FROM I

The Commissioner of & bl Educatian

Dt{rr*r EDUCATIONAL OFFICER,
et ﬂ"."‘.’[:‘_b.j‘ mPALL ihrahirmpatoam, VIAYAVWADA.,
Pacaapo niel A, AMARAVATHI.

|:{;.Nu,j)‘dﬁnr_g|q[_f2mg;z_. . pated: YO V2002

Gir,
sUD: Education-Sec. Cducation-ZPHS,, ﬂmmww
SRI/SMAT., H_‘.\f{m&a.l:zﬁac\ﬂﬂ K. Gl HHM

. submission of Medical Reimbursement Proposals-Req.-reg.

REF: 1) G.0.Ms.No.74 M.H.&F W.Deptt. Dated.15-03-2005.
2) Re.No. 5@9@2}2”2@3& DT: @3‘9@2[ of the DME.,W

3) 6.0.Ms.No. 397 H.ME&F.W.(K1) Deptt. Dated: 23- 10-2008.
4) G.0.Ms.No. 68 H. ME&F.W.(K1) Deptt. Dated: 28-03- 2011,

5) Application of the individual with PPQ No. ’]_Q__S_EC_QE.%IC{QP

6) Proposals Received fram HI ZPHs_RRAKmANMAPAL L T 17 Dt.O5-11-2092.

“XeK-KK-

| do here by submit that the proposals received from SR [ ST ﬂﬂﬁa}m&dﬁ[&[k

ﬂ HM ZP Hg'l." Jﬁfﬂl . lj o i T_
MAHDAL of P nbaDU District thmugh HM zPHs_gz{agmpﬁﬂ_u_, regarding
Medical Reimbursement of exepenses incurred by the self / depeadent inrespect of SrifSmat._Ma=mn £

\lon Koz Roddy Rz Grlliitt who has been
"Hr can — CARGS (N pump TNPE-T DN NN

2 VAL .HJI

sufferring from

" and got necessary investigations and treatment in the

Mlq Cane Hogpitel %ﬂﬂ,%wmm

Which is declarﬁ as referral hospital as per reference 2™ cited above during the

Period from _Ej_lj_lm 0 ﬁﬁm

In pursuance of the incumbent’s genuine application for the reimbursem

the said treatment and investigation for RS.L&QQ_%}-(

gga__rupees onl'.r} | do hereby forward his applicatinn

ent of Madical expenses for

orders regarding.

Thanking you sir,

Yours faithfully,

Enclosures:
1. Check list & Appendix-l ; M’V JFI =
w Dep io alﬂlfiée? -

2. Essentiality certificate

3, Discharge summary SATTENAPALLI
4. Referral Hospital G.O. PALNADY DIST.
5. Non-Drawal Certificate

6.0riginal Bills & Abstract

7. Attested Pension Payment Order Copy

8. Other Connected Papers.



FROM 1o

“rj}n MASTER, The Commmilssioner ol Schoal [ilucation

L.k HIGH SCHG[]l_B:taL‘l“nﬂ“;{?]n}_h:. e aliimpatnam, VIIAYAWADA,,

._Eiid.uﬁr_ul{:ﬂmuldl et A1, AMARAVATHI

Ell":‘cldlt Digt=
RC.No.__ &R fi022. "ﬂ“'ﬂ!_{'.'JSIH’Q@-l-

CTHROUGH DROPER CIANNEL)
sUB: Education-Sec. Education-ZPH5., EPJ\{.I_M[\,MM_:_Pﬂdlaﬂ_ﬁmoj‘[ai 'l‘"c:ﬂ'l 2

SHIIEMY_Mmﬁ_\{m\icthﬂdC{}j 7 Gy M| I—

0].-Fef.

Sir,

_- Submission of Medical Reimbursement Proposals-Re

REF: 1) G.0.Ms.No.74 M.H.&F.W.Deptt. Dated. 15-03-2005.
z:nc.mn._ﬁfﬂfﬁlﬁj_]_m;j ,DT: ]ﬁlﬁﬁlzﬂz\ of the UM[.,M“H::JUM
3) G.0.Ms.No. 397 H.ME&F.W.(K1) Deptt. Dated: 23-10-2008.

4) 6.0.Ms.No. 68 H.M&F.W.(K1) Deptt. Dated: 28-03-2011.
4) Application of the individual with PPO No. 18— 3G e-A25 &1 jSP

M-N-N-H-

| do here by submit that the prop_usals received from SRI/SHIT. N Newko l‘ﬁ

Rid, Gy-11_HM ZPHS Eﬂaﬂﬁ_wnﬂmpﬂ_ﬂff. Pﬁr\mﬁy_mﬂh MANDAL of
urred by the self / dependent

Pol Matn) District regarding Medical Reimbursement of exepenses inc
inrespect of Sri/smt._ TM A LEN KA Rerny R, Gl b

= cAbh —

who has been sufferring from
DM, dn
" and got necessary investigations and treatment in the
™M[G- Cana. Hoepele], Bomiona H‘EtLﬁ}_H‘fjf:l’JMb}J

Which is declaretll as referral hospital as per reference 2" cited above during the

period from 271 if[ 2mp2 T0 _29 iﬁ |292J_',

In pursuance of the incumbent’s-'g'enuine application for the reimbursement of Medical expenses for

the said treatment and investigation for HaLﬂﬁ{ﬂ/—f
rupees only). |do héreby forward his application

your notice for favourable action for issuing necessary

* along with the following connected papers so as to bring to
orders regarding.

Thanking you sir,

Y faithfully,

Enclosures: =
1. Check list & Appendix-Il - i i
2. Essentiality certificate HE‘_? 1?31': SSC*HOOCE “l ?/ )’” .
3. Discharge summary E%AFT{HANE;“#LU 522 437
4. Referral Hospital G.O. : ' )

Piduguralla (M) Guntur Dt-

5. Non-Drawal Certificate

6.0riginal Bills & Abstract

7. Attested Pension Payment Order Copy
g. Other Connected Papers.



T A ——

The Dy. E-0, Sa&mpau.‘f
AnD

~Qe_in, 7 DUSs, Brshmanoglli

Sir,

Sub: Request to Sanction the Medical Reimbursement inrespect of

Sri/ Smt._[ﬂﬂ_nnf_\fﬁlﬁlﬁ-&ﬂay; R, GreT HY
— Pl lapAl, B%mﬂ@.%@mw

EEH MADU District — Proposals submitted — Reg.

Ref: 1) G.0.Ms.No.74 M&H Deptt. Dated:15/03/2005.

2) G.0.Ms.No.105 M&H Deptt. Dated: 09/04/2007.
3) Medical Bills issued by the Doctor Concerned.
—XXXX-

With reference to the subject cited, | submit herewith the Medical Bills with

=1l the enclosures for Medical Reimbursement for an amount of Rs. | :52; g; f]ﬂf
_ME%MMJA Fen hmﬁﬁa’a—_

(Rupees
ol Soue fng Only), as | / My=eependant have

undergone Treatmefit for the disease H CAN—CABRES ON POME,
“T4pe -7, DM, HTN  4F

in the Recognised Hospital by the Andhra Pradesh State Government i.e., at ng_
(one Hi")@bf,b’z] . {?7&;@&4& uellg  bucbnakod
T L -~ F ot
during the period fromﬂ_ﬁm_m

o 1L ) ': 24> and onward transimit to the higher authorities for future necessary

action in the matter at an early date.

Thanking your sir,
Yours faithfully,

Enclosures:

1) Emergency Certificate
2] Essentiality Certificate Vv m M

3) Disicharge Certificate

4) 1P Final Bill & Medical Bills Nrb}

5 ndix - el A "o

6: EES::L:Z " HEAD FQM” B i it
= Z. P. HIGH SCHOOL

7) Non-Drawal Certificate ~ BRAHMANAPALLI-522 437
2) Dependant Certificate Pldugurella (M) Guntur Dt.



AVAILMENT CERTIFICATE

Medical Reimbursement of Sri / Smt. M.\Eomﬂéal;a Q_@zﬁég

Q. Gl v Zbua-Ronhvons pl04
Pﬁduarmf,ﬂjﬁ (M) L Spell of claim.

His/~Her-dependent He/ She was under gone treatment for
M cap CARES  ON PuMp, TyDesST bn. HIN =

at N!Q- Carle HoopTiad

during the period from_21 \ﬁ!‘iﬂﬂ}zm to & 25 \f%!ﬁm:;,,

HEAD|/MA R”E-/{-’J[ 227"

i \“G_M 7. P, HIGH SCHOOL

Signature of the Employee. SigitatinarnaPale DD 0.
Piduguralla (M) Guntur Dt



alECK SLIPS FOR SENDING MEDICAL REIMBURSEMENT PROPOSALS

| Name and address of the employee : M_\éﬁ}ﬁ}lﬁ——%:ﬂﬂ—"
= CEMGID =o\gI0TR

& Employee Code

2. 1f Retired
a) Date / Year of Retirement : <21-10-2MS"
b Designation : Sxfl HM e
P PO No : IE__ E:@E‘*Gﬂss-jﬂ_

1 Communication of the Applicant Address HE,I'O_\[ I‘A_M dg___‘ﬁfj___
For all purposes with Cell o. ¥ Bl -

1 Name and address of the Hospital

ay Whether it is private Hospital (or)

Recognized Hospital . Gowt. Recognised Hospital
by Whether referral letter produced (or)

(Recognized orders to be enclosed along ] EIEE

With the proposals)
§_Whether the Medical Reimbursement proposals
Sent with in 6 months from the date of discharge

6 Whether the following are enclosed. P
D.D.O/H.0 . YESV/] NO

1. Appendix-1 duly attested by the
Prescribed proforma  : YESv7 NO

5 Non Drawal Certificate in
3 In case Retired complete set of PPO Copy duly
antested by the forwarding authority. : YE% NO
4 Emergency Certificate . - 9‘/ NO
5 Essentiality certificate . YESV [y NO
6. Discharge Summary - YESW// NO
. ves | NOovVT

7 In case Dependant, Dependant Certificate

7. If the patient is dependent on the Govt.Employee in

case of dependants above the age of 18 years Un-

f.mployee Certificate and Maritial Status of Dependent

are 1o be enclosed with Medical Reimbursement Proposal: E——
% In case of the dependent of deceased Govt, Employee /

Retired Employee whether Death & Legal Heir

Cenificate enclosed or not. A =
). Whether the Medical reimbursement proposals is prepared and

submined with relerence 103,00, Ms.No. 74 [:15-3-2005 &
(3 My o 60 (.15 10-2007 & (5.0 Ms N 105 [1.9-4-2007

And also i3 Ms o 150 I | §-Ap5- 200,

10, Whether the Medical Reimbursement claim in pro
officer and received within the stipulated time - b

weessed through

the drawing
11, And whether the availment of No.of installments
recorded (or) not % il
12, Whether an entry is made in the service register (or )
not for previous claim and drawal, - HE-&

L MAlevaa Raddy  Rid.Gefl K
e e has no

hl:&hy declare that My Wife/Father/Mot ver/Son/Daughter ’
property or income of his/her own and that he/she is wholly df:pcnd?r;gr,ni.;u‘)pcr APIMA Rules 1972.

8ignature of the Government Sorvant. SIE%ﬁE:ﬂoE%E}

1
Piduguralla (M) Guntur Dt-




APPENDIX --- |l

Application for claiming rofund of Medical Expenses Incurred In connection with medical attondanco
and or treatment of Government Servant and their famillos.

1.

. Full residential address with D.No. and

Name and Designation of the Government  : 1h REDUYg RVH
Servant/ Retired (In Block Letters) yii ™M

. Office in which employed : WMM&Q&LL—
LA Jo — B55o\3]

U=
. Pay of the Govt.Servant as defined In F.Rs. : PAY Rs.bBBSHyB% B-A /| D.R Rs.})425 /-

And other emoluments which should be ‘HRA Rs.__—— - Fe.MA RS.__Bmn /-
Shown separately : GROSS RS. -

Place of duty

Name of the Mohalla

P fﬂmanm()ﬂ’n — 595413

Name of the patient him/her relationship to

The Govt.Servant(in case of children Stage age also) é&‘] J
. Place at which the patient fell ill . Mfo. CARE MeRPTIm
. Nature of illness and its duration 3 CAD —CARGS O RiMp

TYPE-{ DM, KN +=

FROM _97-0)3-20%>_ 10 99-09-2022

Details of amount claimed, cost of medicines

Purchased from the market, list of medicines

Cash memos and the essentially certificate

Should be atac hed each in duplicate signed

By treatment doctor. : Enclosed

10. Total amount claimed : Rs. l “‘Sa 4{[3 /-

11. List of enclosures

a) Essentiality Certificate ( H&S ) b) Emergency certificate ( yeg )
b) Discharge summary (‘y@ ) d) Medical Bills (weg )

DECLARATION BY THE GOVERNMENT SERVANT

| hereby declare that the contents in this application are true to the best of

my knowledge and belief and that the medical expenses are incurred for self as
defined under the Andhra Pradesh Government Medical Attendanc Rulgs 1972 and

wholly dependent upon me. . W
ey HEAD MASTE 0% "
o m,vj\)&@ 2. o tieh serod /!

Signature of the Govt.Servant Signature of tﬁ@%%f&ﬁ%ﬁhmé@z 437

Piduguralla (M) Guntur Dt.



A

I

ROM 10

*‘"—HT»QC\C\“ N\C\gli\[” o The Commissioner of School [:ducation,
—-----ZE S- B ANO- G/Ql‘) IBRAHIMPATNAM, VIJAYAWADA,

“*P LQ(GU)LQ.LLQ,(NH> ANDIIRA PRADESI, AMARAVATTIL

Sir/ Madam,
SUB: Submission ol Medical Reimbursement Bills of Sri / Smt: M. @ﬂm

R Gl B Z PRSPl
Request for Scrutiny and Sanctioning of Admissible AmountRs._
-X-X-X-X-

The details of Medical Reimbursement Bills sbmitted to your for scrutiny and Sanctioning of
Admissible Amount as per the existing G.O’s arc as follows:

Name of the Beneficiary (Patient) H CS@\-_—FB M\\AQ{JM@&@ EQM\J e
Name of the Employee / Pensioner : _EQLS{%&KMREM)V
A, Sxchthd T

Relation with beneficiary " (=23
Clame Submitted by :

|—
\)

NAME Relation with Employee / Pensioner
[ ™ \IENKATR REDDY Sell
Name of the Hospital . Mlg. CARE LopsTH
Dhoanana MAlY, Hydenzkad
J 7 </
Whether the Approved by DME or Not \\ﬁ; / Mo

Date of Admission DD /MM /YY 0)&) /&)
Date of Dischage :DD/MM/YY /@ @/@@@

Amount Claimed : Rs. |5—241C} J___

I certify that I have physically verified the following documents submitted by the Employee/Pensioner and
found correct. | also certified that the original bills are kept under my safe custody until the sanction of the bill
and when ever asked I will submit the orginal bills to 0/0. A.P. Amaravathi.

*  Appendix —1I
Non-Drawal Certificate
Dependent Certificate
Emergency Certificate
Essentiality Certificate
[P / OP Bills
Consolidated 1P / OP Bills
Original Discharge Summary / Death Summamry
(Incase of death of the Beneficiary during treatment)

* ¥ ¥ ¥ ¥ ¥ ¥

*  Copy of DME Approved Proceedings ( In case of Approval Hospital)
¥  Pension Payment Order in case f Pensioners
*

Any other relevant documents.
HEAD {ha8TER O S ]2

Station: My@&ﬂ;@ﬁf Z. P. HIGH SCHOOL

; YANTAOLLEA4B7
Date: OS|u |22 %’%?ﬁraﬁa (M) Guntur Dt.



CERTIFICATE

1. Itis certified the all the Original Medical Bills above

Verified and found Correct.

If any fraud Bills Colour Xerox Bills and Duplicate Blls

claimed amoun t the I am the held fully responsibility of

Medical Reimbursement.

!\.)

[ have uploaded all Medical Original Bills 1n Original
4% No. Of documents.

\US)

4 All the Original Medical Bills kept in ICS Custody.

D.D.O. Phone No. Dﬁ%ﬁ%ﬁﬁg& , ”]7/7/

q'g{4‘qg_4‘gg/lg PiduQuralla (M) Guntur Dt.



MEDICAL REIMBURSEMENT IFORM

(EMPLOVEE (PENSIONER) DETAILS |

Employee 'l‘.‘l“‘:,__LOC.C.\Y BOAE_J o Lmployee PPPO NO: l%"OO (2.5610
Employee L.D.No, Oéo 9 &830D

Name: . NP\ ENEASD- RE;_[)W E-mail: o ————
Mobile N“-__.,_jm-:ﬁ 014_0"]«6 F. Employee Designation: Qfﬁﬁﬂ
[ ADDRESS DETAILS | crmamp: I 7018

Residential Address:

State:

Baar 4ida ¢ pOlayd
Hospe . 2R

House No: }EEG‘ZBZjF Street No.: .
District :__ Y2Ad NADU  Village / City / Town:_ £

Office Address:

House No: =1 Street No.:%;@@d_ State: AP
Mo(MUd).

District 1 PALNADUL Village / City / Town:

n ——)

(EMPLOYEE PAY DETAILS |

Pay Source:‘m%k PRC: 202> State: AP

(POSTING DETAILS |

HOD Name: S8 DDO Code:DAIDORDEAD — Dist_N NADY

( TREATMENT DETAILS |

Treatment For: ¥ CAD — CORG2Z  ON PUMP,WPE:EDM —HIN 4
Patient Name: M-\ EBARATARENY Paticnt Gender:_ (M
Patient Date of Birth:_L() ~|(0=|94<] Age: 1S Relation with Employee: € o
Hospital Name: _B%gﬂaﬂ_m_*_k‘zgﬂojmm,i

Hospital State: Telamgemo. Hospital District:__~ My dbag hed

Date of Admission:27 2!522)_ Hmc of Disclmrgc:g_{‘j’gpgz Total Amount Claimed:_| 52_4;8‘[__

Is Hypertensive P Is diabetic_ _yes

(DECLARATION |

| hereby declare that the statement in the application is true to the best of my knowledge and belief
and that the person from whom medical expenses were incurred is a member o' my family as defined under the
Government Servant cﬂicul Attendance Rules 1972 and wholly dependent upon me.

W o
HEAD MASTER- )4~ )\)7/7/’"

_Z. P. HIGH SCHO v W
S&R‘A‘H'{ﬁﬁhﬁ‘?’ha -522?1‘57 Signature of Lmployee /Pensioner.

Piduguralla (M) Guntur Dt.



NON — DRAWAL DECLARATION OF THE APPLICANT

s MARRENER Ao Ry, . QL Kw....
-------- TZ-P\.«&:E—-.B?:\M%\OMP«:LU Pﬁdu%ungﬂg/@bb

Receiving Family Pension / Service Pension Vide P.P.O.No... IS’:SG!’Q =0 2}5677)
and........ S BT~ Pidwgurdla.... Alenos... AL BARBITI s

............. QBENLOMD RS rrresrssssmssssssmissnsins (3.8 A/C.NOL, Bank Name &
Branch, Mandal/Town/Cnty) is hereby declare that | am not claimed previsously the
amount of L\-rﬁ./(Rupees %‘hﬂ &Z(MQ@QJA

C\Y\Gc[cu&(( SQNQ«&Q %from the department towards the

reumbursement of Medical Expenditure incurred for self treatment OR the treatment

OF MY SPOUSE/CHIIA/PAFENT.cuvvvvuvevriversessesisssssssmsssssss st 20

......................................... (Name & Age) for recovery of o = COBREL.M....

Rawb, TQIMDM TR = = ....during the period from 2ala)emz—~

to 23 )l22. at .DI|5..CORE.. Moot Bomgone WS
Qb.ne.,bt?d

.............................................. (Hospital Name & Address) and not

received any part of the above amount so far.

Further, | declare that, it is a First (1) claim during my entire service and

after my Family Pension Period.

Station: Bau)mv\m@,“)&&b Signature: v W

Date: @_g‘hw Full Name: Lmuﬂm;iw

Residential Address:
Q{Aa,m Provft Roddh ,Hag,pag
Awawwa

Certified that the amount of Rs];S‘Q/F_La ./-(Rupees. GMLQKLA .........
WM _____ F:@UJ\ WA @urdl ,S(N ly) furnished by the appllcant

in the above declaration has not been drawn from STO. .PE&L!%WLM{,’\ (Dist).... LanAan).....

and disbursed to her as per available records of this office and also with reference to the records of

the Treasury Office. éﬂ——hf
HEAD @A TEROS |)"')/7/

Z. P. HIGH SCHOOL

Ly BRAHMANAPALLI-5
Station: gnﬂgﬂmpéo,o_b Slgnatw&p l‘MBD(?ﬂ)\Aéw 2r41:33;,-
Date’ OS’I 1 [202,:/ DDO Code at Treasury Officer: Q@QCB&D__

Postal Address: TREASURY OFFICE CODE: (}g‘tz_



