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Certificate granted to ANOUSHKA SANGAL, 14, TEMALT of Mr employed In the

Certificate ‘A’

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

Dr hereby certify -
(a) That I charged/received Rs 47,000.00 for consultations on 20/03/2020 at my consulting room at the residence
for the patient.

(b) That the patient has been under treatment at OROCARE DENTAL CLINIC hospital/my Consulting room 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 socked in the OROCARE DENTAL CLINIC for the supply to private patients and do not include
proprietory preparations for which cheaper substances of equal therapeutic value are available not preparations
which are primarily foods, toilets and disinfectants.

| SILNO Particulars of Bills Bill No Bill Date Amount

| 1 |Hospital Bill 12 20/03/2020 47,000.00

f 2 |Consultation Nil 14/06/2020 0.00
Rupees Forty-Seven Thousand Only Total:-Rs. 47,000.00

(c) That the patient is/was suffering from ORTHODENTIC TREATMENT and is/was under my treatment form
20/03/2020 t0 14/06/2020

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

(e) That the X-Ray, Laboratory test, etc. for which an expenditure of Rs 0.00 was Incurred were necessaty and were
undertaken on my advice at OROCARE DENTAL CLINIC

(f) That I referred the patient to Dl fOT specialist consultation and that the necessary approval of
the.....ooonas required under the rules was obtained. .

(g) The the patient did not require/required under the ruies for hospitalization. i @) o
(h) 1am not drawing any NPA/NPP } ’

Q\;ﬂ(ﬂ B
- Bh&d.%%\éﬁgg}gg‘&&s)
LECT. K.D. Dental College

& Hospital, Mathura



For Office Use Only
COUNTERSIGN@

| Certify that the patient has been under treatment at our Hospital/Dispensary and that the facilities provided were the
minimum which were esential for the patient's treatment.

(Signature and Seal) )
Date (Medical Suprintendent of the Hospital Or Dispensary or Authorised Signatory designated by
Competant Authority)



_alth and Family Welfare PP/ UP-REAILILILY VIS by 2 s T -

(Of Ury

S, Department of Medical Health and Family Welfare

/&
R
"\2% ?g , Government of Uttar Pradesh
< o/
w 7 ]
\ / online Application Form for Registration of Medical Reimbursement

e

Application Number: MER0027863

To,
The Superintendent in Cheif /7 Chief Medical Superintendent,
Distt : Hathras
Uttar Pradesh

Sir,

Kindly Register my request for issuance of Medical Reimbursement which are given as

below:

1 Treatment Type:

Treatment Category For OPD Treatment

2 Employee's Detail:

Full Name Vivek Sangal Father Name Late Virendra Gopal Sangal
Designation District Judge Aadhaar No. - 390538580021

Date Of Birth 12/09/1968 Gender Male

Mobile No 7906016207

3 PPO detail:

Retired from Employeement No

& Address of Current Posting :

Office Name District Court, Hathras Office Incharge Name District Judge, Hathras

Address District Court, Qila Gate, State Uttar Pradesh
Hathras

District Hathras Pincode 204101

5 Permanent Address:

Address 276, CIVIL LINES NORTH, State Uttar Pradesh
OPPOSITE OMEGA HOTEL, =
MUZAFFARNAGAR

District Hathras Pincode

251001

6 Patient’s Details:



R ——— - i

Aealth anq Family Welfare

hutp;// up-health.in/online/MER/PrintA pphicationForm regisld- ;v |

Requesting Medical Dependent Hospital Type Put
Reimbursement for

Patient Name Anoushka Sangal Age

14
Gender Female Disease Name Orthodentic Treatment
Place where Disease Agra Hospital Name Orocare Dental Clinic
Identified
Doctor Name Dr. Pradeep Singh Treatment Period From 20/03/2020
Treatment Period To 14/06/2020 Patient Aadhaar no
Relations with Employee Daughter
7 Details of expenditure:

S.No. Bill Type Bill No. Date Amount Download

1 Hospital Bill 12 20/03/2020 47000.00 -*a

2 Consultation Nil 14/06/2020 0.00 3

Total 47000.00

8 Advance Detail:

Have you already taken No
Advance

9 Bank Details of Employee:

Bank Name STATE BANK OF INDIA Bianch Name HOSPITAL ROAD, AGRA
Account Number 30249700472 IFSC Code SBINO030159
Date Place

Signature of Person Incharge



/

CERTIFICATE - “4”

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

[ Dr.

hereby certify —

(A)  ThatIcharged and received RS. ..o, For consultations
O v ssmsnin s g i5se at my consulting rOOM .....ovevveveeeerineriiiiienrinines ( Date to be given)
....................................................... at the residence of the patient.

(B)  That I charged and received RS. ..ov.oiviiviiiiniiienvinineiiiieiiieieee for administering
............................. itra-muscular injections/subcutaneous ..............ocoevenieeneno.. ON
.................................................. at my consulting room/(date to be given) at the
residence of the patient.

(C)  That the injections administered were for/were not 1mmumzl Ejr rophylactic purposes.

(D)  That the patient has been under treatment at _oyecave denfal e . A?W hospital/my
consulting room and that the under mentioned medicines prescribed by me in this connection
were essential for the recovery/prevention of serious the ...........coevviiviioina o
................................................... (name of the hospital) for supply to private
patients and do not include proprietary preparations for which cheaper substances of equal
therapeutic value are available for preparations which are primarily foods. Toilets or
disinfections.

Name of Medicines Prices
8
g- Ritl Vouchey 4 oched Y2ve = oV
4.
5.
6.

(E)  That the patient is/was suffering from ....... . fk"“‘""!";’m"}“""l ........... and is/was
under my treatment from ................c00 170 IO

(F)  That the patient is/was not given prenatal or postnatal treatment.

(G)  That the X-ray, laboratory test, etc. for which an expenditure of Rs. ............coooiiiin
was incurred were necessary and were undertaken on my advice at ............ooiiiiiii
........................................................... (name of hospital or laboratory).

(H) That I referved the paticnt t0 Dr. o wssasvaves covssmmuis oo sosvmase s ssowess for specialist
consultation and that the necessary approval of the .....................oo L
........................ (name of Chief Administrative Medical Officer of the State) as rcqunrcd
under the rules was obtained. - \,J\/\

) That the patient did not require/required hospital. \ C#\ "

Dated: Q J%/

Sd%‘&g RENBI0SOY the
% Qfmnsmd the
HosUR IS PoRsrey Goketgeh
& Hospites dthura

N.B.—<Certificates not applicable should be struck off. Certificate (A) is compulsory and must be filled
in by the Medical Officer in all cases.

Certificate granted to Mrs./Mr./Miss ... Ao W’r“s““? Ll
wife/son/daughter of Mr. ... V1vels Sqnyq XYoo B b‘ JW}L‘ Hathaeg....... employed n

the ........

............ PJvJuc\u~7



Part - “B”

I certify that the patient has been under treatment at the ... J¥2.(8%. . Q"UJ“[(L””Q

..... - spital : ‘ ¥ i
: 4“ UZEIERE hospital and that the services of the special nurses, for which an -
expenditure of Rs. ... NOVT RSN was incurred vide bills and

attac_hed‘ were essential for the recovery/prevention of serious deterioration in the
condition of the patient.

\ }C/\r‘

Signilare B-ReA9RARCINORB RS tharge
of the cATPiRRRIMHShiral
LECT. K.D. Dental Coliege
& Hospital, Mathura

COUNTERSIGNED

Medical Superintendent
Hospital.

I certify that the patient has been under treatment at the ... hosprtal

and that the facilities provided the minimum which were cssential for the patient™s.

Medical Superintendent
Hospital.
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BILL

'OCARE DENTAL CLINIC

ear Hariyali Vatica, Chhili Int Road Ghatia, Agra M : 9259811585

12 Date?.é?.lﬁla—‘?z-‘
Ltient Name . ... M\¢'5 Amw&%&vﬁo_’ ....... Age..JU ... Sex. P
Address - . S.M(&Q.MCjQ—’\, ...... AjM‘ ............... Mob.: ci(-.lsc’c“'l 29@3..

PROCEDURES CHARGES AMOUNT

Root Canal Treatment (RCT)
Capping
— Ortho Treatment — LS Y<oo
Filling I | |
— Scaling— loo i
Extraction

Surgery of Wisdom Tooth

Total U oo

Other Charges

Grand Total LI v o

Less Advance -

Balance h-@'s')_
FOP{)ROGMWAL CLINIC

LECT. KD. Col

& Y Slgnature

U



OROCARE DENTAL CLIN'C

w YOur smile Q '

R. PRADEEP SINGH

oy -
=T. uda 49§ sos,)
(Implantologist) U:L"]'g'a - Near Hariyali Vatica
Certified P.G. in Orthodontics AR 531 9 Chhili Int Road
M. AOI Ghatia, Agra
LECT K.D. Dental College & Hospital. Mathura M : 9259811585

Name Mksa Al{‘-{. QLSA)L‘-., ....... ‘mjni Age/Sex..'.?*../E...Date %.’C«/:S/lt{-

Drug Allergy
Diabetes ce [ coo—ploics - ] Crexcrcdad ot
°F Delr~ CrMecle~he PR NI

Systemic Deseases

Pregnancy Ry

Mias Aie oshka Snoged <o Ma
\r’{ L"‘ek- -..,IZKL:J 2 N I‘\_’S C _"L.*\.@Lﬂ..\‘j(i)\‘v

E.H@Hﬂlﬁﬁﬁ'&ﬁﬁ -ﬂ,\(_ M*,‘n(}_g;/\fng_ 't«-e{@}
3 3 T 1 T TLs Dot e A oA L

{Metallic & Tooth Coloured)

£ 37al B WEE (Scaling)
1 YRR B 5

sememanen g ?J/

6.2id &I 79 B §oI (RC.T) in-"
D f‘la-ﬂeer‘ Sin:

’ 'f’O /‘yﬂ

CLPF«?JM "““f&v

7. %9 <l @ o e @ s.muntdwh . 3
foaTer) Crei -t R OURSRT A0S -
8. T@ell id a1 Q¥ waSl Il x
(RPD., FPD,CD.) Informed consent : 1. NIVEIS 2ANGAL (fathey)undersigned hereby give my consent to undergo

qm x the required surgery/procedure under any anaesthesia, | have been explained about the procedure
9. ﬂ@ ﬂ% G‘m—ﬂg 1P and took the responsibility of possible complications of the procedure / anaesthesia. | am willing to
undergo the procedure at my on risk.

Gorl, FHRM, B S Bl
ECnl] NSO
10. 9/, T, TR A & §A | ayesare svaeTer - Hfdar w svamTer ' Signature



l)R PRADEEP SINGH

gaqﬁlEiBO.ﬂ

(lmplamologiut)

Certitled PG In Orlhodonucs
M.AQI

LECT. K'D. Dental College
& Hospital, Mathura

Neme 0444 Anoush fa S

AgelSex.... m £
Date .. Lu 6
DrugAnargy
Diabetes

BP.

Systemic Deseases
Pregnancy

Facilities :

1. ¥l W

2. "R v <l o

3. -3 <t @ @
(Metallic 8 Tooth Coloured)

4.7 B 7w (Seqing)
w1 Wi W 3w

5, 2% B W & ffem)

6. %0 9 T8 T @ RCT)

7. %W <l @ R g @
e

8. 7F <h T Q0 we W
(RPD,FPD,CD.)

9. 7@ A WA WR-fem W
g, e, dfmaR @
Tl

10. 913, 3}, v <l 1 Yo

T 2
U 11 W 2

XA 5 N8

)

bived Metllic. gifnodowic

c@@w Z e Hawsluys

chz-.a %;igb-(.c.hjcw

on. Wﬂ«J'U‘“;?“"’"”'.’*U“'
Necds. 4o be_ Wern. {6~ Rua,

Noiz — CoNsSULT TP NEEOED.

Informed consent : ‘IM undersigned hereby
conaant to undarga the required sulgeryiprocedure
been explained about the procodure and took

Do <possible
complications of tha procodure / anaesthesia. | am willing tol
al my on risk,

Scanned with CamScanner
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