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MEDICAL CLAIM FORM

Certificate granted to Mr./Mrs./Miss …………………………………………………………
Wife/Son/Daughter of Sri ……………………………………………………………………..
[bookmark: _GoBack]Employed as  ………………………………   in Dept/Sec/Centre ………………………
in the National Institute of Technology, Warangal.
ESSENTIALLITY CERTIFICATE

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

Dr……………………………………..………………………………………  hereby certify

a)  That the injections administered are not for immunising or prophylactic purposes.

b) That the patient has been under my treatment and that the undermentioned 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 Institute Health Centre  for supply to private patients and do not include proprietary preparations of which are primarily food, toilets or disinfectants


	Sl.No
	Particulars
	Qty
	Amount
	Remarks

	a) Consultation Fee
	
	
	

	1
	
	
	
	

	2
	
	
	
	

	b) Investigation Fee
	
	
	

	1
	
	
	
	

	2
	
	
	
	

	c) Medicine(s)
	
	
	

	1
	
	
	
	

	2
	
	
	
	

	Grand Total Rs
	
	



  c).  That the patient is  /was suffering from  …………………….………….. and is / was under my treatment from  ……………………. to  ……………….

  d).   That the patient is / was not given prenatal and postnatal treatment. 

  e). That the X-Ray, laboratory test etc., for which the expenditure of Rs …………...….…..
 was incurred were necessary and were undertaken on my advice at  the  …………..………   that I referred the patient to for specialists. Consultation and that the patient to Dr……………...…………………...…..…    for specialists  consultation and that the patient did not require / required hospitalization.


Medical Officer
Institute Health Centre


















1. Name & Designation on of Claimant	: …………………………………………….
2. Employee ID No.		                      :……………………………………………..
3. Pay Level					:……………………….……………..……...
4. Name of  the  patient and his/
her relationship with the member of staff:……………………………...………………
5. Place at which the patient  fell ill		:……………………………………………..
6. Nature of illness  and its duration		:……………………………………………..
7. Name & Designation of the Medical 
Officer consulted and the Hospital or 
Dispensary to which attached		:……………………………………………..
8. No. of Enclosures				: ………………………………….…………
9. Total Amount claimed			: …………………………………………….


DECLARATION TO BE SIGNED BY THE EMPLOYEE

	I hereby declare that the statement in this application are correct to  the best  of my knowledge and belief and that the person for whom the medical expenses were incurred is wholly dependent upon me and is not an earning member of the family.


					Signature of the Employee: …………………….….……

					(Name in block letters):…………………………..………

Designation               :……………………...………….…

 Account No             :………….…………..……………..	

Employee ID No       :…………………….....……………	
	
                                                      Mobile No               :………………………………………
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