




DECLARATION FOR CONTINUATION OF MEDICAL FACILITIES (FORMAT) 
(To be filled in BOLD LETTERS) 

 
YEAR: 2024          CHSS MEDICAL FILE NO.: ……………………………….  UNIT: ……………......  

1. Name of the Employee: ……………………………..………………………………………………………………………………. 

2. Designation: ……………………………  3. IC No.: ………………         4. Section.: ………………………..  

5. Pay in the pay matrix: Pay.: …………………….. & Level : ….…………….… 

6. Intercom No. (Serving employee).: ……….........     7. Mobile No.: …………………………………….……….……  

8. Email Id: …………………………………………………………………………………………………………………………………...... 

9. Address.: …………………………………………………………………………………………………………………………………….. 

          …………………………………………………………………………………………………………………………………….. 

10. Details of children above 18 years of age / parents (or parent-in-laws in case of female employees only) / 
spouse working outside DAE requiring continuation of medical facility: 

Sl. 
No 

Medical Card 
Number 

Name of the 
beneficiary 

Relationship 
to employee Date of Birth 

* Income & 
Medical 

allowance/assist
ance p.m. if any 

IT Return 
filed date 

(copy 
attached) 

       

       

       

       

       

       

  

 

Date:                 Signature of the employee 

Note: * Indicate income from all sources including total pension amount/savings if any. 
 For Children, indicate course of study, if any. 
 Action including cancellation of CHSS card (s) will be taken against official concerned in case of 
 suppression of facts or submission of false information in the declaration. 
Enclosures: 1. Original CHSS Card (s) 
  2. Copy of IT acknowledgement (Assessment year: 2023-24) 
  3. Copy of certificate issued by the Institution as a proof of pursuing studies. 
----------------------------------------------------------------------------------------------------------------------------------------------------- 

(To be forwarded through Administration) 
 

Date:         Signature with Seal ………………………… 
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