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== Ud giRa® eAaror faanT
JAT USIT TATHIR

WHIUT U E2=IT:CMER2365163
Superintendent in Cheif / Chief Medical Superintendent, District Male Hospital

T |

49T #, PRINCIPAL JUDGE
FAMILY COURT MATHURA

gt : Ho o 310/fRro Yo gfefo/2023/0121579/MATHURA |99 ”MZE
fers=r : DR VIDUSHI SINGH =5t fRrfereer =rer wfergfet o =emer o1

HEled,

Suts TAW=e DR VIDUSHI SINGH @ 3T ux we&T MER0121579 fé=es
31/03/2023 & THH H OB UA FRAT MER0121579 3T 28/03/2023 & el A vt
%eAET & T8 DR VIDUSHI SINGH, SELF, DR VIDUSHI SINGH gRT Riféscar wufdrsm/<w=am=
MAHARSHI DAYANAND SARASWATI DISTRICT MALE HOSPITAL MATHURA ® f@=ies 21/01/2023
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Patient Registration https://hmisup.prd.dcservices.in/HIS Registration/registration/transa...

iofl

'CR No: 992032300114313 OUT PATIENT CARD MW WWWWMMW

“patient Name: DR VIDUSHI SNGH | ' Age/Sex: 56 Y1/F

MAHARSHI DAYANAND SARASWATI DISTRICT MALE

HOSPITAL MATHURA
In Front Rangeswar Mandir Near Vikas Bazar Holi Gate , Mathura-
281001, Mathura, Uttar Pradesh, India

D/O: SHRI OM PRKASH SINGH ABDM Health ID: NA

Address: Mathura,Uttar Pradesh,India Mobile: ABDM User ID :NA
19412210001

Category: General Fees: %1.00/-

Department/RoomNo: Ophthalmology / 23 OPD Days:Mon,Tue, Wed, Thu,Fri,Sat
- Doctor/Unit: Ophthalmology General Visit Date & Time: 21-Jan-2023 10:26

Valid Till: 05-Feb-2023
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T i =g & wfogfd By
(&) CERTIFICATE - A

(To be Corripleted in the case of p_atients who arbnot a::lmitted in hospital for treatment)
Certificate granted to Mrs./Mrf/Miss DY\ JC[LLSZU ..... gflﬂj/l ........................................
/tefs/prﬂaaughter of Mr. A% - qgﬁﬁ( QO fzﬁ"ct (s

empioyed in the ...... .MQ‘HLL&LQ._,...JLLD%‘[[%ZLL/? s,

CERTIFICATE - A
(To be signed by the medical officer iu-char_ge of the case at the hospital)

G SneE X RN S o, =R gt OSs JAE Dl R s L S S o i
(a) that | chargedfreceived Rs. ......................... for consultation on ... ... &t my

consulting room/at the residence of the patient.

I(b) - thagt | charged and received Rs. . ... ....... . for admnls\erm,
intramuscular/sub cutaneious injections ondate ....................... .. at my consuiting room/
at the residence of the patient and the injection were for immunizing or prophylactic purposes.

(c) that the paient has been under treatment at . iRt e e, <
consulting room and that the under mentioned medicines prescribed by me in this
connection were essential for the recovery/prevention of serious detenoration in the condition of the
patient The mecicines are not stocked in the (name of the hOSPIE!) " —oooooooooooooieeeeoeoe
= | .. for the supply to private patients and do not include proprietary preparations for
which cheaper substance of equal therapeutic value are available and nct preparations which afe
primariy foods. toilets and disinfectants.

St Name of medicines Quantity - Price

2. 1- Receipt No— 70 Dated: 20.03.2023 Lal Chashma Ghar Rs. 14W4

2 Ll Atfechesd

0 SR

10.
11,
12 ‘
T T IO

14. ‘, ..-;._ _..‘ LGV
18.

{d): that the patient is/was suffering from ...... Dt S SRR L SR il S - and is/was
vhcer my eshmentem L e B s e e

*
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Fourteen Thousand Rupees Only
Terms & Condition :

GSTI-I: e Sale Invoice Contact No.
09AFUPCBT34QZZI LENSC ARD 9720065555
mathura
Party Name : VIDHUSHI SINGH Receipt No : 70
Mobile no: 7017557175 Receipt Date :  20-03-2023
Address : Delivery Date : 24-03-2023
Time : 12:06PM
Sn. Particulars_detail Qty Price Dis. Amt
1 |SHEET 5 1 5000.00 0.00 5000.00
2 |cRrRIZAL PROG. 1 9000.00 0.00 9000.00
Total Value 14000.00
TAXABLE AMT 12500.00
Total 2 14000.00
RIGHT EYE LEFT EYE
SPH CYL AXIS VIN SPH CYL AXIS VIN
DV 0.00 +2.00 100 6/ DV +2.75 +2.25 120 6/
NV +2.00 +2.00 100 N NV +5.25 +2.25 120 N
ADD +2.50 ADD +2.00
PD : Refered By :
Total Invoice value ( In Words ) : Paid Amount : 14000.00

Due Amount :

For

20

LENSCARD

iy

i §

Dis

i




(e) that the patient is/was not given prenatal or postnatal treatment $
(f) that the X-Ray, Laboratory tests for which on expenditure of RS. ................cvoevenne. was
incurred were necessary and undertaken on e R S e S N S

(@  that | referred the patient to DI. ............ccccccoooceciicscccioron........ for specialist consultation and
that the necessary approvial of the ... a2 required under the rule
was obtained. : :

(h) that the patient did not require hospitalisation.

By o e ; WV
Signature and Designation;of the

Medica} Officersincharge which of
L)1 the ‘case at the hospital

Wwa

TR R R

COUNTERSIGNED

| | certify that the patient has been under treatment atthe ... ...
hospital and the facilities provided were the minimum which wer. essential for the patient's
treatment. ' |

| 7o T R Y, 00 © =ca e
QY NI

Place .......... B W ERRLLA Qe © = <o ss vodioal Superintondent;

.. (Fowt e Thains ene] ;&W ...... Hospital

/

-

Bigned

Chief Medical Superintendent
‘District Hospital, Mathura




31/03/2023, 16:47 Department of Health and Family Welfare

Online Application Form for Registration of Medical Reimbursement

To, Application Number : MER0121579
The Superintendent in Cheif / Chief Medical Superintendent,
Distt : Mathura
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 DR VIDUSHI SINGH Father Name LATE SHRI OM PRAKASH
Designation ., PRINCIPAL JUDGE FAMILY Aadhaar No, 421644932393
COURT MATHURA
Date Of Birth 29/11/1966 Gender Female
Mobile Ne 9412210001

3 PPO detail:

Retired from Employeement No

4 Address of Current Posting :

Office Name FAMILY COURT MATHURA Office Incharge Name PRINCIPAL JUDGE FAMILY
COURT MATHURA
Address CIVIL COURT MATHURA State Uttar Pradesh
about:blank

13



31/03/2023, 16:47 Department of Health and Family Welfare

District Mathura Pincode 281001

5 Permanent Address :

Address J 22 JUDGE COLONY CIvIL State Uttar Pradesh
LINE MATHURA

District Mathura Pincode 281001

6 Patient’s Details:

Requesting Medical Self Hospital Type Govt
Reimbursement for

Patient Name DR VIDUSHI SINGH Age 56
| Gender Female Disease Name EYE PROBLEM
Place where Disease MAHARSHI DAYANAND Hospital Name MAHARSHI DAYANAND
Identified SARASWATI DISTRICT SARASWATI DISTRICT
MALE HOSPITAL MATHURA MALE HOSPITAL MATHURA
: Doctor Name GOVT DOCTOR Treatment Period From 21/01/2023
Treatment Period To 24/03/2023 Patient Aadhaar no 421644932393
! Relations with Employee Self

. 7 Details of expenditure:

S.No. Bill Type Bill No, Date Amount Download
1 Other 70 20/03/2023 14000.00 &
-

Total 14000.00

about:blank



31/03/2023, 16:47 Department of Health and Family Welfare

8 Advance Detail:

Have you already taken No
Advance

9 Bank Details of Employee:

Signature of Person Incharge

' Bank Name STATEBANKOFINDIA  Branch Name MATHURA CANTT BRANCH
! Account Number 41189732910 IFSC Code SBINO005716
Date Place

about:blank
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4T ¥,
PRINCIPAL JUDGE

CIVIL COURT MATHU
MATHURA, 281001

- T 3= o o = = f gfagfd)

# DR VIDUSHI SINGH 7 EYE PROBLEM % o f2A7 21/01/2023 & 24/03/2023 % &
MAHARSHI DAYANAND SARASWATI DISTRICT MALE HOSPITAL MATHURA 37T F¥4TaT
21 TS 24T AT 14,000.00 Faforfad axamastt F ara wiaqfd F o 2mar weqa X @I E
1. =T e & adftes g gearaiarstagearaia stRardar ssor-o |
2. 3=T s g AfaEa gearafa va aonta go 796 9961 G 79 s (@)
qr34<|

DR VIDUSHI SINGH

PRINCIPAL JUDGE
EGIED FAMILY COURT




Certificate grante to DR VIDUSH] SINGH, 56, FEMALE of Mr employed In the

Dr hereby certify:-

(a) That1 charged/received Rs 14,000.00 for consultations on 21/01/2023 at my consulting room at the residence
for the patient,

Sl. NO Particulars of Bills Bill No Bill Date Amount
Rupees Fourteen Thousand Only Total:-Rs, 14,000.00

24/03/2023
(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 necessary and were
undertaken on my advice at MAHARSHI DAYANAND SARASWATI DISTRICT MALE HOSPITAL MATHURA

(f) That I referred the PRYeNt 0 D for specialist consultation and that the necessary approval of

BE U e e as required under the rules was obtained,

(8) The the patient did not require/required under the rules for hospitalization,

(h) I am not drawing any NPA/NPP.,

(Signature and Seal)
MAHARSHI DAYANAND
SARASWAT] DISTRICT

MALE HOSPITAL MATHURA

Date:




For Office Use Only

COUNTERSIGNED
== TERSIGNED

| Certify that the patient has been

under treatment at our Hos
minimum which were esential for the patien

pital!Dispensary and that the facilities provided were the
t's treatment.

(Signature and Seal)
Date:

spital Or Dispensary or Auth

orised Signatory designated by
Competant Authority)




