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Instructions for filling up the Application form ‘A’ (Serving
employees) for DDA Swarna Jayanti Aarogya Yojna

Please read the application form carefully before filling the form in ENGLISH in CAPITAL

LETTERS and in BLUE/BLACK ball point pen only.

Please paste recent colour photograph (Not in digital) of size 3.5 cm X 4.5 cm in white
background of self and dependents showing frontal view of full face. Photographs should
be clear and preferably with white background.

Please put your Signature or Thumb impression within the box provided on the first page.

Name — Should be as per Service Record using maximum of 20 Characters including
space.

Father’s / Husband’s Name — Should be as per Service Record using maximum of
20 Characters including space.

Designation — Your present designation in DDA.
Date of Birth / Date of Retirement — As per your service record.

Date of issue of DDA medical identity card and number — Your existing DDA Medi-
cal Identity Card number and mention date of issue (if any).

Pay in pay band — Your present pay drawn at the time of filling up this form in the
existing pay band. Grade Pay — Write your existing grade pay as per service record.

Present place of posting — Write name of place where you are presently posted.

Residential Address — Write your full residential address as given in your service
record along with PIN Code.

Telephone/Mobile — Write your telephone/mobile number where you can be contacted
in case of emergency.

Are you on deputation / Name of parent Deptt. - Write YES or NO. Give name of
your parent Department from which you have come on deputation to DDA.

Address of Controlling Office of parent Deptt. —. Write complete address of
accounting authority of your organization from which you have come on deputation to DDA.

Expiry date of Deputation — Write the date when your Deputation to DDA would finish.

Details of Medical Contribution (To be attested by DDO) — Mention amount of deduc
tion made from your salary under existing medical scheme duly attested by DDO.

Whether spouse is working in Central Gowt......./Private organization-- Write YES or NO.

If yes, mention complete name and address of the Spouse office —If YES, please
write  full name and address along with PIN Code of the office..

Whether Medical facilities availing in that office — Write YES or NO.

Is he/she willing to avail medical facilities under DDA Medical Scheme - Please
give your willingness i.e. YES or NO.

If yes, have you submitted the joint declaration form — If you are willing to avail
medical facilities under DDA Medical Scheme, then please fill the Joint Declaration
form duly filled by office of the spouse to be submitted to Sr. AC Medical Cell, Vikas
Sadan.

Are your children studying........... treated as dependents) — Write YES or NO. -

14 (i) Are your parents dependent on you— Write YES or NO.

Are they living with you and since when — Write YES or NO. Write month and year
since when your parents have been residing with you.

Are they availing .......... from any other source — Write YES or NO.
Are they pensioner — Write YES or NO.

Details of their income from all sources — Mention details of income of your parents
from all sources like interest from FD/Income from House property/Agricuiture etc.



FORM - A
fefaur ol & IR AT
DDA Swarna Jayanti Aarogya Yojna
feeelr faora wifeaRor Delhi Development Authority

faféear =™ U= 8g 3deF UF Application Form for Medical Identity Card
Read the application form carefully. Fili the form in ENGLISH in CAPITAL LETTERS and in BLUE/BLACK ball point pen only

1. ¥19

Name

PASTE
PASSPORT

2. fem , ofy @ A SIZE PHOTO

Father's / Husband's Name of 3.5x 4.5
3. Ug¥qm™H

Designation
4. w1 fafy [afgRy o fafy

Date of Birth (DD/MM/YYYY) / / Date of Retirement (DD/MM/YYYY) ! /

5. fefaw. fufeear wsom o3 9= § o &= H Ry
Number of existing DDA Medical Identity Card and date of issue

6. daaAr # AT I Fa
Pay in pay band Grade Pay
7. T ORET & oW
Present place of posting

8. Imarey war ( M we wfdd )

Residential Address (along with pin code)

9. W /Telephone/Mobile

10 () wm o wfitgRa w & 7 @ e @ Tm

Are you on deputation? Name of parent Deptt.

(i) @ Ry & Fowe s &1 ® o
Address of Controlling Office of parent Deptt.

(iii) wRfgfe wagw = fify
Expiry date of Deputation

( omEw B TwmR YA S w1 AeH ) Signature OR Thumb Impression of Applicant



1.

12.

13.

14.

(2)

fafpeaT siwgmm & =
Details of medical contribution
(To be attested by DDO)

() T TR/TE P B WER/IW W/ IEadEN / uies Suma /W e/ urgde
FOiag | e g 7
Whether spouse is working in Central Govt./State Govt/Statutory Autonomous Body/Public Sector
Enterprisel/local body/private organization?

(i) ofE & @ oiew o @ wEfem @ @ AW T g

If yes, mention complete name and address of the Spouse office

(i) 77 9§ oue sEiew § fufeew gher A @ &7

Whether Medical facilities availing in that office?

(iv) =1 a8 fufen ghenr AW & Rifeer dioer & a=ela dwr =ed /aeda § 7

Is he/she willing to avail medical facilities under DDA Medical Scheme?

() o & @ = am N A Hyew wwen uw SifEe @ fRar & ?

If yes, have you submitted the joint declaration form ?

7 TR G R §w A aw € 7 Rafka snfka 9= qur 25 of ¥ aRF Iy P dsH B k@
48 AT wem ) ferdt e @ MR g3 @ fag ey de oang T8 2 )

Are your children studying or employed? {Married, employed children & sons more than 25 years of
age shall not be treated as dependents) (Son suffering from permanent disability irrespective of age
limit are treated as dependents)

(i) w1 Arn/fr g W oo & P
Are your parents dependent on you?

(i) T ¥ 3w T wa § &R frw www € ?

Are they living with you and since when?

(AP v da A aBmncw s Wi R gRra w €7

Are they availing any medical facility as dependent from any other source?

(ivyem 4 == € ?
Are they pensioner?

(v) 98 W /AMET BT AR Grar ¥ R\

Details of their income from all sources.

( amdT® @ BWER Al S N e ) Signature OR Thumb Impression of Applicant




(3)

Y I9VIT Declaration

1. Ao g A /FN ERF R AR s s Y aBm i S s MR e m &
| solemnly declare that 1 have the following legal dependent(s) whose photograph{s) is/are affixed below :

Name of Dependent

( 98T & EWIER 3/ S @7 fre ) Signature OR Thumb Impression of Applicant

Name of Spouse Relation
Date of Birth Date of Birth
1 2
PASTE PASTE
PASSPORT PASSPORT
SIZE PHOTO SIZE PHOTO
of 3.5x4.5cm of 3.5x4.5 cm
Name of Dependent Name of Dependent
Relation Relation
Date of Birth Date of Birth
3 4
PASTE PASTE
PASSPORT PASSPORT
SIZE PHOTO SIZE PHOTO
of 3.5x4.5 cm of 3.5x4.5 cm




(4)

( 9S® P ERER IeEl T[S F e ) Signature OR Thumb Impression of Applicant

Name of Dependent Name of Dependent
Relation Relation
Date of Birth Date of Birth
5 6
PASTE PASTE
PASSPORT PASSPORT
SIZEPHOTO SIZEPHOTO
of 3.5x4.5 cm of 3.5x4.5 cm
Name of Dependent Name of Dependent
Relation Relation
Date of Birth Date of Birth
7 8
PASTE PASTE
PASSPORT PASSPORT
SIZE PHOTO SIZE PHOTO
of 3.5x4.5 cm of 3.5x4.5 cm




(5)

2. N g Aot ok AR @ g RE A (@E/A oEE WRT/EEY WA ety

afga @it Wl ¥ ) 3500/ W @ 4 ¥

That the total monthly income (from all sources includihg income from house/other immovable
property/fixed deposit etc} of my dependent father and/or dependent mother is less than Rs. 3500/-.

WA /AE W W At & o 9w/ ufy AE 3s00/— w0 A SEY oaRF T wWar / w
g wn A /PR aReRa & /N g s o e ag BT & /E

That my child/children is/are dependant on me and is/are NOT earning Rs. 3500/- or more per month
& that my daughter(s) is/are NOT married. That age of my son/sons is/are not more that 25 years.

R I A Rufy & BR N oRede (g faw, I9R) @ 9w § ¥ SwRem (Rifven) @t
e Gfi 2w R Q&G A Rl gRURT @ T AT T o AT | F R B A
Y SUER W Q@ AR A9 #) 4, St W afBm Y v B @B ww wm A & | ARy #F dwr a
# 3whd @ N Ry sEwTed A @ Wi |

That in case of any change in the status of my dependents (due to death, marriage, employment), |
will inform Senior AO {Medical) at the earliest and will stop availing 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 disciplinary action should I fail to do so.

¥ o7 Wwor, AduMe 83 D IumA e R g el Wee 7 WwWeR g AR wa Susw
arEr i o= Rifdcar Qe @ wew Tl €

That | am NOT a member of any other medical scheme funded by Central Govt. PSU or any other
Pvt./Govt. organization.

M R /aeh a3 AT wew Bl dw weR /v wwer /el dwmm 3 Rifdew g
®1 wew 8 & |
That my spouse & dependent family member(s) is NOT a member of CGHS or any other Govt. /Pvt.
Medical Scheme,

¥ wagrar/awE § 5 afe A7 o o E o wga R @ # e ¥ ddg @ R fafo
TEaH U3 @7 FeudrT feur @ o R sl @ X SWe SwanT fear € o A9 wewmm
Fg AW Ry & spmEr art i 5 Yo 3 w w D ool | we afoRew ¥ W sl
i /el ) fde 9 g vt @l /amma w1 prm s/ a9 g R fReg
FIE wRag f W o v & | ¥ o DDy Rafsewr vga w3 D W B M W SEH gE
T feren o4, dg o Fu/aN

| understand that in case | have submitted any incorrect information, or if my DDA Medical Identity
Card is misused or used by any unauthorized person, my membership will be cancelled without any
notice or further hearing. In addition, 1 will pay the entire cost of expenditure incurred on such
unauthorized person(s). | will also be liable for legal action by the DDA. | will also immediately
report the loss of my DDA Medical Identity Card to the Medical Cell, DDA.

T yffrgf gma /el ) @ A A waads 3 ame § A, RAdn
@ 99 o R m s Rifeer ugam v3 aRw o afterd (Rifsean) o der $m o

| shall return my Medical Identity card issued to me on......c.cccoerciiiininiciiiennn. to Sr. AO (Med.) on
retirement/cessation of Service/Deputation/Reversion to my parent department.

( 9S® D SHER e TS B 19 ) Signature OR Thumb Impression of Applicant



(6)

For Office Use Only

Certified that information fumished by the applicant has been verified.

Further the entitilement of the member included in this card has been checked strictly as per DDA medical
scheme /CS (MA) Rules.

Signature

Name

Designation

(Branch Officer / Head of Office)

Date.

Verified the information furnished by the official entitled to category :-

PRIVATE / SEMI. PRIVATE ! GENERALWARD
Signature.
(D.D.O))
Name
Date: Designation
Sh. / Smit. .. Enrolled in DDA Swarna Jayanti Aarogya Yojna on
dated..........oiiiiininncin, Issued Medical Identity Card No ........cccorricccnvccinnnnvnnne
Date : Signature (D.D.0Q.)
Name Designation

To be retained in Service book / Personal file




