राष्ट्रीय पादप जीनोम अनुसंधान संस्थान
National Institute of Plant Genome Research
सेवानिवृत्ति के बाद मेडिकल सुविधा पाने के लिए आवेदन
Application For Availing Medical Facility After Retirement

1. आवेदक का नाम:
    Name of the Applicant:……………………………………………………….     
2. पिछला वेतन:
    Last Pay…………………………………………………………………
 3.घर का पता:
    Residential Address:………………………………………………………
    ………………………………………………………………………………               
    ………………………………………………………………………………                
4.टेलीफोन नंबर:      (ग्रह)              (मोबाइल)     
  Telephone Number:   (R )	                           (M)
5.ईमेल आईडी:
   e-mail ID  ………………………………………………………………………..
6.  सेवानिवृत्ति की तिथि:
     Date of Superannuation:	       _ __/_ _/_ _ _ _ 
			                      दिनांक महीना वर्ष
                               Date Month Year
7. परिवार का विवरण: 
    Details of Family:
	क्र.सं  
S.No
	परिवार के सदस्य
का नाम
Name of Family
Member
	लाभार्थी के साथ रिश्ता
Relationship with the beneficiary
	जन्म की तारीख
Date of Birth
	आधार नम्बर
Aadhar No.

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


# ऊपर उल्लिखित व्यक्तियों की आयु का प्रमाण संलग्न करें}
{# Please attach Proof of age of Persons mentioned above}



8. जिनके नाम ऊपर दिए गए हैं आप पर निर्भर कर रहे हैं और आप के साथ रह रहे हैं? हां/नही
    Are all the persons whose names are given above are dependent upon you and are  
  residing with you?  Yes/No
{राशन कार्ड/निर्वाचन पहचान पत्र/पास पोर्ट/कॉलेज/स्कूल/विश्वविद्यालय द्वारा जारी किये गये पहचान पत्र/बैंक पासबुक आदि की प्रतिलिपि की तरह, उनके सामान्य रूप से आप के साथ रहने का प्रमाण संलग्न करे}।
{Please attach proof of their normally staying with you, like copy of Ration Card/Election ID/Pass Port/Identity Card issued by College/School/ University/ Bank Pass Book, etc.,}

9. नीचे दिए गये स्थान पर (स्वयं सहित) परिवार के प्रत्येक सदस्य जिनके नाम (नाम दोनों भाषाओं में लिखे)i आपके परिवार के रूप में सम्मिलित किये जाने हैं, के पहचान पत्र आकार की एक फोटोग्राफ चिपकाए i: i iii    
Paste one ID card size of photograph of each member of family (including self) whose names are proposed to be part of your family in the space given below (names should be written in both languages): 
	





	







	




	


मैं वचन देता हूँ कि इस आवेदन फार्म में सम्मिलित मेरे परिवार के सदस्यों के आश्रित मानदंड में यदि कोई बदलाव आता है तो मैं एन.आई.पी.जी.आर को तत्काल सूचित करूँगा। iयदि मैं तुरन्त/प्रथम अवसर पर, सूचित करने में असफल होता हूँ, तो एन.आई.पी.जी.आर को मेरे खिलाफ़ कोई भी कार्यवाही, चिकित्सा प्रतिपूर्ति की सुविधा वापस लेने के समेत, करने की स्वतंत्रता है ।
I undertake  to intimate to NIPGR immediately if there is any change in dependency criteria of my family members included in this application form. If I fail to intimate the change,immitiately or at the first opportunity, then NIPGR will be free to initiate any action against me, including withdrawal of medical reimbursement facility.



मैं प्रमाणित करता हूँ कि इस आवेदन में मेरे द्वारा दी गई सूचना सही है और कोई सुचना छुपाई नहीं गई है या गलत तरीके से नही दी गई है और मैं इसके लिए पूर्ण जिम्मेदार हूँ।
I certify that the information furnished by me in this application is correct and no information has been concealed or has been misrepresented and I stand by the same.
सलंग्न
Encl:.
1. आवासीय प्रमाण।
     Proof of residence.
 2.आश्रितों के साथ रहने का प्रमाण।  
     Stay of dependents.
 3.पुत्र की आयु का प्रमाण/विकलांगता प्रमाण पत्र।
     Proof of age of son/disability certificate.
 4.अंतिम वेतन प्रमाण पत्र की अनुप्रमाणित प्रतियां। 
   Attested copies of last pay certificate.
5.चिकित्सा अंशदान शुल्क (निदेशक,एन.आई.पी.जी.आर के नाम का) `___________ का चैक/डिमांड ड्राफ्ट संख्या: ___________ दिनांक: ___________ बैंक/ब्रांच ___________________ पोस्टल आर्डर नंबर:  ___________ संलग्न है।
The medical subscription(in the name of Director,NIPGR) of `_________________ is enclosed, with Cheque/Demand Draft bearing number___________ dated___________ Drawn on bank/Branch___________________ Postal order no._____________________. 



हस्ताक्षर/Signature
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INSTRUCTTIONS

YRaR @Y GRATST/ Definition of Family

(1) 9ft/Husband / 9i/Wife (@9 ggell 9 First wife only ) *
(2) sfd A R /|l |4 (IR e € daet gwie ok erveh AT far =8
Dependent Parents/Step Mother(In case of adoption,only adoptive & not real parents)
(8) e s fam o v 3§ e ufiai & daa ugeh ufey |
If adoptive father has more than one wife, the first wife only.
(@) W@WWﬁ#%ﬁmﬁm&aw—ﬁmmmﬁm—wﬁﬂﬁqﬁmmmﬁm
8; Wl BTe B IR ey Bael T IR a1 O Tobell S|
A female employee has a choice to include either her dependent parents or her dependent
parents-in law; option exercise can be changed only once during service.
() a= PreafeiRed ¥l & & §Y BT R G TR TR B Rie R T
Tod wffera €|
Children including legally adopted children, step children and children taken as wards subject
to the following conditions:

(i) 93/ Son : DHMAT YO HYA AT 25 Y BT Y WK B
: , % o ol use Bl

Till he start earning or atttains the age of 25

years,whichever is earlier

(i) |9 /Daughter GHET YO BRA AT AR 8 O ad,3mg B
CASRIE IE  A C Re i

Till she start earining or gets
married,irrespective of the age
limit,whichever may be earlier.

(i) | 9 fil oY TvE @) R Rpermr € | 318 ey A g
QfSaEmRe ar AHRie)or 6 Irrespective of age limit,
e o ®

Son suffering from any permanent
disability of any kind(Physical or mental)
as defined below

(v) |3 TeeyeT/ IRSET A A AR | BIY 3R AT G

| e / o wefear ok anfia Irrespective of age limit
faaifeq / qereygar / e

1 A9 9fd 9 ST/ fAerar w8
Dependent divorced/abandoned or
separated from their husband/widowed
daughers and dependent unmarried/
divorced abandoned or separated from
their husband/widowed sisters.

v) | B sawe 9 EH B DI AR T

Dependent Minor brother(s) Upto the age of becoming a major,

25 T W SR [T GF B (017 Drig TRHN TR AT I GauTg UKl bR 8¢ HYAT 66
RS §RT S fadefiarar &1 Ao Fer o |
For the purpose of availing Mefﬁdfacility for a disabled sons above 25 years,

Please attach a cocy of the certificate of disability issued by the competent authority.
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faeerier: fRwei afa@ms saar, aRsR SET A1 ol wrfer)srdifE, 1995(1996 @

1)3%%2(1)1?%%%@%@%%“@33%@%

‘Disability’: will be As DEFIND IN SECTION 2(1) OF THE PERSONS WITH DlSABlLlTlES (EQUAL

OPPORTUNITIES PROTECTION OF RIGHTS AND FULL PARTICIPATION) ACT,1995 (NO: 1 of 1996) WHICH

IS REPRODUCED BELOW:

fa@arirar &t aref

“DISABILITY MEANS
@) ST /BLINDNESS
(an 9 @1 /Low VISION
() SYAIRT FS,/ LEPROCY CURED
(IV) g7 S 81 747 ¥/ HEARING IMPAIRMENT
(V) =@ {53 & BfewTE /LOCOMOTOTR DISABILITY
(VD) AR SESET / MENTAL RETARDATION
(VI Rarft f98 / MENTAL ILLNESS
(VII)

3B/ Dependency:

; qﬁm%m(uﬁr/v%fﬁmm)ﬁmﬂmmssoo/—+mﬁﬁm
memaﬁ?ﬁmzaﬁ%wwmmaﬁ%mm%l

Members of family (other then spouse)whose income is less than Rs.3500/-+DA per month are treated as
dependents and are normally residing with " beneficiary.

FrfaRea swis Wa = f5g g |
The Following Documents are to be enclosed:
(1) i s/ et & Fam-ReE 58/ Pafe geem w3 /um
e/ @rert, e, RvaRarer gr1 o1 vEaE gm0 U g% Ife @ ufy)

Proof of Residence /Stay of dependents- (copy of Ration Card/ Election ID/Pass Port/
Identity Card issued by College/ School/University/Bank Pass Book,etc.) -

(2) 9 BT AT BT WA/ Proof of age of son
(3) v&wu@a&r&mmmm—waﬂwﬁﬁuﬁ(ﬂﬁmﬁgﬁaﬁm
25 1 I D €)

Attested copy of Disability certificate isssued by Competent Authority( in case of
dependent son aged 25 and above)
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