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Pension Disbursing Authority with address (Name of Bar.k, Bank Account No. and Branch Name) 
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Areyou a«/qllhng any medical facmly as dependent of your son!daughler/parents efc. 
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P/ IS wer § B AW §/ IR WA ? 

Whether spouse isiwas working in Central Govt/State Govt/Staturoty Autonomous Body/Public Sector Enterprise/ 

local body/private organization ? 
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Whether medical facilities availing in that offipefl 
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Is he/she is wnlmg to avail medical faciliies under DDA Med\cal Scheme ?. e 
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lfyes have ypu submitted the joint declaration ? 
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Are your chllqren studymg oremployed ? (Married employed children & sons more than 25 years of age shall 

nat be treated as dependents) (Son Suffering lrum permanent disability |rrespechve ofage. limit are breaked as 

dependenfis ) 
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Are lhey living with you or your family and since when ?. 5 
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Are they aval\mg any medical faclhly as dependent from any other source ? 
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That the total monthly iricome (from all sources including income from house/other immovable pmpertylflxed 

deposit etc) of my dependent father and/or dependent mother is less than Rs..3500/- 
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That my child/children is/are dependant on me and is/are NOT earning Rs. 3500/- or more per month & that my 

daughler(s) is/are NOT married. Thatage of my son/sons is/are not more than 25 years. 
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Thatin ¢ase of any change in the $tatus of my dependents (due to death, marriage, employment). I will inform 

SenlorAO (Medical) at the earliest and will stop availling DDA Medical facilities. | will refund in full, the cost of 
_any treatment that my dependent may have received after he/she became ineligible. | shall be liable for 
dlsc\plmary actlan should | fail to do so. v y 
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That!am NOT a member of any other medical scheme funded by Central Govt PSU or any othér Pvt./Govt. 
organization. 
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*That my spouse &.dependent family msmbers(s) is.NOT a member of CGHS or any other Govt, Medical 
Scheme. 
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I understand that in case | have submitted any incorrect information, or if. my DDA Medical Iden(lty Card is 

misusetor used by any unauthorized persgn, my membership will be cancelled without any notice or further 
hearing. in addition, | will pay the entire cost of expenditure incurred on such unauthorized person(s). I'will also 
be liable-for legal action by the DDA. | will also immediately report (he lossof my C DDA Medlcal Identity Card to-* 
the Medical Cell DDA. 
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sllowing contributions has/have been pgid by.me. Copies of receipt‘are attached. 

I.No.| -+ ReceiptNo. Date Amount Remarks 
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(Receipt attached/not attached 
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MR ‘ “VERIFICATION. 

(a) Medical contribution of Ru:...ev i has been paid by above named pensioner 

vide cash receipt has been verified from the reqords_/receipts. ! 

(b) "Further the entitlementof the member included in this card has been checked strictly | 

% - as per DDA medical scheme/CS (MA) Rules. 
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Entifled to Category - 1 Private i Semi-Private / General Ward 
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