FORWARDING LETTER
OFFICE OF THE MANDAL PARISHAD, M.E.O. OFFICE, …………….
R.C.No. ……………………




       Date : …………………

From:






To

Sri P. PADMANABHA RAO, B.Sc., B.Ed.,
The District Educational Officer,

Mandal Educational Officer,

             ……………...

………………………………..

Sir,

Sub:- Mandal Parishad – Medical Reimbursement – Smt. B. Ganga Bhavani, S.G. Teacher, M.P.P. School, ………………,…………Mandal – Proposals – Submitted – Regarding.

Ref:- 1. The A.P. Integrated Medical Attendance Rules, 1972.

         2. G.O.Ms.No.40 Edn.(Ser.VI) Dept. Dt. 07.05.2002.

         3. G.O.Ms.No.74, dt.15.03.2005.

         4. G.O.Ms.No.105, Health, Medical and Family Welfare (K.1) 

             Dept. dt.09.04.2007.

         5. Proposals submitted by the individual, Dt.18.09.2008.


                                     ***** 


In obedience to the above subject and reference cited above I am here with submitting the Medical Reimbursement proposals of  Smt. B. Ganga Bhavani, S.G. Teacher, M.P.P. School………………………………………….. District in the prescribed proformas in duplicate for necessary action.


Thanking you sir,









           Yours faithfully,

Enclosures:

1. Check list for Medical Reimbursement.

2. Application of the individual.

3. Appendix-II duly countersigned by the controlling Officer.

4. Essential certificate issued by the concerned Hospital.

5. Discharge summary in original.

6. Total Expenditure Statement Bills abstract.

7. Medical bill in original duly countersigned by the treating doctor.

8. Govt. orders in which the claim of the individual is covered – copy of the orders of the Govt. recognition.

9.Undertaking the forwarding authority that the particulars furnished by the individual are true and the individual not claimed the medical reimbursement for the same disease earlier during the same period.

From:






To

Sri C.V. Purushothama Reddy,


The District Educational Officer,

S.G. Teacher,


 
   
…………….

M.P.P.S.,…………….

…………………….  
// Through the Mandal Educational Officer //

Respected Sir,

Sub:- A.P.E.S.S., Kadapa Dist. – Medical Reimbursement Proposals in respect of Sri C.V. Purushothama ReddY, S.G. Teacher, M.P.P. School, ………………….Mandal – Submission of Medical Reimbursement Proposals – Reg.

Ref:-  G.O.Ms.No. 40, Edn., dt. 07.05.2002.






******


I Submitted that I have been working as S.G. Teacher, M.P.P. School, ………………………………..District for treatment of my wife for the decease ORAL PROPHYLAXIS, SUB GINGIVAL CURETTAGE 4 Quadrants, GINGIVECTOMY 4 Quadrants, FLAP SURGERY WITH BONE GRAFTING 4 Quadrants in Partha Dental Hospital & Research Centre, Tirupathi during the period from 10.09.2008, 13.09.2008 and 14.09.2008.


Further I submitted that I was discharged from the hospital on 14.09.2008, the total expenditure under the Government norms is as follows.


Total Rs.9,550/- (Rupees Nine Thousand Five Hundred and Fifty only).


Hence I request that at may kindly be sanctioned the medical reimbursement at an early date.


Thanking you sir,










Yours faithfully,

Enclosures in duplicate:

1. Personal Requisition.

2. Application form the prescribed format.

3. Essentiality certificate.

4. Summary and discharge certificate.

5. List of Medical Bills.

6. Cash memos.

7. Medical reports.

8. Appendix – II with Checklist.

9. Inpatient Discharge Bill.

	APENDIX - II


APPLICATION FOR CLAIMING REFUND OF MEDICAL EXPENSES INCURRED CONNECTION ON WITH MEDICAL ATTENDANCE AND OR TREATMENT OF GOVERNMENT SERVANT AND THEIR FAMILIES

1. Name and Designation & Section of
:  C.V. PURUSHOTHAMA REDDY






   S.G. TEACHER

2. Office in which Employed

:  M.P.P. School, ………………

                                                                       ………….

                                                                    ………………District.

3. Pay of the Govt. Servant as defined
:  Pay

:  6350-00


    in FRs and other emoluments which
   DA

:  2273-00

    should be shown separately

   HRA

:    635-00

4. Place of Duty



:  M.P.P. School,…………..

                                                                    …………………

.

5. Full residential Address with Door No.
:  D.No.4/752, I.C.L. Road,

       


                                            …………Mandal, 

                                                                    ………………..District.

6. Name of the Patient him/her

:  Self

    Relationship to the Govt. Servant

    in case of children state age also

7. Place at which the patient fell ill
: At Home

8. Nature of illness and its duration
: ORAL PROPHYLAXIS, SUB GINGIVAL 

                                                                   CURETTAGE 4 Quadrants, GINGIVECTOMY 4 

                                                                   Quadrants, FLAP SURGERY WITH BONE 

                                                                   GRAFTING 4 Quadrants

9. Total amount Claimed


: Rs. 9,550/- 

10. List of enclosures


: Essentiality Certificate.







  Medical Bills.







  Discharge Summary etc.,

Declaration to be signed by the   

        Government Servant.     


I hereby declare that the statement in this application are true to the best of my knowledge and belief and that the person from whom medical expenses incurred is my family as defined under the Government servant Medical attendance rules and holly dependent upon me.

               Signature of the Government Servant

                       and office to which attested. 

CHECK LIST FOR SUBMISSION FOR MEDICAL REIMBURSEMENT
1.  Name of the Employee & Designation
:  C.V. PURUSHOTHAMA REDDY
     (in BLOCK letters)


   
   S.G. Teacher

2.  Name of the patient & Relationship

:  Self 

     With employee

3.  Name of Disease



:  ORAL PROPHYLAXIS, SUB GINGIVAL 

                                                                               CURETTAGE 4 Quadrants, 

                                                                               GINGIVECTOMY 4 Quadrants, FLAP

                                                                               SURGERY WITH BONE GRAFTING 4 

                                                                               Quadrants

4.  Whether disease covered G.O.Ms.No.86
:  Yes

     Fin. & Plg. Dt.01.06.1992 if so, admissibility

     Certificates should be enclosed

5.  Whether the Patient has been referred
: 

     NIMS/SVIMS in case the disease is not 

     Covered in G.O.Ms.No.86, dt.1.6.1992

     Whether the patient underwent treatment.

6.  Whether the patient underwent treatment 
:  Progs.Rc.No.15100 LC.B/2005,

     Hospital is a recognized Hospital as per          dt.06.05.2006 of the Director of 

     Govt. orders 

                                   Medical Education, A.P.,Hyderabad

7.  Whether the patient has been referred by
:

     NIMS/SVIMS in case of treatment taken in       

     the hospital organized by govt.

8.  If not referred by NIMS/SIVMS, justifies
:  Referral Certificate Enclosed

     reasons and nature of the urgency of 

     obtaining treatment in recognized hospital

     as per G.O.175 H & M dt.29.5.97

9.  Whether enclosed essentiality certificate
:  Yes

     in case of reimbursement  

10. Whether bills have been countersigned
:  Not necessary

      By concerned Head of Department in NIMS/

      SVIMS in case of Medical reimbursement

11. Amount of reimbursement required, in 
:  Rs. 9,550/- 

      Case of reimbursement in various hospitals

      Separate station to be shown

12, Whether the claim has been referred 
:  Yes

      With in 6 months

13. Remarks of recommending officer

:

Signature of the Recommending Officer.

NON – DRAWAL DECLARATION OF THE APPLICANT


I, Mrs. B. Ganga Bhavani, S.G. Teacher, M.P.P. School,………….,……….. Mandal, ……………District Is here by declare that, I am not claimed previously the amount of Rs. 10,000/- (Rupees Ten Thousand only) From the department towards the reimbursement of Medical expenditure incurred for my husband C.M. Yogananda Reddy treatment for recovery of FLAP SURGERY WITH BONE GRAFTING LOWER LEFT QUADRANTS, CERAMIC CROWN BRIDGE IN RELATION TO UPPER RIGHT 2nd PREMOLAR TO 3rd MOLAR. During the period from 04.11.2008 to 06.11.2008  at Siri Dental Clinic, Narayanaguda, Hyderagbad and not received any Part of the above amount so far.


Further, I declare that, it is a first / Second / Third (        ) claim during my entire service and after retirement period.

Station :





Signature:








Full Name:

Date :





           Residential Address:








Contact Phone No.


Certified that the amount of Rs.10,000/- (Rupees Ten Thousand only) furnished by the applicant in the above declaration has not been drawn from S.T.O/D.T.O/P.A.O., Kamalapuram, Kadapa District and disbursed to him / her as per available records of this Office and also with reference to the records of the Treasury Office.

 Station:                                                
 Signature of the DDO





            With Seal:

Date:





 DDO Code at Treasury Office: 







 Treasury Office Code:  

Postal Address              Mandal Educational Officer,

Of the Office / School:   ……………Mandal,




         …………..District. 

DEPENDENT CERTIFICATE


I, Sri. D. Vannappa, S.A. (Social), Z.P.H.School, Uruturu Village, V.N.Palli Mandal,………………. District hereby declare that my son D. Sai Zahir, aged 6 years has no property or income of her own and that she is wholly dependent upon me.

Attested by the                              Signature & Designation of 

Gazetted Officer.                                        the applicant.
CHECK LIST FOR SUBMISSION OF MEDICAL ADVANCE / REIMBURSEMENT
1) Name of the Employee and Designation

:K.PUSHPALATHA SGT

2) Name of the Patient and relationship with

: ADITYA MANIKANTA son
employee.






3) Name of the disease



: DEEP DC

4) Whether the disease covered G.O.Ms.No.86, Fin
: YES
& Plg. Dt.01-06-1992, if so, admissibility certificate

should be enclosed






5) Whether the patient has been referred to

NIMS/SVIMS in case the disease is not covered in

the G.O.Ms.No86,dt.01-06-1992.


: ----

6) Whether the patient underwent treatment Hospital

is a recognised as per Govt. order.
: Venkata Dental Hospital, DME Proc Rc No.22883/LCB/2006, Dt.21-04-2008

7) Whether the patient has been referred to

NIMS/SVIMS in case of tretment taken in the

Hospital recognised by Government.


: ----
8) If not reffered by NIMS/SVIMS, justified reasons
:  Under critical and emergency conditon

And nature of urgency of abtaining treatment in
 referred  to  venkata dental hospital
recognised hospitals as per G.O.Ms.No.175 H &

M, dt.29-05-1997.





9) Whether enclosed estimation certificate in case of
: YES, ENCLOSED
advance/essentiality certificate in case of

reimbursement

10) Whether bills have been counter signed by
:YES
concerned Head of Department in NIMS/SVIMS in

case of Medical reimbursement

11) Amount of advance/reimbursement in various
:10600
Hospitals separate stating to be shown. 
12) Whether the claim has been preffered

:YES
within six (6) months

13) Remarks of recommending Officer

:RECOMMENDED
Signature of the Recommending Officer
NON DRAWL CERTIFICATE

Date 

Smt K.PUSHPALATHA, SGT of M.P.U.P.S.,………………,……………… Mandal 
……………..Dist. has not  claimed the amount of Rs 10600=00 (In words Ten 
Thousand Six Hundred rupees only) for the period of treatment i.e., from 03-10-
2009 to 03-11-2009 previously and this is the 1st spell for the DEEP DC disease 

and entered in Medical Reimbursement Register. 

Signature of Applicant 

Signature of the Forwarding Authorities

