
APPLICATION FORM FOR PERMISSION FOR GETTING TREATMENTS I 

INVESTIGATIONS DONE FROM CGHS RECOGNIZED 


PRIVATE HOSPITALS I DIAGNOSTIC CENTRES 


s. PARTICULARS 
No· 
I Name of CGHS Beneficiary & Card 

No. 
2 Designation of CGHS Beneficiary 

3 Basic Pay/Pension + Dearness 
Pav/Relief of CGHS Beneficiarv 

4 Name of Section 
5 Detail of die Patient and Relationship with the CGHS Beneficiary 
Name of patient Relationshio CGHS Card No. 

6 Name of Hospital I CGHS Date of Name(s) of Treatment I Investigations 
Dispensary which has Prescription required. 
prescribed Treatment! 
Investigation 

7 Name and address of CGHS 
recognized Hospital I Diagnostic 
Centre from where 
treatment/investigations are to be 
done 

I undertake that family member(s) as indicated above is/are dependent upon me and his/her/their 

income from all sources does not exceed to Rs.3500/- (as per instructions vide OM No. 

S.11015/10/201 I-CGHS (P) dated 13.7.2011). If there is any discrepancy, I shall te fully 

responsible for the same. 

(*strike off if not applicable) 


Note: Spouse does not come under this category i.e. income of Rs.3500/­

Dated:_________ Signature of Applicant 
Name of Applicant 
Designation 
Section's Name 
Telephone No. 

P.S.: Kindly attach the photocopy of CGHS Card and prescription slip. 
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c::::JApplying lor New CGHS Card -lrl case of new pensioner's Cam· CGHs Card No: wNle In seiVice 
. . . \ . . . .. ·. ·. . . '.•. 

I I • I I I I_ 
.... 

1. Name of the Applk:ant: ........................... : ........................................ , ....'........... : ........................... . 


2. category .c::::J llepartmental c::::J SeN1ces c::J PeoslOOOIS i:::J. Others (Pl.Specify) 

( Please Tick Departmental if you are posted In '111e Ministry of Health 1k Family Welfare/ DGHS /-CGHS} 
{ Please Tide 5e<vlces If you belong to i!llY spedfic -organited seMce ) . . . 

. · .. J. Name of Department I Service 

4. Designation 
.; 

5. Scale of Pay ............ _ ...................................... Present Pay ..................................................................... .. 


6. Last Pay! Basic .Pension ( In case of Pensione<S):..................................................................................... 


7. Official Address ........................................... , ........................ ~...........................................................~'......... 


····-········-····································:··---······:········································.·..···········•······•····..·-·· 
8. Residential Address;: ................... : ........................................... : ............................. , .... :., .......... .,..., .... , ..... " .. .. 


•, 
··········-·······--·-························::. ···-·························..··:-···········-····-······ ..··············:-···· 

il' 
9. Telephone Number: ( 0 ) (R) ( "') 

.10. e...Bi Ii> 

__ , __ 1.:..:._._lL Dale of Su~nuation: 
Date Month Year 

12, Are you on nePutauon (Cen!Taf Deputation) Yes I No 

13. If yes, fikelf completion of DeputaUon 

14. Are your se1V1ces transferable to otJ;er cities' Yes I NO 

15. Detalls of Family 

{• Please see definition of Family before lllling up this colullVl} 


..• ~- ..-. 

(P.T.O.) 

S.No. ~ ot Family member Relation ship to CGHS Date of lllith# . 
Card Holder' ,._ 

~ 

.. 

; 
{# Please attach Proof of age of Persons mentioned above} 

BIO<!d Group
• 



16. Are all the persons whose names are given above are dependant upon you and·are residing with you? Yes/ 
~ . . . . . . .. . 

{Please attach proof of their staying Wlh vOu ,.like oopy of RaHon Om! f Election. ID/ Pa~ Port f Identity Card Issued by 
CDllege I Sci100l I University I Bank Pass Book , et.c.. } . 

17. Paste one ID Card Size of Photograph of each member of Family (loduding self) whose names are proposed to te 
ioduded.as part of your famlly In the space given be!Qw. · . · · · • . . . .. · . . 

... 

S.No ........... . s·.No ...: ..... . S.No........ S.No,..... · S.No....... .. 


. ,.. '-~· 
S.No S.No......... . S.No........ S.No...... S.No........ . 

I Undertake to intimate io CGHS immediately· if there is any change In dependency alteria of my family members 
lndUded In this application fonn. 1f I fall to intimate and If the CGHS comes to know of the change then the CGHS facility is 
liable to be withdrawn by the CGHS and the CGHS and f or appropriate authority will be free to Initiate aoy action against 
me. · · 

ii; 

I Undertake to surrender the CGHS Caid(s) on my leaving the Ministry i·office on transfer; retirement; 
termination. Resignation; or on ceasing to be eligible for CGHS benefits: 

I certify that the information furnished by me in this application ·has been verified to be correct and that no 
information has been concealed or has been misrepresented and I stand by the same. 

End. Proof of Residence f 5tav of dependents 
Proof of age of son/ Dlsabltlty certificate 
Sumlnder Certificate o' CGffS Card while In f"'IVk:e 
Attested copies of PPO &. lasr Pay Certificate Signature of Applicant. 

(TO BE FILLED BY llfE SPONSORING AlllllORITY) 

The Information furnished by the applk:ant' has been-verified and found to be. correct. It is recommend that a 
CGHS Card be Issued to Shri /Sml. /Kumari ................................................................ , DeSlgnatlorl ..................................... In 
this Mlnistly I Department/ Organization. Instructions are issued to the concerned Division to start deducting CGHS 
Subsaiptlons every m0nth from the salary of !lie appllCant / CGHS Subscriptions are deducted· every month frorn the salary 
,of the ajiplicant. I am authorized sponsOring authority f0r the issue Of CGHS Card and approval of the Competent authority 
·has been obtained. · 

No. 
Dato Signature & Name of 

the Sponsorin9 Authority 

Designation (Stamp } with Tel. 'Number 
Verified - by Authorized Slgnatcny, CGHS(HQ) 
Signature With Stamp· ( for CGHS pensioners making card First Time) 

To 
Chief Medical Officer i/c , CGHS Dispensary No. 

•, 



