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QUAID-I-AZAM UNIVERSITY

(ADMINISTRATION SECTION)

DETAIL FORM FOR THE PROVISION OF MEDICAL FACILITIES 

I Mr./Ms/Mrs. ___________________________ S/O, D/O, W/O________________________

Designation: _______________________ BPS__________ Deptt:_____________________ Furnish information in respect of my family members etc for the purpose of medical treatment, keeping in view of the following condition: -

a) Employee
As defined in QAU Regulations for Medical Attendance Rules.

b) Family
Means spouse (viz, dependent husband or wives) dependent parents, and legitimate unmarried children and unmarried stepchildren, residing with and wholly dependent upon the employees.

PARTICULARS OF FAMILY
	S. No.
	Name of Family Members
	DOB
	CNIC/
B-Form No.
	Relationship
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My residential address is ______________________________________________________
__________________________________________________________________________

-02-

I solemnly declare and affirm that the information given above is correct to the best of my knowledge and belief. 

Name:__________________________________designation__________________________

Dated: ____________________________ Signature:________​​​​​​​​​_______________            .
CERTIFICATE OF AUTHENTICATION FORM THE HEAD OF DEPARTMENT
(FOR IN-SERVICE EMPLOYEE)
It is certified that ___________________________ is working as ___________________ BPS________ in the department/Section ___________________________and particulars shown above to avail the medical facilities are correct to the best of my knowledge.
Signature with Stamp 
Head of Department/Section






