
 
Hkkjrh; d`f”k vuqla/kku ifj”kn 

      INDIAN COUNCIL OF AGRICULTURAL RESEARCH 
   d`f”k Hkou] MkW0 jktsUnz izlkn ekxZ] ubZ fnYyh&110 001 

     Krishi Bhawan, Dr. Rajendra Prasad Road, New Delhi 110 001 

 
jksdM+ vuqHkkx&A/Cash-I Section 

mipkj dj jgs fo’ks”kK }kjk izekf.kr vfuok;Zrk izek.k&i= ,oa O;; dk fooj.k ¼nks izfr;ksa esa izLrqr djk tk;s½ 
Essentially Certificate-cum-statement of expenditure certified by treating specialist (to be 

submitted in duplicate) 
¼tks ykxw ugha gksrk mls dkV nsa½ (Strike out whichever is not applicable) 

 
1- jksxh dk uke rFkk dkMZ/kkjd ls mldk laca/k %& 

Name of the patient and relationship with the card holder :- 
2- O;; dk fooj.k@Details of expenditure : 
¼d½ ckg~; jksxh mipkj@OPD Treatment    funku@Diagnosis 
 
¼i½ vLirky dk uke /Name of the Hospital___________________________________________________ 
¼ii½ okmpj dh dqy la[;k /Total No. of vouchers : _____________________________________________ 
¼iii½ nkos dh jkf’k /Amount claimed : _________________________________________________________ 

¼tgka vko’;d gks ogka vyx ls vuqca/k esa izR;sd mi’kh”kZ ds fy, frfFk ds lkFk nqdkuksa ds uke rFkk irs 
lfgr vyx&vyx okmpj dh dze la[;k n’kkZ;sa½A 
(indicate serieal number of individual vouchers with name and address of the shops with date against 
each sub heading in a separate wherever required). 

      nkos dh jkf’k   Lohdk;Z 
jkf’k/Amount admissible 
      Amount claimed        ¼dk;kZy; mi;ksx 

gsrq½/for official use. ¼d½ nok / Medicine  ________________________
 ____________________________ 
¼[k½ ijke’kZ ‘kqYd / Consultation Fees    ________________________
 ____________________________ 
 ¼ijke'kZ dh la[;k dk C;kSjk nsa½/(Specify number of consultations). 
¼x½ iz;ksx’kkyk ‘kqYd /Laboratory Charges ________________________
 ____________________________ 
 ¼vyx&vyx vuqca/k esa fooj.k½/(Break-up in a separate annexure). 
¼?k½ iz;ksT; ltZYl&lfUMªt/Disposable Surgls-Sundries. ____________ 
 __________________ 
¼M-½ fo’ks”k ;a= tSls lquus okyk ;a=@d`f=e ;a= vkfn ¼mYys[k djsa½ _____________ 
 ____________________________ 

Special devices like hearing aid/Artificial appliance etc. (Specify). 
¼p½ fofo/k / Miscellaneous     ________________________  

¼mYys[k djsa½ / (Specify). 
 ;ksx@Total 
 
¼N½ vUrjax mipkj funku / Indoor Treatment Diagnosis ___________________________________ 
 ____________________________ 

¼tgka vko’;d gks ykxw ugha fpfUgr djsa½ (To be marked N.A. wherever necessary). 
 

¼vUrjax mipkj dh vof/k ls lacaf/kr vLirky fcy rFkk vU; ckmpj dk fooj.k½ 
(Details of Hospital Bill and other vouchers pertaining to the period of indoor treatment) 

 
¼d½ irk lfgr vLirky dk uke % 

_______________________________________________________________ 
 Name of the Hospital with address : 

¼[k½ fcy dh vof/k/Period of Bill : From__________________ ls To____________rd 



¼x½ nkos dh jkf’k /Amount claimed 
____________________________________________________________________________________________ 

¼tgka vko’;d gks ogka vyx ls vuqca/k esa izR;sd mi’kh”kZ ds fy, frfFk ds lkFk nqdkuksa ds uke rFkk irs 
lfgr vyx&vyx ckmpj dh dze la[;k n’kkZ;sa½@ (Indicate serial No. of individual vouchers with 
name and address of shops with date against each sub heading in a separate annexure 
wherever required).  
 

       nkos dh jkf’k  Lohdk;Z 

jkf’k/Amount admissible 
       Amount claimed       ¼dk;kZy; mi;ksx 

gsrq½/for official use. (i) dejs dk fdjk;k /Room Rent %& 
vkbZlh;w@vkbZlhlh;w@okMZ /ICU/ICCU/WARD :  FROM_______________ ls /To _______________ 

rd 
¼ii½ ‘kqYd / Charges for :  
¼d½ vkijs’ku fFk;sVj /Operation Theatre :  _____________________ 
 ______________________ 
¼[k½ vkijs’ku fFk;sVj miHkksT; /O.T. Consumables :  ____________________ 
 ______________________ 
¼x½ ,ulfFkfl;k /Anesthesia :    _____________________ 
 ______________________ 
¼?k½ izfdz;k /Procedure  :    _____________________ 
 ______________________ 
¼iii½ nokbZ;ka /Medicines :    _____________________ 
 ______________________ 
¼iv½ vUrjksZi tSls islesdj tkabUV fjIyslesUV]  _____________________ 
 ______________________ 

dkjujh LysUV vkfn ¼C;kSjk½ 
Implants like pacemaker joint replacement, Coronary Slent etc. (Details).  

  
¼v½ d`f=e ;a= ¼C;kSjk½ /Artificial devices :  _____________________ 
 ______________________ 
¼vi½ iz;ksx’kkyk ‘kqYd /Lab Charges :   _____________________ 
 ______________________ 
 ¼vuqca/k esa fooj.k fn;k tk,½@¼ Break-up given in Annexure). 
¼vii½ fo’ks”k ulZ@vk;k ;fn dksbZ gks    _____________________ 
 ______________________ 

Spl. Nurse/Aya, if any 
¼viii½ fofo/k / Miscellaneous :    _____________________ 
 ______________________ 
 dqy / TOTAL      _____________________ 
 ______________________ 
 
 
nkosnkj ds gLrk{kj/Signature of Claimant __________________________ 
uke cM+s v{kjksa esa /Name in Block letters.___________________________ 
irk rFkk nwjHkk”k ;fn dksbZ gks /Address & Tele. No., if any ____________ 
____________________________________________________________ 
 

1- izekf.kr fd;k tkrk gS fd lac) fcy@okmpj dh esjs }kjk tkap dj yh xbZ gS rFkk mijksDr esa 
n’kkZ;k x;k O;; lgh gS vkSj nh xbZ mipkj lsok,a vfuok;Z vkSj U;wure gSa tksfd jksxh ds LokLF; 
ykHk ds fy, vko';d FkhaA 

 Certificate that the relevant bills/vouchers have been verified by me and the expenditure 
shown above is correct and the treatment services provided are essential and minimum that 
required for the recovery of the patient. 

 
2- izekf.kr fd;k tkrk gS fd fo’ks”k ulZ@vk;k dh lsok,a -----------------------------------------------------------------ls --------------------------------------------- jksxh ds LokLF; ykHk 

ds fy, vfuok;Z FkhA 

 Certified that the services of special nurse/Ayah were required from ___________ To 
_________ that were absolutely essential for the recovery of the patient. 



 
3- fof’k”V izfdz;k@fd;k x;k vkijs’ku ___________________________FkkA 

 Specific procedure/Operation performed was _________________________________ 
 

 
 

_________________________
___________ 

mipkj djus okys fo’ks”kK ds dk;kZy; 
eksgj lfgr gLrk{kj 

Signature of the Treating Specialist 
with official seal 

 

_________________________________ 
vLirky ds fpfdRlk vf/kdkjh }kjk eksgj lfgr  
izfrgLrk{kj ¼dsoy nkf[ky jksxh mipkj ds fy,½ 
Counter signed by Medical Superintendent of the 
Hospital with seal (For Indoor treatment only). 
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