Public Administration Circular No. 12/2005(1)
My No. & 7/4/1/22

Ministry of Public Administration
and Home Affairs,

Independence Square,

Colombo 07.

22nd July, 2005.

Ministry Secretaries,
Chief Secretaries of Provincial Councils and
Heads of Departments,

Establishment of a new Insurance Scheme (Agrahara) for
Public Officers as proposed in the 2005 Budget

Your attention is drawn to Public Administration Circular No. 12/2005
dated 18.05.2005 on the above subject and the following amendments and
additions will be made effective from 01.01.2005.

02. Paragraph No. 04 of the above Circular is re-numbered as 04.1 and the
following are included now as II and III.

II. According to Annex I hereto, applications for registration under the
new Insurance Scheme (Agrahara) for Public Officers should be

forwarded before 31.08.2005 by all Public Officers to the Sri Lanka
Insurance Corporation Ltd. through the Heads of their Departments.

III. New entrants to the Public Service as well should duly perfect the
application for membership in the Insurance Scheme for Public
Officers and forward the same to the Sri Lanka Insurance
Corporation Ltd. through the Heads of their Departments together
with a copy of the letter conforming the assumption on duty.

03.  Paragraph 7 of the above Circular is re-numbered and amended as follows

1. The Head of the Departments should be informed within 07 days
of hospitalization or the occurrence an accident or a natural death.
All the relevant bills both medical and hospital charges should be
attached to the claims and forwarded to Head Office of the Sri
Lanka Insurance Corporation Ltd. within a month through the
Head of the Department.



ii.

1il.

IV.

VI

VIIL

Address:- Manager,
Public Service Insurance Department,
Sri Lanka Insurance Corporation Ltd.,
No. 21, Vauxhall Street,
Colombo 02.

When claming Insurance dues for spectacles original copies of
receipt for money paid as consultation fees to the Doctors
(Channel receipt) and the receipt for the purchase of spectacles
(receipt with rubber seal ) should be forwarded to the Insurance
Corporation.

When claming for indoor treatment copy of the Diagnosis Card
certified by Heads of the Institutions, originals of all receipts
(rubber stamped certified payments ) medical recommendations
regarding medicine obtained and tests carried out with receipts
outside the hospital, during the hospital stay should be forwarded.

When taking treatment in a private hospital the part to be perfected
by the Doctor in the application for Agrahara benefits as shown in
annex11 should be completed and forwarded.

Action should be taken by the Sri Lanka Insurance Corporation
Ltd to settle the claims within 10 working days.

If the patient is receiving indoor treatment in a Hospital, a message
should be given to one of the following telephone Nos. without fail
before he is brought back home.

011 - 2357357
071 - 2357357
077 - 3257357
072 - 2357357

When making an application for benefits for the first time a recent
photograph of passport size certified by the Head of the
Department should be forwarded to the Sri Lanka Insurance
Corporation Ltd.

The application for Insurance entitlements should be forwarded
before the due date, as shown Annex II. The relevant entitlements
will be re-imbursed direct to the applicant by the Sri Lanka
Insurance Corporation Ltd. When making such payments a copy of
the covering letter should be forwarded to the Director General of
the Budget.



04. No. IV is added as follows under paragraph 08

IV. The following establishments have been named as Institutions not
recognized by the Sri Lanka Insurance Corporation Ltd. in
connection with entitlements to Medical Insurance benefit and
therefore bills issued by these Institutions will not be reimbursed by
the Sri Lanka Insurance Corporation Ltd.

Kolonnawa Nursing Home.
Nugegoda Nursing Home.

Borella Private Hospital.
Rajagiriya Nursing Home Pvt. Ltd.

b=

05. According to Part III of the annex I to the Circulars for the purpose of
debt cover a perfected copy of the Debt Redemption Cover in respect of all loans
including vehicle loan ~ which require guarantors except Property and Housing
Property Loans obtained by Public Officers under Chapter XXIV of the
Establishments Code should be forwarded to the Sri Lanka Insurance
Corporation Ltd through the Heads of the Departments. Likewise the second
copy should be given to the debtor. The third copy should be filed of record in
the loan file.

Sgd./ D. Dissanayake

Secretary

Ministry of Public Administration and
Home Affairs.
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Recent passport size
SRILANKA INSURANCE Photograph of Member

Corporation Ltd

AGRAHARA RESPONSE FORM

All questions should be answered in English as these data is requested for computerization

. Policy No):- (LTI
01 Name of the Member in Full):-
02 Private Address):-
03 National Identity Card No):- | [ I B L I I I ‘ l Service No):- Dj:l:l
04 Age):- Date of Birth):- Fl ! ’ i l ] l J

05 Present Post):-

ENEEEEEEEEEEEEENEEEEEEEEN NN

Date of First Appointment):- HEER R

06 Name of the Department / Ministry and Provincial Council):-

EREEEEEEEEEEEEEEEEEEEEEEREREE NN

07 Name of the Previous Department / Ministry and Provincial Council):-
EEEEEEEEEEEEEEEEANEEEEEEE NN
08  The Date of Transfer to Present Place):- CTTTT T 1]

09 Official Address):-

10 Contact Numbers

Officey- [T T [ [ [ 1] Homey- [TTLI{TTTT]
Mobile):- M T T 1T 11]
Email Address):- l | I l | ‘ | l I | I ] I l l l | I l l l l I IJ

11 Name of the Bank & Branch):-

AREEEEEEEEAEEEENEEEEEEEEN NN

Account Number):-

If you wish to have your claim payments to be directly credited to your bank account, please indicate your
account number. Any change of bank account should be intimated promptly.



12 Civil Status):- Married Unmarried

13 If Married Name of Spouse):

llll|II|III|II||I|IHH‘.IIIHIIIIIJ
Age):- D:] Date of Birth):- !—T l I | ] l |J

14 Work Place (Department / Institute) of the Spouse):-

EEEEEEEENENEEEENEEEEE NN
15 Name of the Unemployed Children (below 21Yrs) Age Date of Birth

GOy il
W TTTI Ty et
w (CTT I I I oyttt
W T T ITIrgrrrrrrrd (et
IO TT I I rrrrrri it
w (I T T rrrrrrrrrr) iy
VH_WHIHHIIHHIHU[J_lﬂlllllu

16 If Unmarried and the parents are below 70 yrs '
[. Fathers Name Age Date of Birth

(T LI LTI i) eIl

I[I. Mothers Name

(T IO LI I e rriirry L
L

I1. Father and Mother depend on you. If yes from what date

17 Are you & Dependents in good health? If not Give details ):-

[ here by certify that the above statement is true and accurate

Name & signature of the Head of Department
On Company / Department stamp
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ri Lanka Insurance
Sx5s 63 S 6cetne®rind

PUBLIC SERVANTS INSURANCE DEPARTMENT
21, VAUXHALL STREET, COLOMBO - 02

250,800, otC3
: 011- 2357357 /2357000 : Identity Card No :.

NS B N el eI EISTeEKs - S PEER s

AGRAHARA@I SURANCE FOR SURGICAL AND HOSPITAL EXPENSES —~ CLAIM FORM

ey Bud® g UcO 88nd ol eBEGweD .
N.B. : All questions should be answered

e B gobea ' H8® g
Insurance Policy No : PSI/AL............. ClaimNo L AC/ iiiiiiniean
SeI8os) -
01. 52 (VB Fews’) - ‘ .
NAME ([0 U o et e r e e s s res b er e s e sb et st th et s bR s a e e a s e
02. oot 2oy - : ]
Date of birth -..c.ooeeiivrciiccciiaeees crvenneaens ALE 17 e as
03. 1 oo @8o - :
‘ PTIVAIE AAIESS 1= oovvevicviieeciciereseeecresesresee e vess i senes it s beas e s beses i be sussestensab i sasasbastatsenesenssssntasstenasss
11 SSor o dhmed E8mwm - DHDS
Address of Working place t-...c.cocvnvnciniinnnnnininnnns Designation i=.......cveieeininseseissnsniescenns
111 &%@r eedo) eddmnad @1cEnd @@ o@efed o8, ey ecdde mE ek om oz@tﬁ
2oxs
If on a transfer to present place of employment, date reported to the same place and previous
PlACE OF WOTK Im. ettt ettt e st bbb s
04. Mgdwm / S}Gq AFntm St 8ddedlc wn Do o grwedd/ Smed m@ SO
If spouse is employed, his/her name and place 0f eMPIOYMENL i- ...covuervcereinrmsrviernererssesesssssaransssssssace
0s. S8 pdel wdtles ) 6DREDSIC W D® (R sBarixs):-

On behalf of whom the claim is being made ? (Relauoqéﬁlp) e ar e : eeresrereretesenesressenens
1 @pmea/ qesed o9 : )

His /her NAME I« ..ot e rnt s sees eeeevertesee s een s esaans et ses e a s sseran st se s Rt a et eae
11 ¢cons 2o - S

Date of birth 1= oot TABE m e

aessiscs /928 ennd w@é)ma@cszsj’ v Sedoxd eeors] wSoim
STATE BELOW DETAILS WITH REGARD TQ THE SICKNESS /ACC]DENT CAUSED :

01 IR UeEn /08 e Sg & $oxs:
Date of commencement of the illness / met with the accident - ....oooieiiireiicicie irvesienees
02 qﬂéﬁO@d cionics / 928 ennd B3 0000 HOICEE SIS

Nature of illness / Nature of injuries sustained due t0 aCCIdENt 1= w...oouviiiimiiiienieiss s

1D SIS :
General Informations :

01

02

03

TOBHHOS 1N 65 Gt e B SHBHIS BSH e e cedCBOSMEd BB 0 ESmKs teml
S eSSy o &8 o® ¢ tews s :

Give the name and address of the Medical practitioner who is or has been attending on you, for this
illness or injury, Name of Hospital concerned if any @ ...

.....................................................................................................................................................................

230 80 e TS DEH2 0o 6P oSt EreR Saesie 7 Sedd m@ Bednd weos] ol
Have you ever had the same illness before ? If 50, give particulars © ...

&9 80 @cxﬁ 533 ) Bede ? Seid B BB oo SO S ¢

Claim number if there had been any claim made Defore & ..o e



2
04 20 88w g2fcs) addes el walend wee o Coo oI S Bdmd caces) St
If the claim is made for reimbursement of expenses on spectacles, please give following details ......

1. 80 exd gid mediend wgon B8a@ cal eam ol 1 D/ .
Have you obtained a claim for spectacles : Yes/No.
d 2. S50® @) 6o §TIn®, O¥sw oD B
If so, year of the claimmade t......ccooviiiiiieiinneins

05 22 14 o gD 4D eri8m SIS N e B XD SNH D) S BSD
< $608) Bcdos OSmde 92bon] wdtis
If stayed in the hospital continuously exceeding 14 days furnish details of leave obtained, certified
by head of department : '
06 PR BB e dded) BED 688 aronecs 6o edoe See o210 S8 oc®
Bedc 7 Oed 0@ Bdnd 92fod oxdtin :
Has there been any other claim made by your spouse either with this company or with any other
insurer with regard to this claim, if 50 give detalls © ottt

3@@_@ &eE :
Claim Amount

Expected claim amount:

St Rs. o Ce

e9doln eShrd wxdn ddos
Nursing Home expenses

o3 elknei e¥onBma) & o &
L] e x &g 500/=

. Period of stay jn Government Hospital

' RS.500X ..oconennnes (No. of days)
QS AceT

Spectacles bills

emwd/other

aambcbd%m%z%q@%@/w&m@w%%mmm@q&,de@%@qm@
o Bc® oo et Bkad w0es) GBEEeis Bon ecw 683 adcy 828, :
@mqmbamgwmmwdugmsaaq&@&m@@d@@c@@d@aﬁaw@a@od@mmdd@asdwmameq
aaf@ 30D 938,688 eSS GroE A OIS femyd 880 oBdeds 8580 wim ded BSOS :
SIAND. . '

I hereby declare that [, have sustained the injuries above described / was suffering from illness above described and I claim
reimbursement under the above policy in respect thereof. 1 hereby warrant that the above statements and facts are true and that
| have not withheld form the corporation any material information connected with this claim. I have no objection if the
particulars given above are found to be incorrect and repudiation of the claim thereof.

..............................................................

‘ Signature / g
Date / 220 :

g ST G(B eSS BNST 0 o5 A OFD BSD 53, BB@ eipedy Suu By D DD SO
EBosO 6P BTin). '

I certify that the above particulars are true and correct. Please send the claim cheque to following address.

Otom G5 (3 IS B L..iiiiiiins ORI RSP PRE RO PPPPPI PP
Name of the payee

BER QoI I ceveannneerriiiireniniier R CIBEIDIII: veeevnrrrnnn 5 EF@EIDIEI Zuvrrnrnnnsseeres
Account Number : Bank Code Branch Code

é)(n@@a (7] wm@s@@ [ P LT L EEETEEEERER LR e rtree e iraeeraas
Name and Address of the bank

oxIm gnskned gofon /Signature of Head of the Dept.
B o2 / Rubber Stamp : .



eSkBwea] eeDesddw B8 el / s 6603 E6 t¥E s DG g
Should be filled up by the physician/or Medical officer of the patient :

-

aeacara

od

FO OGS R

eSkBuned B¥aken o -

INAME OF PALIENE Im..eceoreececrrieveireceeese et eeecoeeseenescctsietras s st as s A s an s sa s sesbean et e seeare b ebe bR S A s b e e R s b b e aEaE R e s O st seanaanss
283210 6] HHIS [EVO el wolokks -

Condition that necessitated xnvestxgatlon OF HTERUMENT Io.vvieetiecerensiarteeseernssiasssstsssesrsaenes saessanessantsssantsstsssssastsssesassins
B @@qud@csq 58 6B eI B OO - '

General practitioner by Whom referred ... s s e e
eSko BBadxs :- :

Diagnosis of diSease  .......ocreoemsiiiicriniiniin s o eeeeeteestestieihessssheisesstesesessesesesteesisisesaisteieIateetensastepans
GBS B 60 ey 2IBed Buind -

Details of treatment or Operation and PrOZNOISES ©... viierirmrriterirriarser st isr s et sttt snes s tstss s e bsr st se s st e s er s rsrassssans
Enced 0o edined gSmKss Dd(Ems exemind agey dnly -

Please state briefly the history Of INJUry OF AHIMEET fu. vt s s
£NB SREMB B LE BSHDBLU emonRy MESIR o Bieso 65@35 8O s -

Period unable to attend to usual business and /or confined 10 hOUSE ... et s aeees
FrOM/GD ovieeieeeeceecvecerversstsresssberee e peeseseseseenens upto/qdw ..........................................................................
2o gcoe gpl 08 eSkas odﬁaw S P 50 QB0 6] 6a e qiig i Spdol

escesy SEID :-

State approximately when in your opinion the ailment could have BEGUN or been CONTRACTED by the
patlent .......................................................................................................................................................................

®

eShnd o Yed B8 qe B¢ Lo -

If admltted to the hospital, date of 2dMISSION = .eccerevcerire e st ianass
8C v 2oxs -
Date of discharge o e erere ettt e seae e ne e sas s s s saeas

oy 3l eciiiuned 6ol / @EB GeEEc 8 ), 08® pdlR HRAXK § &) 8P ¢ B AV, e

I hereby certify that I am the physician / doctor of the above nzmed patient and approve submission with recard to this claim.

Signature of physician
Specialist doctor treated for the patlent
@dmcoa S5 B @@aqnédca
000G qoRsD

Date / 8553 & ot nete s

eDeBOSINT / BEB @EICBISIIOD BID © .vvvreereneirereaerrenrn

Name of physician / dogtor : .......cceveecceee. b eteert e tr et bRt e enhea e e resnascrarerarenerens

Qualifications / CIEEIM® & ...orvireeeieieceiee et e bR e e et
Address / B8 L e eerete e teteseteeaneanteeeeeeaoaes et ea e ne s e eeataaaaee e etes 1 et e easara e et A aeste e neean seeeeaeaeneeanentrasanie

Telephone number / ¢St ot & cevnnnnees . e e eehberesbe ettt eEeebeant e st s s e ar e e b e et p e R st raeneans

/SH.




. Annex I
Deed No. ‘ . -

Debt Redemption Certificate No.

Date
Dear Swr/Madam,
Lean Guarantee lmplemented for Pubic Officers
Name: . - woneran
!_'E_tm onnunuonnouonn«nnnnuouuuouu»oo.o.on’ouou.m'ucnnuuu:.
With reference to your ketter dated .......... .. on the above subject.

~ Your kind attention is invited to Annex I to Circular No. 12/2005 issued by the
Mmnistry of Pubic Admnistraticn with regard to Loan Guarantee.

"Loan Guarantee Cover" is granted subject to the following c{ceptlons after
exam ining the apphcatlon of Mr./Mrs./Miss...
ceeretre e eemenesnersere s e e .. 1188 Made for a ccruﬁcate of Loan
Guarantee.

The amount of this lcan should be made used for which a surety or sureties are
required except property loan released by commercial banks.

01.  Name of the Debtor.
02.  National Identity Card No.
03.  Amount of loan expected by the Debtor.

04. 'fhe total amount of the debt should not exceed Rupees Six Lakhs
(Rs.600,000/-). No responsibility is extended for loans e: cceedmg the above
amount,

05.  The Insurance Corporation of Sri Lanka holds responsibility on this Loan
Guarantee Certificate Redemption Certificate issued under Deed No. AL...
.... only if the applicant fails to repay the loan under the following
circumstances.

(a) Where the debtor has died or loss of employment as a result of serious
illness, on recommendation of a Medical Board or on becoming a victim
to natural semi disability or compleie disability.



(b) Loan Guarantee Certificate Cover issued in favour of an officer ceases to
be in force from the date of resignation, frem=the date of ‘retirement,
vacation of post or dismissai from post.

(¢) If the officer has agreed for the recovery of a part of the loan from his
_ pension gratuity, the balance will be paid, after deducting same.

06.  The period which the loan has to be repaid should not exceed 55 years, or 60
years if the service has been extended. Further the Sri Lanka Insurance
Company holds itself responsible only till the relevant premium is paid
without interruption. ‘ :

The Sri Lanka Insurance Company does not undertake the responsibility to

repay the loan if there has been any act inconsistent with the conditions or if there has

4

been a breach of the above condiiions.

Signature of the Head of the Institution

Office seal

Copy to:- Manager - Agrahara, - ‘
: Department of Public Service Insurance,
Sri Lanka Insurance Company,
21, Vauxhall Street,
Colombo 02.

r



