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Instructions for filling up the Application form ‘B’ (Pensioners) &
‘C’ (Family Pensionners) for DDA Swarna Jayanti Aarogya Yojna
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Please read the application form carefully before filling the formin 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.
Names of authorized dependents as per your Pay Pension Order (PPO) only.

Attach One Original and one photocopy of the Medical form along with one self attested
photocopy of PPO and submit the same to your nearest DDO or Sr.AQ Pension, INA,
Vikas Sadan, New Delhi.

Name — Should be as per Pay Pension Order (PPC) using maximum of 20 Characters
including space.

Father’s / Husband’s Name - Should be as per Pay Pension Order (PPQ) using
maximum of 20 Characters including space.

Designation ~ Write last designation of the employee in DDA at the time of retirement
or Death.

Date of Birth / Date of Retirement / Death — 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 last pay drawn at the time of filling up this form in the pay band.
Grade Pay — Write grade pay at the time of retirement or death as per Pay Pension
Order (PPO) (if any).

Residential Address — Write your full residential address as given in your Pay Pen-
sion  Order (PPO) along with PIN Code.

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

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
givey yourwillingnessin 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. AO 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 are 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/Agriculture etc.

For any Query, please contact Med Cell, INA, Vikas Sadan, New Delhi.




el @™ WiSsRoT Delhi Development Authority

fefawr YR @ fafrear YguM Ud @ SMdEd U
Application Form for Medical Identity Card for DDA Pensioners

Note: 1 - Read the application form carefully before filling the form in ENGLISH in CAPITAL LETTERS
and in BLUE/BLACK ball point pen only. 2 - Attach one self attested photocopy of PPO along with application

1. ¥9TH
Name

' PASTE PASSPORT

SIZE PHOTO
2. fom / ofy &1 of 3.5x 4.5 cm
Father's / Husband's Name

3. Waifgit & |99 T

Designation at the time of retirement

4. v fafx darfgfa & fafr
Date of Birth (DD/MM/YYYY) / / Date of Retirement (DD/MM/YYYY) / /

5. Jfem da= Yo I¥e IR + ifgs duH

Last Pay drawn PPO No. Basic Pension

6. g Tar (A9 @ wfed )
Residential Address (along with pin code)

7. M /Telephone/Mobile

8. Rfaw. fferer wem = W& 7 o s @ [y
Number of existing DDA Medical ldentity Card and date of issue

9. fufecar sivem &1 =T
Details of medical contribution

[To be attested by DDO/Sr. AO{M}]

( ode® @ EWER 3wl S W MM ) Signature OR Thumb Impression of Applicant




(2)

10 Yy RaRw srafay @@ & 99 7 8% @ 68, UK $H AW 99 g )
Pension Disbursing Authority with address (Name of Bank, Bank Account No. and Branch Name)

1. T 9 A o W ¥ SN e eiva g3 / o / AR @ erfew 9 aiPa Wil @
wu § fufeear gfen & @ #

Are you availling any medical facility as dependent of your son/ daughter/ parents

12() T /o Rl I WOR/UN WeR /LN /e Sumd /Wiy fsm /agde
Pl § BT § ?
Whether spouse is working in Central Govt/State Govt/Staturoty Autonomous Body/Public Sector
Enterpriseflocal body/private organization ?

(i) afx &f o < wrh @ oHfem &1 9@ W T 9ar

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

(iiy 78 auw Py ¥ Ay vor A s gRemr a w § 7

Medical facilities availing in that office ?

(iv) & 98 @ fafeer gfer RAW & ffse o 3 srafa A wEd/awd § ?

Is he/she willing to avail medical facilities under DDA Medical Scheme 7

(v) o & o ®m g /A ¥ wgwd @ T SR wx fRar # 7

If yes, have you submitted the joint declaration form ?

13. 7 7= 1§ W & @1 50 w0 & ? ( Rk, FRRT 9 o 25 af 9 e Iy @ deel # A
& wr oo ) (Rl Reeimar 4 $fdw g @ fw ang e @ wE 8 )
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)

14, =g war/far e 9w anf¥a € ?

Are your parents dependentonyou ?

15. (i) ®0 7 IUP WY e § R &9 www w4 ?
Are they living with you and since when ?

( e & TWER 3Tl IS & 799 ) Signature OR Thumb Impression of Applicant




(3)

(h I P s Iy oo mw s W F R gr a © & 2

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

(i) ®m § dorm & 7
Are they pensioner?

(iv) S9! 39/ ATeAT FT AW |l § ®RT

Details of their income from all sources.

IR LI Declaration

1. ¥ vofer @@ amen s/ § 5 N el ofl s w9 @ atm € e orr R
TR E -

| solemnly declare that | have the following legal dependent(s) whose photograph(s) is/are affixed
below :-

Name of Dependent

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 1 SIZE PHOTO
of 3.5x4.5 cm of 3.5x4.5 cm

( IMTd & TR AT F[S &1 ¥ ) Signature OR Thumb Impression of Applicant




Name of Dependent

Relation

Date of Birth

PASTE
PASSPORT
SIZE PHOTO
of 3.5x4.5cm

Name of Dependent

Relation

Date of Birth

PASTE
PASSPORT
SIZE PHOTO
of 3.5x4.5cm

( dEH & SWER JeE S P Ao ) Signature OR Thumb Impression of Applicant

(4)

Name of Dependent

Relation

Date of Birth

PASTE
PASSPORT
SIZEPHOTO
of 3.5x4.5cm

Name of Dependent

Relation

Date of Birth

PASTE
PASSPORT
SIZE PHOTO
of 3.5x4.5 cm




(5)

2 N kg fRash sk AR N o I oW FEE/a smd R/ EEl St

aftw oft 9af ¥ ) 3500/ € W W &
That the total monthly income (from all sources including income from house/other immovable
property/fixed deposit etc) of my dependent father and/or dependent mother is less than Rs. 3500/-.

I /IR g W i & R T@/ ufy A 3500/— o W SHY IR T wEE / AN
¥ oo W g/l aRafm & R/ N @A Fag wE /E

That my child/children is/are dependant on me and is/fare 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 a3t A Rufy § f5d ff oRedw (Tog, faw, d9R) & Are F ¥ SeRerd (ffsen a
Mrenfeefa i wom ik DAy N Rfdeer gRenst &1 o a1 77 = g 1§ @ e @
IH IFAR P Ol AN a9 B G, W R P Y oy # P a8 ww @ 2 | X ¥ dwr w9
¥ sawd AT § o R e A Tee eREg @ WY |

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 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 disciplinary action should | fail to do so,

¥ B GR UEWNE 89 B oumd vEl R s ol Wwe 9 wer gn AR wa STew
apmar Rl omw Fufeear diom @1 Wew e § |

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

N /o s 3 i wew P O WeR/TN WoR @ fe dee ot Wew 8§ |
That my spouse & dependent family member(s) is NOT a member of CGHS or any other Govt. Medical
Scheme.

¥ g/ wned € B oft B o e W Wwga e} @ # s ¥ Sidin @ W fafeam
UEdH U B goud fhwr & swm R sege wf¥a A SwE SwEnT fear R W@ W s
P Afew Ry R svar oM e i g @ w W= @ o | e dfRe A X s
=fa /@l W fry oW T Tt " /emm @ am #ea | Q€Y. R R Reg s
FRaE B o wodt & | ¥ g Dy fulrew vgwH T3 B W B IR W TEP) GEAT Tdedd
fafeea a1, AL = dm/ LN

| 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, | 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.

(OTTF B TWWR AT S & W) Signature OR Thumb Impression of Applicant




(6)

For Office Use Only

Certified that information furnished 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.

Entitled to Category :- Private / Semi-Private / General Ward

Sr. AO (Medical) / (Pension)

Name Designation

Date
Sh. F 8ML. ... Enrolled in DDA Swarna Jayanti Aarogya Yojna on
dated.........coocviivniviimmrnnnen Issued Medical ldentity Card No ........ccccccrrvirmcrrvncenccccennnan,
Date: DDO / AO (Medical)

To be retained in Service book / Personal file



