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Dr. B.R. Ambedkar Institute Rotary Cancer Hospital
All India Institute Of Medical Sciences
REIMBURSEMENT CERTIFICATE FOR OUTDOOR PATIENT
ESSENTIALITY CERTIFICATE 'A'

Certificate granted tohﬂ'\i'}&ﬁhw"u"‘f W}O \L{‘muil Cha,do)l{M AJU W?L 3""/&

Employed to 3[57(00‘37. ND';.DA ...........

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

1, Dr. /‘}Tulfkumgp\/n)/ ........... £ R . hereby certify that

(a) That | charged and received Rs. °................ ¥ Al for administering injections on dated ..................
. at my consultation room. ///
(b) That | charged and received Rs. ....... /‘./ ............ for administering injections on dated ..................
at my consultation room.
(c) hat the injection administered were not for immunising purposes.
%{ & That the patient has been under treatment at Hospital at my consulting room and that the undermentioned
~  medicines prescribed by me in this condition of the patient. The medicines are not stocked in the A.1.1.M.S.
(% Hospital/Dispensary for supply to the patient.
S.No. Name of the Medicine Price S.No. Name of the Medicine Price
1. piePSy ( SMALLD YR/
4 12
2_3 celompdcofy o Clen( 2— -
4, ﬁ‘lp?" 7570 /; 14.
5. ¥ 15,
. Mju bHecid M 4{ N> MwoT/190e 70,
T '2167 17.
8. 18.
9. 19.
10. 20

(e) That the patient was/in suffering from ..... C f)Cé .......................... and was is under my treatment
from A”H-SQRCH ................

i) That the patient was not given pre-natural treatment. ,

(@) The X-Ray, Laboratory Test etc. for which an expenditure of Rs. 757 0 /—....was incurred were necessary

and were undertaken on my advise at ﬂHM
(h) That | referred the patient to Drﬂ{r\”—}( Um%or specialist consultation and the necessary approval of
‘the WULHUMAK(Name of the Chief Administrative) obfaine_d.



£ 2
(i) The patient did not require Hospitalisation
' e < i Signature and Designation of the
a‘:‘n "' et __‘: . Medical Officer-Incharge of the case
0. B .awl.-. ‘_‘ti xrq CRGHL g I /
COUNTERSIGNED

atment at the A.1.1.M.S. Hospital and thus facilities provided were

the essential for the patient. '/ y
CHECKE IER
- .\°’L\
ﬁEDICAL SUPERINTENDENT
A.l.ILM.S. HOSPITAL

No lqga\ﬂfﬂ ...... ﬁ])«o"’)*lo Ffeen sl /uenicaL supermTeENOENT
Date 2071052019 g “,e:, .::‘ g g g
Place : New Delhi 5% Rewi-11002¢,

This is to certify that | am not beneficiary to the C.G.H.S.

' OR

ily case is reffered by C.G.H.S.

Signature of the Govt. Servant
&
Office to which attached

DECLARATION
| hereby declare that the statement in this form are true to the best of my knowledge and belief and that our
person for whom medical expenditure were incurred is wholly dependent upon me.

Signature of the Claimant
3
Office to which attached



- OPD Billing :: ¢ WIS ol & ol e T L

-4 METRO

we trest. _HE CURES HOSPITALS & HEART INSTITUTE

(a unit of Metro Institutes of Medical Sciences Pvt. Ltd.)
CIN No : U00000DL1990PTC039293

BILL OF SUPPLY (OUTPATIENT BILL) (NABH, NABL & 150 9001: 2008 Certified)

Receipt No . MWRCT/ 190070218 Date . 06/09/2019

Name - Mrs. AMITA CHAUDHARY UHID . MWID/2018017900
Age/Sex . 46Y [Female Category : CASH

Address . GH-1 NRI CITY,Noida Uttar Pradesh India Reg. Dr. - Dr. Anurag Tandon
Tel . 0318446463

Comp Name - . OPD Cash Customer (OPD Cash Customer-Sector 11)
____________————._#____d_d____———f— e
HEALTH CARE SERVICES Req. No. Qty * Rate AMOUNT(Rs.)
A ____ﬂ__,__________é____—ﬂ—____F__d_f—_ AL
Pathological Laboratory

BIOPSY (SMALL) 11038588 970.00
Procedure

Colonoscopy full Length { Dr Arurad andon, } 6600.00

Online LAB Report visit at www.metrohospitals.com Bill Amount:7570.00
Concession on Total:1 893.00

User ID: 11038588 Password: 190070218 Net Bill Amt.:5678.00

e

Narration:- C/O GOVIND SHARMA

Received With Thanks From Mrs. AMITA CHAUDHARY an Amount of
Rupees Five Thousand Six Hundred Seventy Eight Only

By Cash : 5678.00

| GIVE MY CONSENT TO METRO PATHLAB FOR OUTSOURCING MY TESTS IF NEED ARISES

Signature of Patient/Attendant...... . I
Relation with patient- ... o . M
Contact NO- .o re

Run Date : 06/09/2019 13:31

N 9/6/2019 1:41
Car:;:‘l:gy er:g i X-_l, Sector-12, Noida - 201301 Tel. : +91 120 2533 491, 2444 466, 4366 666, | Fax : +91 120 2533 487
ispeciality Wing : L-94, Sector-11, Noida - 201301 Tel. : +91 120 2522 959, 2442 666 | Fax : +91 120 2442 555
Regd. Office : 14, Ring Road, Lajpat Nagar IV, New Delhi - 110024
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Clinie No. 27537/2018 4 ﬁﬁ!/ Date of Birth

DR et 111111111

2 Cieneral
Name AMITA (‘.H:\l:li”.\]l\' UHID-103862659
Sex/Age F/43Y

AW/O- VINEET CHAL DHARY
foom 6 (Shift Morning)

W o
: \
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Dr. B.R. Ambedkar Institute Rotary Cancer Hospital
All India Institute Of Medical Sciences
REIMBURSEMENT CERTIFICATE FOR OUTDOOR PATIENT

ESSENTIALITY CERTIFICATE ‘A’
. &Y

jT.?.CJ’l

(To be compulkefd in the case of the patient who are not admitted to the hospital for treatment)
I, O A')‘ ......... .CN"’"M\ .............................................. hereby certify that

(a) That | charged and received Rs. ........... < 3 S for administering injections on dated ..................

at my consultation room.
* o - /-— - ] . . . -
(b) That | charged and received Rs. .........cooviiviiicninn, for administering injections on dated ..................
at my consultation room.
(c) That the injection administered were not for immunising purposes.

(d) That the patient has been under treatment at Hospital at my consulting room and that the undermentioned

: \'fhadicines prescribed by me in this condition of the patient. The medicines are not stocked in the A.l.ILM.S.
,,L\I-lospitalfDispensary for supply to the patient.

} Name of the Medicine Price S.No. ame of the Medicine Price

1, o

_ })\ / £

Q{\ | 13.
f." 14.

15,

;/ 16.

Ny
?‘\X f 5

. N (' 18.

© | _ 19.
10. M 7’]70_0/:: 20.

(Amount in words TMM+hOMMDI ..... Q W“/’Humd"\(’zw .............. )

$'G - D e &3

(e) That the patient was/if suffering from ...... (47 it ST and was is under my treatment
T A I e e BT e e g

i) That the patient was not given pre-natural treatment. .

(@) The X-Ray, Laboratory Test etc. for which an expgn\rd;liejof Rsln"'o,/ 7~...was incurred were necessary

(h) That | referred the patient to DrATWA .g[)ﬂ)w"'ﬁnr specialist consultation and.the necessary approval of
(|- R——— (Name of the Chief Administrative) obtained.

-



-2- W
(i) The patient did not require Hospitalisation %,01 C?

Signatufe and Designation of the
. Teflfgalgéfi?eﬁtncpfrge of the case
\..‘ \'.:!
. s

COUNTERSIGNED '"“" 41020
Certify that the Patient has been under treatment at the A.1.1.M.S. Hospital and thus facilities provided were

the essential for the patient.

MEDICAL SUPERINTENDENT
A.LL.M.S. HOSPITAL

Place : New Delhi
This is to certify that | am not beneficiary to the C.G.H.S.
' OR
iy case is reffered by C.G.H.S.

Signature of the Govt. Servant
&
Office to which attached

DECLARATION
| hereby declare that the statement in this form are true to the best of my knowledge and belief and that our
person for whom medical expenditure were incurred is wholly dependent upon me.

Signature of the Claimant
&
- Office to which attached



FRIRLAr L Lal fratklabs D Lal Patklaba

Lat ;:;'a?.i
Pathdabs Dr Latl Pathdals Dr 2uf Dathlafs T D Lat Darkd
—a 4 _-/ (Labs De L, ’
ﬁg TR Tl Pathin ;:v...at‘ _,' 7.
Pathdabs Dy Lot Dathlebioe Aot B
baz‘ir’.daé’u D Lat PathLabe Do T2PBGLINT
DathLabe = D Lot Darldnds Do o
el lsioner s @Eé'&a i
Receipt No. 3 7 5 6 4 4

Received with thanks from

Payment ........cvivaneefin ot

Gross cost ..

Balance Amo

Re. '/L%f")/

Please Collect Fleports Between.............. P.M., After S
Report may be delayed due to unforeseen circumstances.

-~

Dn LiZ Thash Ak D

| MI'\I

141666619

¢ U Lol Dol ladaTh' Y

c%(anE an ﬁ[/f) (‘:&—

ing This Recelpt Do ON ..........s
Inconvenience is regretted,

v Lal Pﬂd&.’aﬂ Dr Laf Pathlabe T

Pathlabs Dy Lal Pathdabs Dy Lul Datkleds D T Lat yam;’ ¢ D Lot Pathlabs De Lot Dathdabs Dy Lol :’u."li..au' '-‘"‘-.- fa

el . "é.r.m- D Lat Tavkdabs D Lal p-‘ifff._’ab'




CORE DIAGNOSTICS"

(Customer Copy)

15010

----------------------

PAYTM []

Date:f.2 ./ /... -Bespcp-:

T Ena s

%"Wk&q #

Receipt
Date:.[Z../f..../ .2} <. Receipt No:. CORE/20__.........cccvuueee.
Received from ... }ﬂf’”_r)ﬂ' ........ s HHCDI"/)Q‘;} ..........
Amount = ... 32 T A A
Payment mode Cash B+ DD [0 Cheque* [] card [J
Cheque/DD NO./Card/PAYTM .....ccocireenceeriesninnssnneeesinnennns
*Cheque subject to realization. il s AT
P 4 FISH — 4-6Days [J
/ MOLECULAR — 7-10 Days [J
IHC — 2-4Days []
Signature of Receiver ....... o ;me — 10Days OO
/ JHLE — 23Days [OJ
51 : | wi | Accession g y — 5Days [
Signature of Payer 3. \O %Wm s
p\ —\‘.‘._,'E\t/‘ *Denotes Working Days

Mauld you like to t&lk‘fg.uﬁ?‘\éall us on 1800 103 2673 (Toll Free)

O |
CORE Diagnostics Pvt. Ltd. 406, Udvq‘%ﬁhar, Phase Ill, Gurgaon 122016 | CIN : U85100HR2012PTC046376 | www.corediagnostics.in
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Sl d). IR, IFATHY G U DR AT
Dr. B.R. Ambedkar Institute Rotary Cancer Hospital

All India Institute of Medical Sciences

REIMBURSEMENT CERTIFICATE FOR INDOOR PATIENT
ESSENTIALITY CERTIFICATE "B’

e um D~ 10> 62 €59

T

R

S. No. Name and Nature of Charges ; )\\
. Hospital charges Bill '\X‘S»

(To be filled by the concern Physician/Surgeon)

2. Nome of thé Padent.. SMIT AC"W)”W .......................................................
3. Address of the Patient.. AUYO. L. Coloky Nal B o .= o= .
4. Period of treatment from. 2. .0 '-7—‘9'8 ................... to.....l.g.’...Q,?.-z.,O l}.,

------------------------------------------------------------------------------------------------------------

hereby certify that the patient has been under treatment at All India Institute of Medica! Sciences
Hospital at my care and that the undermentioned Drugs/Lab test/X-ray prescribed by me in this
connection were essential for the recovery of seriouse deterioration of the patient. The medicines
are not stocked in the A.L.L.M.S. Hospital/Dispensary for supply to the Patient.

!

'FHat the injection administered was/were not stocked in the Dispensary for supply to the patient.
That the patient is/was suffering fromca‘cel'o'lu ....................................................

and was/is under my treatment from. 22072, ‘..&? ........ to....l.8 622 2] ),

Ve

Drugs purchase from outside

X-ray from outside Hospital \)
Lab test done from outside @
Misc. (item)

Total o YY733 -¢9-o

<
< Signatara-of Trékting,
| - . 1.0
\ECSurdePhysician o

N :
(PI. writ Blo 3rs)
Dokt
/

| certify that the Patient has been under treatment at t ';A.I.I.M.s. Hospital and that the service of

L e

the special nurse/attendent for which an expenditure of Rs.1.L.{. .%f.....was jncurred vide bills and receipts

attached were essential for the recovery/prevention of serjous deterioration on the condition of the patient.

Signature of Medical Officer Incharge
of the care of the Hospital



| Certify that the patient has been under treatment at the A.l.L.LM.S. Hospital and thus facilities
provided were the minimum which were essential for treatment. 3

O
L SUPERINTENDENT

A 1.1.M.S. HOSPITAL
1} - - o = TAl o :

=8 18] mesl 160

1

N.B. : Certificate note applicable should struck off.
Certificate "D’ is compulsory and must be filled.

This is to certify that | am not beneficiary to the C.G.H.S.
: OR
My case is reffered by C.G.H.S.

Signature of the Govt. Servant
Py =
Office to which attached

DECLARATION

| hereby declare that the statement in this form are true to the best of my knowledge and belief
and that our person for whom medical expenditure were incurred is wholly upon me.

Signature of the claimant
&
Office to which attached



wummary of Bill (UHID-103862659) Patient: Amita Chaudhary
SL No. | Bill No. Date Amount
1 216016 22/09/2018 4227.00
2 Accts-9/30649/201819 22/09/2018 60.00
3 Accts-18137022/201819 13/10/2018 2500.00

4 RT-0021867 13/10/2018 2715.00 .
5 RT-0021862 13/10/2018 1992.00 |
6 Acc-18/15153/201819 03/11/2018 2500.00 ]
¥, 58827 03/11/2018 2860.00 :

'8 58824 03/11/2018 2500.00 5
9 27582 24/11/2018 4170.00

*1310 Acc-18/16348/201819 24/11/2018 2500.00

11 RT-0027687 24/11/2018 2037.00

| 12 RT-0030650 15/12/2018 1857.00 |

| 13 154032 15/12/2018 2073.00

| 14 Acc-18/178395/201819 15/12/2018 2500.00

| 15 156156 31/12/2018 1800.00 |
16 | Acc-9/57096/201819 18/02/2019 2500.00 “
17 352609 18/02/2019 4220.00 |
18 | RT-0039232 118/02/2019 1772.00 |

 Total 44783.00

- 00\
—
imD R kg -\ENT
SE b‘ ‘\'F"‘- ni- L
AEDICAL ONCOLOGY

A RA LR C.H. ALLM.S.
DR. 8.R.A,, l.R.L.
) NEW DELHI-110029



s ummary of Bill (uﬂID-193862§59) Patient: Amita Chaudhary

|

| SL No. | Bill No. Date Amount
1 216016 22/09/2018 4227.00 ]
|2 Accts-9/30649/201819 22/09/2018 60.00 1
|3 Accts-18137022/201819 13/10/2018 2500.00 S
|4 RT-0021867 13/10/2018 2715.00 -
E RT-0021862 13/10/2018 1992.00 ]
6 Acc-18/15153/201819 03/11/2018 2500.00 B
[ 7 58827 03/11/2018 2860.00
8 58824 03/11/2018 | 2500.00 ]
9 27582 24/11/2018 4170.00 ]
10 Acc-18/16348/201819 24/11/2018 2500.00 e
[11 RT-0027687 24/11/2018 | 2037.00 B
112 RT-0030650 15/12/2018 1857.00 3
(13 154032 15/12/2018 1 2073.00 o
14 Acc-18/178395/201819 15/12/2018 2500.00
| 15 156156 31/12/2018 | 1800.00 ]
16 Acc-9/57096/201819 18/02/2019 2500.00
117 352609 18/02/2019 4220.00 ]
|18 RT-0039232 18/02/2019 1772.00 B
| | Total 44783.00 e
el
o RS0
- .“"O“ ONC LM



JLRATH A3 HER IRTAdlrd
spital
R %kmutute Rotary Cancer Hosp
Dr B.

2q
o

or frs

e

- = - HITAL OPR'G
k|
oL R BRA. IRCH,Altvs Ngyy DELH] (EMISES
IRCH No, 2]8197 Reg.Date-10/00/201 8
ST Clinic Adylt Medicai Oneology Clinjc Clinic No, 27 7537,
Gemr 1AL ONCOLOGY IIIHﬂlll!"!lmll!lﬂlmlll!IHII Sodiae
Gener
: Date of Birth
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;) Dr. B.R. Ambedkar Institute Rotary Cancer Hospital

314131194, 3RYUTe1/ A.l.LM.S. HOSPITAL G
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Nos SRS o I7EX YHIF F1 ¥ | /SMOKING PROHIBITED IN HOSPITAL PREMISES

Sy Bl

/Unit A-¢ DR, B.R.A. IRCHAHIMS.NEW DELHI
ﬂﬂm’ OR. B.R.A. oy 4 Do § W o -
el IRCH No. 218197 Reg.Date-10/09/2018 No. 4 DMol
M/Name Clinic Adult Medical Oncology Clinic Clinic No. 27537/2018 = A9/ Date of Birth
N 11T

. »
Cieneral
B Name AMITA CHAUDHARY UHID-103862659
\\I\ / W/0- VINEET CHAUDHARY Sex/Age F/43Y
: : Phone No. 8826212865 3¢ Room 6 (Shift Morning)
/ /Z Address JUDGE NOIDA, UTTAR PRADESH. Pin:0, INDIA
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3TTET-S119 &1 9§94 SUER/ORGAN DONATION - A GIFT OF LIFE
_ O.R.B.0., AlIMS, 26588360, 26593444, www.orbo.org Helpline - 1060 (24 hrs service)
e A1H 91 AR B forg erferen 0 YR Saere §/Dharamshala facility is available for outstation patients
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KlOSK NO. 55, SAFDARJUNG HOSPITAL, GATE NO. 2, NEW DELHI-29, Ph.: 011-26168992
{ Bill'No. : 2140154 [GST INVOICE] Date: --no .5 .
Patient - AMITA CHOUDHARY Time: 12:09 PN’
Address .
Prescribed by :
é .
F ] o
gans |10 ﬂiS*ﬁ ¥ 1f §050,00
|t -
E i orTATE a1 190
1o T Py
: ‘ 03421
~ | Taxable 5% 1.07 CGST 2.5% SGST 2.5% 0.00 ~"
Taxable 12% _"’ZZ CGST 6% SGST 6% ZI‘;. 14
Taxable 18% .20 cGST9% 0.00 SGST 9%
| Taxable 28% “.U0 CGST 14% 000 SGST14% =
Taxfree % -2 CGST0% SGST 0%
CGST Total 225,45 MRP TOTAL 4,.227.13
- | 8GST Tutal S 27544 DIS. AMT. ? ot
pper:— SATISH PA'DQ'H@NT 1. .227.00
¥ u‘.f.)l.:..,.(.j Wa| O e
GSTIN : 07ABPPK4453M1Z4 D.L.No.: S (199 \(;AL WA gl N
Note : Cutting strips & fridge items (without ica)o (L :3“ 8 Al
Medicine will not return after Ten Day’ E\_ g FOR: DURGA HEDICOSE
N . ::Eﬂ g
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