R/ APPENDIX-XIII
fafeer @ # fau e T

Form of Application for Medical claims

iR fafecar ofmme ¥ qar ol W feu o fafean
/=R & fau =" WHER & HUad U6 S9% UER &
fafec af=al/ O ST=9R & §ey § few U fafeen @@=t &1 gfagfd
* TP & fau SEeT yuT |

Form of application for claiming refund of medical expenses incurred in
connection with medical attendance and/or treatment of central government servants and
their families for medical attendance/treatment taken both from an authorized medical
attendant and a hospital.

1. Y HUE &1 AW R UM
(Tqee a7ard #)

Name & Designation of Govt. Servant (in block
letters)

(i) faarfeq & = sifeanfed
Whether married or unmarried

(i) afe foenfeq & o1 wom ==l
gefi/afd GaRd ® |

If married, the place where wife/husband
is employed
2. A TrommEett ¥ uftvifia eiger
TH HUAR BT ddd qaT HIE 3TA
ufcfeeat g ot ¥ I9ifm Sq)

Pay of the Government Servant as defined in the
fundamental rules & any other emoluments
which should be shown separately

3. B HT TIM
Place of duty

4. A STETHE Udl

Actual residential address

5. UM KT AW T WE HHEd ©
b ey
(F=at & AW ¥ Sy )

Name of the patient & his/her relationship to
the govt. servant
(In case of children state age also)

6. TIM, &1 W W AR gam

Place at which the patient fell ill

7. <@ Hi R k1 foewo

Details of the amount claimed



|. Tafeear uf=af / MEDICAL ATTENDANCE

(i) EREE] Reeh THTW/Fees for consultation indicating
() oumsl fafsrcar sAfusrdl w1

Td UeATH qYT 3TEdrel I SATEr,
g o8 dag R

The name and designation of the medical
officer consulted & the hospital or dispensary
to which attached.

(@) wme # "en iR fafy w
TIh WE & fau oam feer T v

The number and dates of consultation & the
fee paid for each consultation

(1) o w1 gEm R fafy wd uew

Sy & faw oA TR T Yo
The number and dates of injection & the
fee paid for each injection

(BT) o1 TOEY QA ESFIH STdArd H,
fafecr e & wmd e § @
M & qEE W A TR |

Whether consultation and/or injections were

had at the hospital, at the consulting room of
the medical officer or at the residence of the

patient

(i) T-fem S % <E fRar T
Yoaifrrel o1 39 99 YR &
T T GUR

Charges for pathological, bacteriological,
radiological or other similar tests undertaken
during diagnosis indicating

() Sif9 fRT 7@ g/ STEqaTd
T M, AR

The name of the hospital or laboratory where
undertaken, and

(@) @ gheo wifysa fafear afemes
F g W fear mn, afk wF @
THIOTS T W
Whether the tests were undertaken on the

advice of the authorized medical attendant, if
so, a certificate to that should be attached.

(i) SR ¥ @S TS <AEAl hi
AN (7% THIT TG SIHargar garrgs
Cost of medicines purchased from the market

(Cash Memes & the essentiality certificarte
should be attached)




II. 3Tqard STRR/HOSPITAL TREATMENT

A @1 /Name of the hospital

AT ITER HT YR, = & faw
AT ¥ TN TIMC

Charges for hospital treatment, indicating
separately the charges for

(i) oTamE SHaRAT (FAT, T GLRN
FHHETG & fegafq a1 da1 & AR

o, T8 &l SO el Hhnl

HHA] & feafqa ¥ W & o, ™
qmel U 98 JHO9S o i TR

°|’J‘-|r‘°||{r\| |°le \‘Hloll'{‘l’\lq ALY bl
THIN §, 9 SUCTsY &l o)

Accommodation (state whether it was according
to the status or pay of the govt. servant & in
cases where the accommodation is higher than
the status of the govt. servant, a certificate
should be attached to the effect that the
accommodation to which he was entitled was
not available)

(i) IS / Diet

(i) v effowEE W fafecn TR

RS

Surgical operation or medical treatment or
confinement

(iv) Serarforret, SeFefEmaiteeea o
A9 UM ThR & gL

Pathological, Bacteriological, radiological and
other similer tests

(%) wheor foy MU TEqard A1
TR T AH; iR

The name of the hospital or laboratory at which
undertaken; and

(@) @1, Amal & g9 fafean
SR & TA® W Xaarad H fowan
T, A ', O 3H Hew HoOgHOTS
o™ Hil

Whether undertaken on the advice of the
medical officer-in-charge of the case at the

hospital, if so, a certificate to that effect
should be attached.




(v) E_OI'I'S'{CI'T/ Medicines

(vi) faom zameal (7@7 Wik T
SFFETT FAOTT G T #)

Special medicines (cash memo & essentiality certificate
should be attached)

(vii) s i

Ordinary nursing
(viii) fasm afdn S @ I % fag
oY &7 ¥ @ E ™ | Sw@ &
& F U oA W WU & YR
fafhear sifyeht o Telle 9 I
T T A WS FHAR/A ® ST
T | U8 HHA ®G WA & GER
Fafercdr IR 1 JHIOYS T
SEqAT Tafercar seftersh o1 gfdgediar
T L |
Special nursing i.e. nurses specially engaged for the
patient. State whether they are employed on the advice
of the Medical officer-in-Charge of the case at the
hospital or at the request of the govt. servant or patient.
In the former case, a certificate from the Medical

Officer-in-Charge of the case & countersigned by the
Medical Superintendent of hospital should be attached.

(i) Tei9 UR (& 7% B T qET
T IoTT FT)

Ambulance charges (state the journey to & from
undertaken)

(x) ®E = TR S§ : fased @,
4@, ®lel, ddread I3 e |
Seo@ wE f wFr osH & e gfaem,
gt UMET AT AHARN W STTsH TS
S ® den g UREP % wm WEl
JEr Wt g

Any other charges e.g. charges of electric lights, fan
Heater, airconditioning etc. state also whether the
facilities reffered to are a part of the facilities normally
provided to all patients and no choice was left to the
patient.

Ae: 10 IR T FEARI F IR TR o™ H h.faw. (e

ufterat) femmEet 1944 & fEm 7 & dgd fR T R, @ SH STER
F1 faeror 3 wd 3@ 9w g orufard wHOTOS der & |

Note: 1: If the treatment was received by the Govt. Servant at his residence
under rule 7 of the CS (M.A) Rules, 1944, give particulars of such treatment &

attached a certificate required by this rules.



Ae: 2: IR IR TER AT I DIgHY Rl I SUATA H
BIM T I, oMavas fgaxor dur wiusga fafecn ufemes &1y,
fSot o8 Seor@ = f TRl ot frheadt W suaral § efuferd
STER 3UASY & o7, Gor i

Note: 2: If the treatment was received at a hospital other than a Govt. Hospital,
necessary details and the certificate of the authorized medical attendant that the
requisite treatment was not available in any nearest Govt. Hospital should be
furnished.

1. fooe & g 9aost

foog o1 fafean ofErs &1 sigex fafean afus &1 fean T

T Yok hI I
Fees paid to a specialist or a medical officer other than the authorized medical
attendant, indicating :

(%) et fen o favmg @ fafean
AR HT A F USAH qIT HeG
AEUATA T AH |

The name and designation of the specialist or
Medical Officer consulted and the hospital to
which attached.

(@) wmet ® gen wd faftay qun
T% WY & fau goia g |

Number and date of consultation and the fees
charged for each consultation.

() I W, eTdae # foRmeR/
fafercar eifuerrd & quwst g # fowam
T A W H AEE H |

Whether consultation was held at the hospital at
the consulting room of the specialist of Medical
Officer or at the residence of the patient, and

(=1) P fooom o faferer et
gra fohan T ol iR faferea
qeeh 1 Hare W ferar T qen
Fa1 g guEiTeh fafrcan Ay =
Je-31Hed gra feRam TEm e ? A

B dl, 3@ Gy W YHTYS o &L |

Whether the specialist or Medical Officer was
consulted on the advice of the Authorised Medical
Attendent & the prior approval of the Chief
Administrative Medical Officer of the state was
obtained. If so a certificate to that effect should

be attached.




8. TEAT HI T HA UMK : T

Total amount claimed

9. feAi® eeri H R TR AH H wAAl : ©
Less advance taken on ...........eeeeeeeeeevennnnnn.

10. <@ & T faa ufy : T
Net amount claimed

11. derm A & g

List of enclosers

@I HHAN R SEAIEa  SNSones

Declaration to be signed by the Govt. Servant

¥ TAgN SO /R € fR e v # fRu M sk o
SR R favar & ouR W € qen f59 oafed & dew A

faferear =@ fovar T @, 9 wofd: W SW enfya B |

I hereby declare that the statements in the application are true to the best of my
knowledge and belief and the person for whom medical expenses were incurred is
wholly dependent upon me.

WHA HIE & TR
Td G5 ST H1 H
Signature of the Govt. Servant and
office to which attached

.................................................
ooooooooooooooooooooooooooooooooooooooooooo

oooooooooooooooooooooooooooooooooooooooooooooooooooooo

T&Aish/Dated



Tifre-XIV/APPENDIX-XIV
AT YHITIS-T / ESSENTIALITY CERTIFICATES-A

(3TAR % o7 spyare d vl 7 & arer A % HEG O’ SIT)

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

............................. ¥ UaRd A/ e
T/ T ST e H THIOTS  TEH
e ST ®

Certificate granted to Mrs./Mr./Miss.
....................................................................... wife/son/daughter of  Mr.
................................ employedinthe ...................coiii.

T, Bl e, TAERT YA hdl/ahedt § -

| R ) hereby certify -

(®) fF T o WY wE/AT ® TEE W OEE S

ooooooooooooooooooooooooo l{lllsi Ei; |E|Q ql“{ Ei; E: | li 60 seessssesserene 9|2|

T

(@) that I charged and received Rs........ccooiiiiiiiiiiiiiiiiiiiin... for
............................. consultation  ON  ....o.oiuiiiiiiii i
(dates to be given) at my consulting room/at the residence of the patient;

@) fF T o WHd wEAN H o™ B OfEE Eal
3R, ofd AU/t SOy UOW N ¥ IR & ®9 H

B e g fewar

(b) that I charged and received Rs. ............ccooiiiiiii... for administering
....................................................... Intravenous/intra-muscular/subcutaneous
INJECLION 0N .eetiiitiit i eae e (dates to be given at

....................... my consulting room/the residence of the patient;

(M) & T T Seee gfaust @ A et v & faw /At em

(c) that the injections administered were not/were for immunizing or prophylactic
purposes;

(B1) fF AT BT o FEqATA W W W
F W IUEAR fHar Tn qAT 3@ WeW W W gRT eqi i f=fafed
O W ow feafa w1 faren @ UESH e w & fau siferd
qri fsft AR &1 aMgfd & & AT e
(3TEqaTd HT M) H ATSAN HT Wi G 4T qem I daR fRAm T
o fau o fafecf e &1 9&al fascy Sucey ® o 7 &

T WISH, TEHEE AT AMOANE WA © |

(d) that the patient has been under treatment at ................c.coiiiiiiiiiini. hospital/my
consulting room and that the undermentioned 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 stocked in the
................................. (name of hospital) for supply to private patients and do not
include proprietary preparations for which cheaper substances of equal therapeutic
value are available nor preparations which are primarily foods, toilets or disinfectants.




W%'f’iﬁ & FM/Names of medicines I/ Price

Lo ettt L
2. ettt L
Be et Be e,
Be et L
B ettt et Be e,
Be ettt L
() T8 M o T fifed /e T oo
T e, Tk W OGN SER A T /Al

(e) that the patient is/was suffering from ..........ccccoviiiii i

and is/was under my treatment from .......................... B0 e

@) f& Jh = yEa 9d, gEER SR A G e @/er |

63 that the patient is/was not given pre-natal or post-natal treatment;
(®) & wFw, TErmemen T fS9e T & G
frar ar, e O THT i, (3TETdTe

AT JAMTINAT HT AM) H W WES W R o

(2) that the X-ray, laboratory test, etc., for which an expenditure of Rs.

.......................... was incurred was necessary and were undertaken on my advice
) AP (name of the hospital or laboratory);

([) T B W BB oo % e fevmE
Y & fau oS qwr e % T8d AT SRR e
............................................. (1 & wwmEfe sifeRtd @1 W)
ol AEIIh  AJHIST U ohl ferar or |

(h) that I referred the patient to Dr. ..., for Specialist
consultation and that the necessary approval of the .....................oo.
(name of the Chief Administrative Officer to the State) as required under the rules was

obtained;

(@) 5 W ® SEUATA W Al HTW SAEYIF A/ eam |

(1)  that the patient did not require/required hospitalization.

feqish/Date:

TifyeRa fafecn afEmes/Aafea sifywrd
HT THER TE TAH qAT STEATEA/ ST
ey ey
Signature of AMA/Designation of the

Medical Officer and hospital/dispensary
To which attached



M < S OTEHW T A T ?OSY ' 3, @t Amet ¥ o (E)
AfEE § qur S§ fafeaw AU g eevd WU ST =nfey

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

AT 1 : TH Al W el wiivera fafeen 9feme g ufy </ af 10.00
I U g 6.00 I8 TH) H faAC TUHY Yok IAA K L H
fn srar €, ol w.feu. & wmoes § 9g <uid U wEd e
e for Uiy <o waEr stferd em
(TR TR, WA UAed & feAie 04.04.1962 & &AL H. TH
28-57/60-TH.3TT3)

Note1 : In cases where double the rates of consultation fees are charged by the AMA for
night visits (between 10 pm. and 6 am), the AMA should furnish a certificate

showing why the night consultation was necessary.
[G.I, M.H., O.M. No. F. 28-57/60-H.L., dated the 4™ April, 1962.]

9 2 : fofeem ofysrd g1 W SUUFA FHIOYS W A & AU

[ S o o

fafag wie A Se, fomes fau sifardar wHogs & S @

qod W Tl B8R | K faE % 20/- 9 oAfuss q, 3
iy fo=H eiferdar yaoms #§ swer 9 fRu o®, W w9
foRmt § oo Wig (SRl sifferd @1, T i) stfered 'R |
(TRT &R, @R woed & fedie 30.01.1961 & HILAT. €. T
. Th. 28/8/60-TH.)

Note2 : The above certificate may be deemed to be regular receipts for the payments
received by the Medical Officers, who will be required to affix a revenue stamp on
the Essentiality Certificate itself when the payment exceeds Rs.20/-. Separate
receipts (stamped where necessary) would however be necessary from the
Specialists for consultation with them, who do not sign the Essentiality Certificates.
[G.I, M.H., O.M. No. F. 28-8/60-H.1., dated the 30" January, 1961]

A9 3 : W@ W TEN Al g SR R Wived oA (Yfsd wd
TEifRd) ® %, dOM T R w1 U@ sferar gEmoee #
qftaferd foram e 2, T8 iRl U ufdesdieR # fow e
H1 SEvIRAT TE T

Note 3 : Where the receipts issued by the Government hospitals are on authorized forms
(printed and numbered) and the amount of these receipts is incorporated in the body
of the Essentially Certificate, countersignature of such receipts need not be insisted
upon.

[G.L, M.F., O.M. No. F. 61 (1) — E. V/60, dated the 29" February, 1960]




yaoas ‘si/CERTFICATE ‘B’

(STaR & [o7q srewarT § wal g e Al # FEe HORT S1g)

(To be completed in the case of patients who are admitted to hospital for treatment)

Certificate  granted  to  MrIS/MI/MISS ittt

wife/son/daughter of Mr. ...........coiiiiiiiiii e, €MIPlOyed 1N
the .......oovvennen.

a7 ‘&' /PART-B

BT oo TAEN g har/adt § -
R D hereby certify —
(@®) f&F W W I T i (fFafercar  stfereRrd =t

TH) H THY W SAr H ol gel |

(a) that the patient was admitted to hospital on the advice of
....................................... (name of the Medical Officer)/on my advice;

(@) fF T AT STAR e FEqAT A
fFar T qn W Ew § W 3 oaarE e frefafad gand wh et feafq @
forred ¥ WFV/IW Sl wW & fau aifemd of f=ft Ufied =1 omgfd & &
T e (s79dTe 1 M) T IAEAT 1 TeIh @l 91 qgr |
& W R w T fee fay wam fafecdia 9ee o1 wEar faeeu Suerey @
AR A E TEH oM, WEIEE A ISR WHA B

(b) that the patient has been under treatment at ....................cccoeevueiineinrinnnn... and
that the undermentioned medicines prescribed by me in this connection wre essential
for the recovery/prevention of serious deterioration in the condition of the patient. The
medicines are not stocked inthe ... (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 nor

preparations which are primarily foods, toilets or disinfectants;

TarEat & AH/Names of medicines 4/ Price
i SOOI T
2t et etiitieeeetiteeeeetaateteeeaearriaaeearraaeees ESEUUOOUUUPP
Bt et itiieeeeiitteeeee sttt e rraee e aaaaas T i
Qe i iiteeeeetriteeeearrrreeaaraaeaeaaaes ESEUUOOUUUUUP
D it ittt ettt ettt e rree e raaaaas T
Bt ittt ittt trree e rraaaas T

(M) f& o T SeereE gfawEt w A R Sevw & fau evAdt em

(c) that the injections administered were/were not for immunizing or prophylactic
purposes;



(d)

(=)

(e)

®

a) Ili ....................................... é Ei i\gil é/?j“ U iiiiiriiiieeennnanes g .......
4

...................... qF I g ITER o @I /Al |

that the patient is/was suffering from ... and
is/was under treatment from to
for wrw, wErmETen wheer e faw 2 ol g & TE, Al or
THAT ettt (s7EqareT WM TEANTAEn T AW) W OW

wWEY W R T

that the x-ray, laboratory tests, etc., for which an expenditure of Rs.
........................... was incurred were necessary and were undertaken on my advice
At (name of hospital or laboratory);

& B WM BT TTo oo % T foRvm W %
faw oom qen fEmt & T@d T STURIA ..o
............... (T & woEfs el &1 M) H SEvEs STgHRd W
feram ar

that T called on Dr. ... for specialist
consultant and that the necessary approval ofthe ...,
(Name of the Chief Administrative Medical Officer of the State) as required under the
rules, was obtained.

AT H AMe % Tafecr gur
ARFR +F TEER T UEH

Signature and Designation of the Medical
Officer in charge of the case at the hospital



YAT-' & '/PART-B’

T ymford Tt € R UM BT o, STEqATE
T ITER g qon favme Uit e TEr R A e,

s e ™ (G w@ Wik g ®) Wwh & fafd w0 e @ I
W dfF w & fau eftemd ar

I certify that the patient has been under treatment at the .................cooiiiiiiii..
hospital and that the service of the special nurses for which an expenditure of

............................... was incurred, vide bills and receipts attached, were essential for

the recovery/prevention of serious deterioration in the condition of the patient.

3

Note

A ¥ WS & Y9l fafee
Ay & TWIER W YEAW

Signature and Designation of the Medical Officer
in charge of the case at the hospital

FIAEETEIVCOUNTERSIGNED
TafercdT  37¢T&T%h/Medical Superintendent

a L ﬂ - ? ﬂ
Elg qllll ‘|E| Eli{i“ ié |:3|; El;l oooooooooooooooooooooooooooooooooooooooooooo

FEqAT W IUAR I qAT IUAey w3 e gfaemd =EaH off, s fe
W & IR & fau sAfard o |

I certify that the patient has been under treatment atthe ........................cociinn.
hospital and that the facilities provided were the minimum which were essential for the
patient’s treatment.

TITH/Place :

feqi/Date Tafrcen  s1efteTh/Medical Superitendent
.............................. (3TEIATE/ Hospital )

: S owHOr U @n) T ? SW g ¥, ueft uet @ yEores(e) erfemd € qen

34 fafear sfyserd g0 sfewd w0 S ey |

=AqA gfawet ¥ efud wHored, defud owdara & fafecn swfiae W e
werafa fafear eifuert, foa fafeanm onfiass =Y &R @ zow fau wifved
fran T}, g wEER fRA W@

(IRT TR, @ TeE & i 19.09.1958 & FLAL 9. TH
2-35/52-TA.TE. 5. T=.37%)

Certificates not applicable should be struck off. Certificate (d) is compulsory and must be
filled in by the Medical Officer in all cases.

*The ‘minimum facilities certificate’ may be signed either by the Medical Superintendent of
the Hospital concerned or another Gazetted Medical Officer who has been authorized in this

behalf by the Medical Superintendent.
[G.I, M.H., O.M. No. F. 2-35/52-LSG (H.L), dated the 19™ September, 1958]




AMTdhTd FHATTSI/EMERGENCY CERTIFICATE

T ef Jg YHIOTT LT

.......................................................... TARE g
B et H wrERd /st
................................................... BT T/ T oot
BB ettt ettt ettt ettt H guEn gW & R & TR

e feer S €@ f WS # St % W W@ uEn T R '
............................................................ g difgq & R TR W dEH &

fau smurderTea fafean s sifqemd em

SfdeY b TR

I, DI hereby  certify  that  Shri/Smti.

That the patient was found after investigation was suffering from
That the treatment of patient was very emergency and

essential for her/his life.

Doctor's Signature



IFIERI &1 SA TSSO

CANDIDATE STATEMENT AND DECLARATION

IufigRl W T el W Ygd T eufad sAr < s den e fiw e e

T OTAT oo YO SEAER AL R |

The Candidate must make the statement required below prior to medical
examination and must sign the declaration appended .................... in the note
below :

L o9 QU AW add (T S H)

State your name in full (In Block Letter)

2. Y M UH WY T AT
State your age & place of birth

F) FA ATHI TEA F oEH, TH-Eh
FH AW A HE o gER, utg #
Y 9T, T W WA H gF T,
T3 I, HWS! HT I, HE FH W
gfea s, Tfew w1 wifsamsfew g
g2

a) Have you ever had small pox, intermittent
of any other fever, enlargement of
suppuration of glands, spitting of blood

asthma, heart disease, lung disease,
fainting at act, rheumatic appendicitis ?

@) ®E I W A gefedr, fowH  eweR
Ol AT UgT ¥ el Wed  fafeRen
STIR oA TS B 2

b) Any other disease or accident requiring
confinement to bed and medical surgical
treatment ?

3. FI MY A AU &* fRH T9Ee & Gl
HSATAT U, TS, <H, fRe, Imedd @
faoft 9 gwifaq ?

Have you or any of your near relation been
efficyed, with consumption, scrofula, gout
asthma, fits epilepay of insanity ?

4. o fUser JeT wE T § 2

When you were last vaccinated ?

5. g1 39 Aty wW A fRE A wRO ¥
faav/em & fedt ot w9 @ difeq gu @ 2

Have you suffered from any form of
nervousness due to over work of any other
cause ?

6. wa fowal 3 o H WM HEd & fau
fafee  fusri/fafec o€ gr1 o9
The # R AR g e @ T T2

Have you been examined and declared unfit for
Govt. services by a Medical Officer/Medical
Board, within the last 3 years ?



7. oAU URER & Hay # frAfafed 9 wEd wE :-

Furnish the following particular concerning to your family :-

faar =t | gy & 9 | Sifoq wméat | ga o et qrar &t o & Sfad st | ga @A hl
Sifga & @ | ey qen SR 3G |G & GEg | Sifaq & @ | W en, Excalic: o} qqg 3h!
qAT ToTEey g I qAT TORSA | TR MY | qAT WS | qAq g qAqT ToATEH &y
w1 feafa IO w1 feafa w1 frafa T BRI w1 Teafa
Fathers age | Fathers age No. of No. of Mothers age Mothers No. of sisters | No. of sisters
if living and at death & brothers brothers, of living and age at living their age death their
state of cause of living their death, their state of death and and state of | ages of death
health death age and state ages of health cause of health
of health death death

Y Eioon wE/EE § R Sued gt SR W sifuehan fover@ % ofER W SR e ® |

I declare all the above answer to be to the best of my belief true and correct.

¥ fromgds oft wear € fF gy W AW W e feafq & Wew # ok

THIGS/YH W TE gl € |

I also solemnly affirm and I have not received disability certificate/pension on
account; of my disease of their condition.

g Sufkafy o seR T

Signed in my presence

IHER & S8R

Candidate signature

Tafrcar eIfarrl w1 g&TER
Signature of Medical Officer

Fe . SEER AR SWeFd SAR # fRu Tu fedh oft gEA Rl SegER g €,
Syt FrgfFa @am@ @ @edt ®, qen Ak ffFd @ o @ 9@ sEe Sl
o Hedt |t @ Hr Seqd HX ol ST |

NOTE :The candidate will be held responsible for the
......................................... the above statement by willfully

suppressing and information she will uncure the risk of losing the

appointment, and if appointed of forfeiting all claim to superannuation
allow.



