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DDA Swarna Jayanti Aarogya Yojna
feeell Qe wifreRor Delhi Development Authority

fafdear gee 93 & e UA Application Form for Medical Identity Card
Read the application form carefully. Fill the form in ENGLISH in CAPITALLETTERS and in BLUE/BLACK ball point pen only

1. 1K
Name
2. R/ ofy @ AW PASSPORT
Father's /Husband's Name SIZE PHOTO
of3.5X45
3. ECHIGE
Designation
4, = fafdr - artgRy @ fafx
Date of Birth (DD/MM/YYYY___/ ! Date of Retirement (DD/MM/YYYY)__ / /

5, fefaur Rifrea ygam 9= W& T SR AR @1 At

Number of existing DDA Medical identity Card and date of issue

6. ERGIERCICRE PEACGE
Pay in pay band Grade Pay
% A GRS BT I
Present place of posting

8. arardm T (U= ore i)

Residential Address (along with pin code)

9, 1Y / Telephone/Mobile

10. () @7 o wfafgfe w & ? fe e @& T

Are you on deputation ? Name of parent Deptt.

(i) gt fawmT & frre raferd &1 Q@ aa
Address of Controlling Office of parent Deptt. _

(iii) g1a’ﬁf§'ﬁﬁc I @ fafer
Expiry date of Deputation

(iv) STEMR &
Aadhar No

(WITE® @& BIAER Tl 3¢ @ fagm) Signature OR Thumb impression of Applicant



1.

12. (i)

(ii)

(iii)

(iv)

(v)

13.

14. (i)

(ii)

(i)

(iv)

v)

(2)
Rifrem afvre™ &1 &R

Details of medical contribution
(To be attested by DDO) —_—

a1 UR / TN Rl e WRER /X190 IRER,/ e o) / gfetd IUEH /X0 e/ urgde
Fraferg § eRRa § ?

Whether spouse is working in Central Govt/State Govt/Statutory Autonomous Body/Public Sector Enterprise/local
body/private organization ?

Ife &, @ e el & srafag o1 g A 9 uar

Ifyes, mention complete name and address of the Spouse office

T[T T8 U FRed # fafdem gfer a w R ?

Whether medical facilities availing in that office ?

1 g8 Fafear gieen R & Riftsear diomr & affa o =med /Al € ?

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

Ify &, T ey S 3 Wga wen U qifEe X fear € 7

Ifyes, have you submitted the joint declaration form ?

T g UG W@ £ AT AN B & ¢ (Rafed FrRa 9= e 25 9 | e oy @ asdl B
anf3ra & W o) (R Reartar § @fea @ @ fag smg e arp =8 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.)

7 A/ T amg wR anfia ® 7

Are your parents dependent on you ?

T d TS Y Ve © iR b g | ?

Avre they living with you and since when ?

' Rl o ST © NP waw @ o 4 Rl R 9 W@ # ?

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

T g UwR B ?

Are they pensioner?

Gﬂaﬁm/mww@ﬁ’f%aﬁv

Details of theirincome from all sources

(MITF & ERAER Al IS FT ) Signature OR Thumb impression of Applicant

N

/



(3)
HIYUT Declaration

L P g s s/ ad & R R el st Srp w3 e € R BT
o T Y 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 5 2
PASTE PASTE
PASSPORT PASSPORT
SIZEPHOTO ) SIZE PHOTO
of 3.6 X4.5cm of3.56 X4.5cm
Name of Dependent Name of Dependent
Relation Relation
Date of Birth , Date of Birth
3 4
PASTE PASTE
PASSPORT . PASSPORT
SIZE PHOTO ’ - SIZE PHOTO
of3.5X4.5cm of 3.5 X4.5cm

(e W SR 3T 3T 1 f=IrF) 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
SIZEPHOTO
of3.5X4.5cm

(ATa5®H & BYAER YT IS BT F1919) Signature OR Thumb impression of Applicant

(4)

" Name of Dependent
Relation
Date of Birth
6
PASTE
PASSPORT
SIZE PHOTO
of3.5X4.5cm
Name of Dependent
Relation
Date of Birth
:(“ ,
8
PASTE
PASSPORT
SIZEPHOTO
of3.5X4.5¢cm

—




(5)
ﬁ?aﬂﬁﬁfﬂﬁmﬁaﬁ?maﬁmmam(mm/mmﬂmﬁ/mﬁm&ﬂﬁﬁﬁ
i Wi R) 3500/ B, A B

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/-

Wa‘ﬁﬁ/aﬁﬂ?waﬂ%%aﬁ?aﬁ/énﬁwasoo/ %, I SRR Ay T8 HHren / HE
& T A g/ gt sfafea # | AR/ g 25 o @ @ amg @ & /F |

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 than 25 years.

WA A Refr Ry o ol (gog, Rare, AomR) @ AR #, # Sranfren (Rifdear)
?ﬁﬁﬂﬁ?ﬁﬂ?ﬁﬁaﬂ%ﬂaﬁvﬁaﬁ,ﬁﬁﬁﬁngﬁmﬁﬂmﬁmﬁm%ﬂ | 7 O faselt
W 9N STER 9 0 o arew ) S, o AR S X aur 89 @ arg g @ @ | afy #
U TR H eIGel el & Al W A0g SEATS SRag B 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.

¥ By IWHR, FAo~6 & P IUHH ral fhdr 3 ol 9ee 7 e gRT fAfer urag sumH
rerar fadt ey fafdeear aremT & aew 781 § |

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

ﬁ%qﬁ/uﬁawmaﬁﬁwﬁﬂﬂmmm/mw/ﬁﬁﬁw$ﬁﬁﬁm

YISl &1 He™ T8l 7 |
That my spouse & dependent family members(s) is NOT a member of CGHS or any other Govt./Pvt. Medical

Scheme.

# e/ e € & afe 39 P1g o Ee IRgd Y o & erar 3N LSy, & it Rafder
UET UF BT GHYANT AT & rrar fre e ofd W ST SuanT fear 8, o 39 ewar
1S Afew Ry AT awrar T AT 5 Fard @ qg N < oo | gEa iR F YR e
af / afdmdl w5y 9 el §R ol @E /|0 B O R/ S | SIS BRT R
faeg B HRATE W @ S Fadl & | H o I ﬁrﬁfmqﬁmt{aa“?gﬁ@raﬁwwﬁ
AT It e e SISIY. B g/l |

| 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 thie 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.

ﬁﬁqﬁrﬁgﬁﬁﬂwzﬁ/émﬁqﬁwqaﬁwﬁmmﬁﬂ%ﬂmﬁﬁﬂs}mﬁﬁmwm
ferferear veam o= fafdear @ favr &1 drer gm /¢

| shall return my Medical Identity card issued to me to Medicard Card Section on retirement/cessation of
Service/Deputation/Reversion to my parentdepartment.’ :

3

(T & BXAIER 1@ T[S @1 fA9m) 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. -

Signalure

Name

Designation

(Branch Officer/Head of Office

Date :

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

PRI\;!ATE | SEMI. PRIVATE / GENERAL WARD

Signature
(D.D.O.)
Name

Date: Designation

Sh./Smt : Enrolled in DDA Swarna Jayanti Aarogya Yojna on

dated : issued Medical Identity Card No.

Date : Signature (D.D.O:)

Name, : Designaﬁdn
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10.
1.

12.

13.

14,

15.

16.

17.

18.

19.
20.

21.

23.
24.

25.

26.
27,

wH T FHaRE &
™ B Ry Ry o T gt =

T BT R A 9D 3G B ) mgde g o HIGR T et & Y
:ﬂ?ﬂ/aﬂ?‘ﬂwfﬂmﬂ”mhmuﬁm| F ol 1 wrt ool 3 4 arrY 4 R ok B

T ST IR 3 f3relt 1 3.5 A, x 4.5 A7, JBR BT T D BT T Erey feroepTd frers
_\rﬂ_’ﬁaﬁ@ﬂ—\"‘ar{ﬂmﬁmﬁaﬂgﬂwwﬁﬁm.ﬁhﬁaTm |
Wm‘{@u“ﬁ?waﬁﬂﬂ%m?ammmzﬂ ar S & P | )
TR Rt & SR @ il ik wieh smre wred < ot 20 it @1 T
fsan s =nfRy | '
o/ aftr &1 - wfife Rt & e B =iy 9k v @rdh s Bred wha e
20 @I @1 wAT s e ity | ‘

TeTi- R ¥ e o gomm R |

-/ St @ Rif- oY wffe Rerd & orpik R |

fRfam-ffven wam- o= o o N Y W der-em adam R Rk
UEA-UF B W vd 9N a5 R a1 Seora o @f B 8 | :
A8 § W AT 39 B B Y D W e gda d-de § fer 9l adae A @1
oo W | Ao e Rl @ [RR o adam -7 i | '

AR BT TN - 99 R @7 AW R ot o g 9wy a § |

e ®IF &1 T W Bre Wl o e e @ g gar o, o e o i
Rt & fear € \

THBI / HIEIET BIF— U SHWH /WaEd B TRR o R W asReear @ Ry
H oM WD A o @@ |

T A YT W g & /9 T @ am- o @ e fod | e A R @
M ford, ot & e fRfaw # ffgfea w oamg &

1o T & fdas oo™ &7 ga— a9e dred @ ReR witer) @ qu gar ford, oet
¥ omw fefamm A wfofgfed wemg & '
wiafrafae s o R 99 (i o1 Soo & v ffy &1 Rfao. # e ufafagfa
P A FE B | _

fofecar duem @1 faRor (amexwr vd wWidmwr e gRT eyt far wmg)-
T Rt are & sieela S I @ T8 FEK B M B Soord By, Sl MERVT T
W AR g™ fAftaq w9 ¥ gy & |

X &, A TN /Uf D FEiew F R TH T W B S de— AR B A1 Huar i
DI At HATAT &1 g1 M Ya gar o |

7 99 ooy § Rfeow g o am 9 @/ w® & 5 ow 6 |

o1 95 RAAW & R 9o ¢ dwla Rifea gRuel &1 wm o =Eh /9=
g — oo ¥ W T B WU H o $28T yHe e |

afy &, @ T YT WYR WNe-us wegd fear 8- afe e Rfawm & Rifeear deen
& ot fafeecar gfiemet &1 @ o @Edh /@1Ed €, O U Gged Bee-ud W, Wl
il /i & Pt gRT At w | w1 S @ R aRe sreier), e o, e
e B Udd faar o anfee | : '
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13.

14.

15.
16.

17.

18.

19.
20.

21.

22.
23.
24.

25.
26.
27,

Instructions for filling up the Application form ‘A’ (S.erving
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 of size 3.5 cmx4.5 cm in white background of self and
dependents showing frontal view of full face. Photographs should be clear with white
background.

Please put your Signature of Thumb impression within the box provided on the first page.
Name - Should be as per Service Record using maximum of 20 Characters including spage.
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 Medical
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 ou 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
autharity 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 deduction
made from your salary under existing medical scheme duly attested by DDO.

Whether spouse is working in Central GoVt......c.o.eeeeeeresrerse [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. AO Medical Cell, Vikas Sadan.

Are your children studying......cevvvuernenne.. 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......ccoeuveeciecinanennes from any other source - Write YES or NO.
Are they pensioner - Write YES or NO.
Deta™. of -heir: - sme from all sources - Mention details of income of your parents from

Al . < |

ali« b =1 'rom FD/Income from House property/Agriculture etc.
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