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Medical Charges Reimbursement Form

ATH 3R g/ Name and Designation :

P fSFd dRRA & /Office in which Employed:

el dd<i/Basic Pay:

AN FT ATH TT AN & GIY FIY/
Name of Patient & Relation with the Claimant:

AR Hr 31afQ/Period of illness :

3UIR & TIa0T /Particulars Of Treatment

JHISCH bl ATH/Item Names Jeh/Charges P A F1 AT/ Details of
Cash-Memo etc.

h) gar3ii & 1 /Medicines (Names)

g (TR S¥T / WA / TFgeid / a7 SIR(TIE ) 3T /
Laboratory Tests/Ambulance/Consultancy/Indoor Room/Others(Specify)

&l ardi/Total Claim Rs.

3rafter TRl & weldt/
Less Advance Drawn vide T/V No. Dt. Rs.

Y& UM &A/Net Amount Payable Rs.

P.T.O.



Hgg GIVOT AT § P TH e A S gAe feAr I ¥ ag AV AGhN $ AR e &
AR e =afs W Rfhear @ fhar = § a8 J37 W gt avE Ak

I hereby declare that the statements in this application are true to the best of my knowledge and
belief and that the person for whom medical expenses were incurred is wholly dependent on me.

&t /Date: (GTIER & &EA18R/Signature of Claimant)

e YA
VERIFICATION CERTIFICATE

BT e T UHATOIT &A1 § T
A/AMAD o, e
o adifsa § 3R £ S deh 3URh ard/udeor 56 Y # N

I Dr. hereby certify that

suffering from and is/was under my treatment from to

and that the above mentioned medicines/tests were prescribed by me in this

connection.

e /Date:......ccoeeeeeeen (Rafrcar 3RFR & TEaeR/Signature of Medical Officer)
(ug a1 3R Ae/Designation & Seal)

qri¥d /Passed

(¥UT /Rupees )

IR frer @& & enfdAer/and included in Bill No. &t /Dated:

(fgaor ATAFRT & FEATER) @813 & TEAIEN)
(Signature of Controlling Officer) (Signature of the DDO)
f3&er/Instructions
1. fhatd ¥4 8§ gard, gfator 3nfe 1 G AT/ List all the medicines, tests etc., individually.

2. oo ey AA fafaa aearfia/Attach Cash-memos duly verified

IFUATS H Il & air@r &1 Seer@, 31fE I@/Mention dates of admission to the Hospital, Stay etc
S



