APPLICATION FOR
PERMISSION FOR GETTING TREATMENT / INVESTIGATIONS DONE FROM
CGHS RECOGNIZED PRIVATE HOSPITALS / DIAGNOSTIC CENTERS

1. Name / Designation of the

CGHS Card Holder

2. CGHS Token Card No. ©

3. Basic Pay + Dearness Pay

of the CGHS Card Holder

4. Name of the Patient and

relationship with the CGHS
Card holder

5. Name/Designation/Hospital of

Doctor/Specialist who has

advised the treatment /
investigations

6. Name(s) of treatment /

investigations required

(in clear letters)

7. Name & Address of CGHS

recognized Hospital /

Diagnostic Centre from where
treatment / investigations are
to be done

Date : Signature of Applicant

Designation...................

Estt. lll Section, ICAR

¥ Please enclose a copy of valid CGHS Token Card.
*

Please enclose a copy of the prescription slip bearing rubber stamp of the Doctor/Specialist. No
application shall be entertained without proper rubber stamp of the Doctor/Specialist.
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