCY CERTIFICATE 

I certify that Shri/Shrimati/Kumar/Kumari ……………………………………. 
wife/son/daughter/dependent ……………………………………. relative of Shri/Shrimati 
……………………………………., employed in Indian Railway as ……………………………………., has 
been under my treatment for ……………………………………. disease from 
……………………………………. to ……………………………………. at the ……………………………………. 
hospital and that the treatment as described in the attached Discharge Card No. 
……………………………………. and attached bills thereon were provided due to an emergency 
situation, treatment for which could not have been delayed. I further certify that the 
treatment provided was essentially required. 

 

 

 

                Signature of the Medical OƯicer 
In charge of the case at the non-Railway hospital 
                     With Name and Stamp/Seal 

 

 

 

 

 

Signature of Hospital In-charge or 
Authorized signatory with Stamp/Seal 

  



REIMBURSEMENT CLAIM FORM 
1. Name of the Railway/Retd. employee (In Block Letters): ……………………………………. 
2. Designation of the Railway /Retd. Employee (In Block Letters): …………………………………. 
3. OƯice and Station of employment: ……………………………………. 
4. Pay/Last Pay of the Railway/Retd. Employee including grade pay: ………………………………. 
5. Residential Address: ……………………………………. 
6. MIC/RELHS No. and issuing Authority: ……………………………………. 
7. MIC/RELHS registered at H Unit/Hospital: ……………………………………. 
II (A) Name and age of the patient: ……………………………………. 
II (B) Patient’s relationship to the Rly/Retd. Employee: ……………………………………. 
III. Details of Indoor Treatment at Non-Railway Institute 

A. Name of Hospital: ……………………………………. 
B. Date of Admission: ……………………………………. 
C. Date of Discharge: ……………………………………. 
D. Diagnosis: ……………………………………. 
E. Amount of Total Hospital Bill (Attach detailed bill): ……………………………………. 
F. Whether Treatment was taken in emergency: ……………………………………. 
G. Are you a CTSE member (Y/N): ……………………………………. 

IV. a) Whether subscribing to any Health insurance Policy or covered under any other health   
           scheme: ……………………………………. 
     b) Whether any advance payment was processed for this claim, if yes details thereof:   
           ……………………………………. 
(If yes, have you received any amount from insurance company for the treatment in question. 
Give details if any on separate sheet of paper) 
V. Total Amount Claimed: ……………………………………. 
VI. Details of Bank account where Reimbursement amount is to be paid: 

a. Name of Bank: ………………………………….      b. Account No.: ……………………………. 
c. Branch MICR Code: ……………………….….      d. IFSC Code: ………………………………. 

VII. List of enclosures (Please Tick the documents attached and write additional documents) 
A. Photocopy of MIC/RELHS card 
B. Essentiality cum Emergency Certificate by the Non-Rly Hospital 
C. Discharge Summary 
D. Original bills of Hospital 
E. Original Cash vouchers of Drugs/consumables/implants etc. if relevant 
F. Outer pouch of stent, pacemaker, Implants etc. 
G. Any other enclosure ……………………………………. 

(In case of many enclosures, write number of additional enclosures here and attach a 
separate sheet with details) 

DECLARATION TO BE SIGNED BY THE RAILWAY EMPLOYEE 
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. I am aware that misuse of medical facilities or misrepresentation of any kind can 
attract penal action, including cancellation of MIC / RELHS Card. I hereby declare that this is 
my final claim, and I shall not make any claim in the future to Rly or any other health scheme 
in respect to this treatment episode. 
Date: ……………………………………. 
Place: …………………………………….                  

       Signature of the Railway Employee 
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                                       दͯ¢ण पिæचम रेलवे                      जी आर  3 GR. 3. 

                                                         SOUTH WESTREN RAILWAY                जी 397 एफ. G. 397 F 

रेल सेवकɉ और उनके पǐरवारɉ के इलाज के संबंध मɅ डाÈटरȣ उपचार पर ͩकये गये खच[ को वापस करने कȧ मांग के ͧलए आवेदन पğ  

Application for claiming refund of medical expenses incurred in connection with medical attendance and/or 
treatment of Railway servants and their families 

………………….…….…….. ͪवभाग/Department …………….…………... काया[लय/OƯice ………..……….…….èटेशन/Station 

1.रेल सेवक का नाम और पदनाम  
    Name and designation of Railway Servant 
     (क) (èपçट अ¢रɉ मɅ) (a) (In block letters) 

     (ख) Įेणी (b) Class 

 

 

2. ͩकस काया[लय मɅ Ǔनयोिजत है OƯice in which employed  

3. रेल सेवक का वेतन जैसा ͩक वत[मान Ǔनयमɉ मɅ पǐरभाͪषत है और अÛय   
पǐरलिÞधयां िजÛहɅ अलग Ǒदखाना चाǑहए Party of the Railway servant as 
defined in the existing Rules and any other emoluments, which 
should be shown separately. 

 

4.ɬयूटȣ का èथान Place of duty  

5.आवास का वाèतͪवक-पता Actual residential address  

6.रोगी का नाम और रेल सेवक स ेउसका संबंध Name of the patient and his/her  
   relationship to the Railway servant. 
  ͪवशेष ǑटÜपणी: बÍचɉ के मामले मɅ आयु भी ͧलखे 

     N. B. In the case of children state age also 

 

 
7.èथान जहा ंरोगी को बीमारȣ हुई Place at which the patient fell ill  

8.मांगी गई रकम का Þयौरा: - DETAILS OF THE AMOUNT CLAIMED: - 

   1. डाÈटरȣ उपचार/Medical Attendance 
   (i) परामश[ शुãक। इसमɅ यह भी ͧलखे: - Fees for consultation indicating: - 

  (क) ͬचͩक×सा अͬधकारȣ का नाम और पदनाम िजस से परामश[ ͧलया और अèपताल  

 या औषधालय का नाम, िजससे वह सàबɮध है।  (a)The name and designation  

 of the medical oƯicer consulted and the hospital or dispensary to  
 which attached 

 

  (ख) परामश[ करने कȧ तारȣखɅ और उनकȧ संÉया और Ĥ×येक परामश[ के ͧलए Ǒदया  

 गया शुãक (b) the number and date of consultations and the fee paid  
 for each consultation. 
 (ग)Èया परामश[ अèपताल मɅ ͩकया गया या ͬचͩक×सा आͬधकारȣ के परामश[ क¢ा मɅ  

 या रोगी के आवास पर (c) whether consultations were had at the hospital  
 at the consulting room of the medical oƯicer or at the residence of  
 the patient. 

 

 

(ii) रोग Ǔनदान के दौरान रोग वै£ाǓनक, जीवाणु वै£ाǓनक, एÈस-रे और इसी Ĥकार  

 कȧ अÛय आंच करने के ͧलए Ǒदया गया  शुãक भी इस मɅ ͧलखɅ: Charges for  
 pathological, bacteriological, radiological or other similar tests  
 undertaken during diagnostic indicating. 
(क)अèपताल या Ĥयोग शाला का नाम जहां जांचे कȧ गई/और (a) the name of  
 the hospital or laboratory where the tests were undertaken-and 
(ख)Èया जांचे अͬधकृत ͬचͩक×सा सहायक कȧ सलाह पर कȧ गई थी? यǑद हा,ँ तो, 
इस संबंध मɅ एक Ĥमाण पğ सलंÊन करɅ। (b) where the test was undertaken 
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on the advice of the authorised medical attendant. If so, a certificate 
to that eƯect should be attached. 
(iii)बाजार से खरȣदȣ गई दवाओं का मूãय (दवाओं कȧ सूची, नकद मेमɉ और 
आवæयकता Ĥमाण पğ भी संलÊन करना चाहȣए) Cost of medicines 
purchased from the market (List of Medicines, cash memos and the 
Essentiality certificates should be attached) 

 

।। अèपताल इलाज:- Hospital Treatment.  
अèपताल इलाज Ĥभार, इसमɅ Ǔनàन ͧलͨखत Ĥभार अलग अलग ͧलखɅ:- charges 
for hospital treatment Indicating separately the charges for: - 
(1) आवास Accommodation: 

Èया आवास कȧ åयवèथा सरकारȣ सेवक के ओहदा या वेतन के अनुसार थी। ऐस े
मामलɉ मɅ, जहां Ǒदया हुआ आवास रेल सेवक के ओहदे से उÍचतर हो, एक Ĥमाण 
पğ भेजना चाǑहए ͩक कम[चारȣ के ओहदे के अनुसार आवास उपलÞध नहȣं । 
(State whether it was according to the status or pay of the 
Government servant and in cases where the accommodation is 
higher than the status of the Railway servant a certificate should be 
attached to the eƯect the accommodation to which he was entitled 
was not available) 

 

(ii) आहार Diet  

(iii) शãय ͬचͩक×सा या डाÈटरȣ इलाज Surgical Operation or medical 
treatment 

 

(iv) रोग वै£ाǓनक, जीवाण वै£ाǓनक, एÈस-रे या इसी Ĥकार कȧ अÛय जांचे इस मɅ 
यह भी ͧलखɅ। Pathological bacteriological, radiological or other similar 
tests. indicating: - 

 

(क) अèपताल या Ĥयोगशाला का नाम जहाँ जांच कȧ गई हो। 
(a) the name of the hospital or laboratory at which under-taken 

 

(ख) Èया जांच अèपताल मɅ ͩकस के काय[भारȣ ͬचͩक×सा अͬधकारȣ कȧ सलाह पर 
कȧ गई थी? यǑद हो तो इस संबंध मɅ एक Ĥमाण पğ संलÊन करे । 
(b) Whether undertaken on the advice of the medical oƯicer in charge 
of the case at the Hospital. If so, a certificate to that sheet should be 
attached 

 

(v) दवाएं Medicines  

(vi) ͪवशेष दवाएं Special medicines 

(दवाओं कȧ सूची, नक़द मैमो और आवæयता Ĥमाण पğ संलग करना चाǑहए) 
(List of medicines, cash memos and the Essentiality certificate 
should be attached.) 

 

(viii) ͪवशेष उपचया[, अथा[त ्रोगी के उपचार के ͧलए ͪवशषे Ǿप से तैनात नस[: 
Special nursing, 1. e. Nurses specially engaged for the patient. (ͧलखɅ 

ͩक Èया ये नस[ अèपताल मɅ केस के काय[भारȣ ͬचͩक×सा अͬधकारȣ कȧ सलाह 
पर Ǔनयोिजत कȧ गई थी या रेल सेवक या रोगी के अनुरोध पर, पहले वाले मामल े
मɅ केस के काय[भारȣ ͬचͩक×सा अͬधकारȣ ɮवारा हèता¢ǐरत और अèपताल के 
ͬचͩक×सा अधी¢क ɮवारा ĤǓतहèता¢ǐरत Ĥमाण पğ संलÊन करना चाǑहए।) 
(State whether they were employed on the advice of the medical 
oƯicer incharge of the case at the hospital or at the request of the 
Railway servant or patient. In the former case a certificate from the 
medical oƯicer incharge of the case and countersigned by the 
Medical Superintendent of the hospital should be attached) 

 



3 
 

(ix) ऐàबुलेÛस ͩकराया Ambulance charges 

(ͧलखे ͩक कहां से कहा ंतक याğा कȧ गई थी।) (Stade the Journey-to and 
from undertaken) 

 

(x) कोई अÛय Ĥभार, उदा. ǒबजलȣ Ĥभार, पंखा, हȣटर, वातानुकूल आǑद का Ĥभार 
यह भी ͧलखɅ ͩक Èया ऊपर उिãलͨखत सुͪवधाएं सभी रोͬगयɉ को साधारण Ǿप 
से दȣ जानेवालȣ सुͪ वधाओं का हȣ एक अंग है और वह रोगी कȧ इÍछा पर Ǔनभ[र 
नहȣं थी।) Any other charges, e.g. charges for electric light, fan, heater, 
air conditioning. (State also whether the facilities referred to are a 
part of the facilities normally provided to all patient and no choice 
was left to the patient) 

 

ǑटÜपणी :- (1) यǑद रेल सेवक का इलाज राÏय सͬचव सेवा (रेल सेवा Įेणी ͬचͩक×सा उपिèथǓत) Ǔनयम 1941 के Ǔनयम 7 या 
ͬचͩक×सा उपिèथǓत और इलाज Ǔनयमɉ के Ǔनयम 1997 के अÛतग[त, उसके घर पर हुआ हो तो उसका ͪववरण दɅ और अͬधकृत 
ͬचͩक×सा सहायक का Ĥमाण-पğ संलÊन करे जैसा ͩक इन Ǔनयमɉ मे अपेͯ¢त है। 

Note: - (2) यǑद इलाज सरकारȣ अèपताल को छोड कर अÛय अèपताल मɅ हुआ हो तो आवæयक Þयौरा और अͬधकृत ͬचͩक×सा 
अधी¢क को Ĥमाण-पğ िजस मɅ यह ͧलखा हुआ हो ͩक आवæयक इलाज ͩकसी Ǔनकटतम रेलवे अèपताल या सरकारȣ अèपताल 
मɅ उपलÞध नहȣं, देना चाǑहए। 
(1) If the treatment was received by the Railway servant at his residence under Rule 7 of the Secretary of States 
Services (Railway Services) Class 1 (Medical Attendance) Rules 1941 or Rules1997 of the Medical Attendance 
and Treatment Rules, give particulars of such treatment and attach a certificate from the authorised medical 
attendant as required by these rules. (2) If the treatment was received at a hospital other than a government 
hospital, necessary details and the certificate of the authorised medical attendant that the requisite treatment 
was not available in any nearest Railway or Government Hospital should be furnished 
(III) ͪवशेष£ से परामश[: - Consultation with Specialist.  

ͪवशेष या अͬधकृत ͬचͩक×सा सहायक को छोड कर अÛय ͬचͩक×सा अͬधकारȣ को 
Ǒदया गया शãुक यह भी बताये ͩक:- Fees paid to specialist or a medical 
oƯicer other than the authorised medical attendant, Indicating: 
(क) ͪवशेष£ या ͬचͩक×सा अͬधकारȣ के नाम और पदनाम िजस से परामश[ ͧलया 
तथा अèपताल का नाम िजससे वह संबंÚद है। 
(a) the name and designation of the specialist or medical oƯicer 
consulted and the hospital to which attached. 

 

(ख) परामश[ करने कȧ तारȣखɅ और उनकȧ सÉंया और परामश[ के ͧलए Ǒदया गया 
शुãक। (b) number and dates of consultations and the fee charged for 
each consultation. 

 

(ग) Èया परामश[ अèपताल मɅ ͩकया गया था या ͬचͩक×सा परामश[ क¢ा मɅ या 
रोगी के आवास पर(c) whether consultation was had at the hospital at 
the consulting room of the specialist, or medical oƯicer, or at the 
residence of the patient. 

 

(घ) Èया ͪवशेष£ या ͬचͩक×सा अͬधकारȣ से परामश[ अͬधकृत ͬचͩक×सा सहायक 
कȧ सलाह पर ͩकया गया था और इस बारे मɅ Èया रेलवे के मुÉय ͬचͩक×सा 
अͬधकारȣ का पूव[ अनुमोदन ले ͧलया गया था, यǑद ͧलया गया हो, तो इस स े
संबंͬ धत Ĥमाण-पğ संलÊन करɅ। 
(d) whether the specialist or medical oƯicer was consulted on the 
advice of the authorised medical attendant and the prior approval of 
the Chief Medical OƯicer of the Railway was obtained, if so certificate 
to that eƯect should be attached. 

 

(9) मांगी गयी कुल रकम Total amount claimed  

(10) संलĒकɉ कȧ सूची List of enclosures  
 



 

रेल सेवक ɮवारा हèता¢र कȧ जानेवालȣ घोषणा 
DECLARATION TO BE SIGNED BY THE RAILWAY SERVANT 

मɇ एत ɮवारा घोͪषत करता हंू ͩक इस आवेदन मɅ Ǒदया गया ͪववरण मेरȣ जानकारȣ और ͪवæवास के अनुसार सहȣ है और िजस 
åयिÈत कȧ ͬचͩक×सा के ͧलए मɇने खच[ ͩकया था वह मुझ पर पूण[ Ǿप से आͬĮत है। 
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 

   हèता¢र Signature.................................. 

Ǒदनांक Date...................                              पदनाम और काया[लय Designation and OƯice......................................... 

यथा èवीकाय[ ĤǓतपǓूत[ कȧ åयवèथा करने के ͧलए, संलÊनकɉ के साथ मÉुय ͬचͩक×सा अͬधकारȣ को अĒĤेͪषत।  
Forwarded to C. M. O, together with the enclosure for arranging reimbursement as admissible. 
सं. No. ..............................                                                             .......................................... 

Ǒद. Date.......................                              ͪवभाग अÚय¢/मÖडल/िजला अͬधकारȣ 
Head of Department/Division/District OƯicer 

 
ͪवƣ सलाहकार और मÉुय लेखा अͬधकारȣ.......................... रेलवे को Ĥेͪषत........................ǽ. कȧ घन वापसी के ͧलए èवीकृǓत दȣ 

जाती है। 

(.......................................................................ǽपये) कॉलम .......................................... के अनुसार Ǔनàन Ĥकार से Ĥभारȣय 
Transmitted to F.A. & C.A.O .................... Rly. Sanction accorded to the refund of a sum of Rs............ 

(Rupees..................................................................................) vide columns ................................ chargeable to: 

Rs. ....................................................................................................................... ǽ to ................................... को  

कम[चारȣ के नाम उस मɅ सूͬचत रकम के ͧलए अदायगी आदेश साथ संलÊन है िजससे के उसे अदायगी कȧ जा सकɅ ।  
A Pay Order for the amount drawn in favour of the employee’s enclosed to enable him to arrange payment. 
सं. No. ..............................        

Ǒद. Date.......................                            मुÉय ͬचͩक×सा अͬधकारȣ 
             Chief Medical oƯicer 

ǑटÜपणी :- Note: (i) कम[चारȣ ɮवारा इस आवेदन को दो ĤǓतयɉ मɅ बनाया जायेगा और सàबंͬधत ͪवभाग इन दोनो ĤǓतयɉ को मुÉय ͬचͩक×सा अͬधकारȣ के पास 
भेजेगा ĤǓतपतूȸ मंजरू करने के बाद मु. ͬच. अ. मूल ĤǓत को ͪवƣ सलाहकार और मुÉय लेखा अͬधकारȣ के पास भेजेगा। This application form shall be 
prepared in duplicate by the employee and the Department will forward both copies to C. M. O., who will, after sanctioning 
reimbursement, send the original copy to FA & CA.O. 
(ii) इस आवेदन के साथ, अèपताल को अदा कȧ गई रकम कȧ सभी रसीदɉ को (कालम 8 देखɅ) अǓनवाय[ ǽप स ेभेजना चाǑहए यǑद रसीद मɅ Ĥभार का Þयौरा (दैǓनक 
दर, ठहरने कȧ अवͬध आǑद), नहȣं बतायी गयी हो, तो Ĥभार का ͪवǓनधान Ǒदखाते हुए एक अलग Ĥमाण-पğ भेजना चाǑहए, ताͩक मांगी गई रकम का स×यापन करने 
मɅ सुͪवधा हो। All receipts for the amount paid to hospitals, etc., vide column 8 should invariably he submitted along with this application If 
the details of charge (daily rate, period of stay, etc.,) have not been furnished in the receipts, a separate certificate showing the allocation 
of charges should be submitted to facilitate verification of the amount claimed. 
(iii) यǑद इलाज Ǔनयम 919 èथा के अनुबÛध मɅ बताये गय ेसरकारȣ अèपताल को छोड अÛय अèपताल मɅ कराया गया हो तो ऐसा Ĥमाण-पğ ͩक उस अèपताल 
मɅ इलाज अͬधकृत ͬचͩक×सा सहायक कȧ सलाह पर कराया गया था, मुÉय Ǔनͩक×सा अͬधकारȣ के पास भेजना चाǑहए ताͩक वह ĤǓतपूǓत [ के ͧलए आवेदन पर ͪवचार 
कर सके। If the treatment was received at a hospital other than the Government hospitals specified in the Annexure to Rule 919 R. certificate 
to the aƯect that the treatment at that hospital was availed of at the instance of the Authorized Medical Attendant should be submitted 
to enable the C.MO, to consider the application for reimbursement. 
(iv) खरȣदȣ गई ͪवशेष दवाओ ंके संबंध मɅ Ǔनधा[ǐरत फाम[ मɅ, जो इस आवेदन के साथ ĤाÜत ͩकया जा सकता है, आवæयकता Ĥमाण-पğ भेजना चाǑहए। Essentiality 
certificate in the prescribed form which can be obtained along with this form from the Department, should be submitted in respect of 
special medicine purchased. 

(v) रोगी का इलाज करने वाले ͬचͩक×सा अͬधकारȣ से इस संबंध मɅ Ĥमाण-पğ भेजना चाǑहए ͩक रोगी कȧ åयाͬध, उसकȧ बुरȣ आदतɉ या åयसनɉ के कारण नहȣं हुई 
थी। इस Ĥमाण-पğ के ǒबना ĤǓतपǓूत [ के ͧलए आवेदन पर ͪवचार नहȣं ͩकया जायगा। A certificate from the Medical OƯicer treating the patient to the 
eƯect that the disease of the patient was not one which could be attributed to his/her intemperate habits or conduct should be submitted 
without which the application for reimbursement will not be considered. 
 (vi) चतुथ[ Įेणी कम[चाǐरयɉ के पǐरवार के इलाज के ͧलए 'गैर-रेलवे अèपताल मɅ अदा ͩकये गये Ĥभार कȧ ĤǓतपǓूत [ èवीकाय[ नहȣं है। Reimbursement of charges 
paid to non-Railway hospitals in respect of families of Class IV employees is not admissible.  

(vii) ͬचͩक×सा Ĥभार कȧ ĤǓतपूǓत [ के Ĥयोजन के ͧलए वक[ शाप के उन कम[चाǐरयɉ के मामलɉ को िजनके वतेनमान का अͬधकतम 60 ǽ. और उसस ेकम है, उसी 
Ĥकार समझा जाएग जैसा ͩक चतुथ[ Įेणी के कम[चाǐरयɉ को समझा जाता है। Workshop staƯ on scales of pay the maximum of which is Rs. 60 and 
below will be treated in the same way as Class IV stuƯ for purpose of reimbursement of medical oƯices under the Rules. 


