HIH -TAIRE. (TF)

FORM-MRC (S)

(FRRT FHARAT & fav)

(for serving employees)

the, AThR TAEL ATl
Rfscar gfagfd gar gu=

CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM

(T &S YR CaRT 93 3R H IR S §)
(To be filled up by the Principal Card holder in BLOCK LETTERS)

1. (U) 9@ AoN.ua.od. 15 YRS HT AH

Name of the Principal CGHS Card Holder

(&) droh.va. ey, et S8 gEar
CGHS Ben. ID No.

(@) FFEART FIT TE&IAT
Employee Code No.

(3N) TS 9TIdT - WT./3T-9T. /AT
Ward Entitlement - Pvt./Semi-Pvt./General

(3) 9 gar

a

Full Address

(TH) ANTTSel Thl A% 3R $-AT Idl, IS Fs &

Mobile telephone No. and e-mail address, if any
2.(T) FAIST &7 AT

Patient's Name

@ 7O &1 @S raog. aremdf s g

Patient's CGHS Ben. ID No.

(@) Ul ASN.TA.UE. FS YRS & a1 qEY
Relationship with the Principal CGHS card holder

3. ITYdTd/ ST¥3aEca /AT HeX &7 a1 3R udr S8l 39aR Far Srar &
a1 qfieor fFU S &

Name & address of the hospital/diagnostic centre / imaging centre where treatment is taken or tests done:

4. FIT IEIATC/STANECH/SATIT T ALS.TI.TH. & Hddd Fleey & gi/aAe!

Whether the hospital/diagnostic/imaging centre is empanelled under CGHS Yes/No

5. 399R forae fovw gfaqfd r arar far am=n

Treatment for which reimbursement claimed

(T) 3M.91.3r. IYAR/IYEToT Ud AT
OPD Treatment /Test & investigation

() 3ASR 3TAR
Indoor Treatment
6. FIT 3ATdhlall TUfd & 3uar forar amar ar RIGHI

Whether treatment was taken in emergency Yes/No



7. &1 Follsl & AU q@ At o a1g o gi/=Tel
Whether prior permission was taken for the treatment: Yes/No

8. T 39 fordr Tareg/RIfercar AT AT Fr Je&IaT o WRET &: si/Tal
gfe g, ar grar $r ag/area iy

Whether subscribing to any health/medical insurance: scheme : Yes/No
If yes, amount claimed/received

9. fow 71T RAIfFcar 3 &1 G, afg F15 @

Details of Medical Advance taken, if any

10. 2raT &I 315 Fel AR

Total amount claimed

(T  3OrE 3gER

OPD Treatment

(d) BASR 3ITAR

Indoor Treatment

@ wetorsr

Tests/investigation

AR C ol o B 1= QAT THATSHIIR IS .o,

HIYOTI/ DECLARATION

#H UdeeaRT =IVoT HIA/FA g F 3MdeaT A fer v fgaver AN SRy 3R
faeare & 3TaR | § 3N o safed & fov Rifscar sag far o3 § a8 @
e ¥ A W AR & & ve dshvawd oemdl § 3R saer & |q# Y
drohvaey. w8 au a1 # gt & 3ddd T gfagfid & fov @gad gl

I hereby declare that the statements made in the application are true to the best of my knowledge and belief and
the person for whom medical expenses were incurred is wholly dependent on me. I am a CGHS beneficiary and
the CGHS card was valid at the time of treatment. I agree for the reimbursement as is admissible under the rules.

YT ST T, HS YRS & gEART
Signature of the Principal CGHS card holder



3 (2 L. B L 1 e 1 s s L 3

Documents to be attached

[y

. HHIRT & ALSTTa.wd. 15 vd N & Arshua.ed. w18 i gfa |
Photocopy of the CGHS Card of the employee along with the patient’s CGHS Card.

2. AR O, AR A @ ar |
Copy of permission letter, if any.
3. 3MTUTeRTolsT JHUYT (HT fd), 3mardeprelsl Fufa # |
Emergency certificate (original), in case of emergency.
4. feEamer anruer & 9fd |
Copy of the discharge summary.
5. Trgerd SAOTE(H gfd), afE S gy o
Ambulance Certificate (original), if any.
6. gar &1 S AR @ gfayfd & fow qer Sa/dr AanveEa e |

Original bills/cash memo/vouchers etc. for the reimbursement amount claimed.

HEcaqUl / IMPORTANT
STel o] &1, fefafld Fae/eedast 3ueetr o giAfRad a1 |

Kindly ensure to provide the following information/documents, wherever applicable:
T. IR /SRR e /AT g & ST I AR Il Tod Y (FAH S &l Q[T
fqavor AR &X aur eFe A Fo FE&A, v ¥ e 3nfe) @i gfaqid aRr @
IRehelel s ¥ & fAv ngAlicd drsh.uaed. & X 4 fomar e

Obtain Break up of Investigations from the hospital/diagnostic centre /imaging centre (details and
rates of individual tests and the exact number of tests. X-ray films, etc.,) as the reimbursable amount
is calculated as per approved CGHS rates per test.

. 7 FETST A & S H RAfA F 3ol F TR AUYIT HIH AT A |
foea & @l ufafafar 37ar & arar Rfscas/fAdvs gart Feafia wan |

In case of loss of original papers, Affidavits as per Annexure-I to be submitted. All photocopies of
the bills to be attested by the treating doctor/specialist.

. @5 urReE @ Jeg & Fufa 7, g i gfaqfd & egeras 1| F 3eqER v
AT Tolded Y |

In case of death of the card holder, Affidavit as per Annexure-II to be filled and attached to claim
reimbursement.

. ggrgor fr Fuf &, geariuor fr 9 I, 7 4. vd 9=t F @I ol R
In case of implants, invoice No. along with sticker with serial number of the implant to be attached.
5. PRI T & ufa #, e fr Tl 739 Feoad Y |

In case of Coronary Stent, outer pouch of stent is to be enclosed.

T, GgAY 3. ELE 3fg & gfaeuds i fufa &, qF daaewsmg @ T & arRd
YATOTIT T 9fd Heldel &Y |




In case of replacement of pacemaker / ICD etc. copy of the warranty certificate of earlier
pacemaker/ICD may be enclosed.

sle: dS.ua. vy, Giaemsit &1 geudlel Hlel Teh MRS Hed § | Sleageiat d2al
FI gare 3R ea faawor & fr Rufa & ArShvawy. 18 & G fHar o gehdar
¢ | QaRd HAURAT & Her H IUGF IERMEACHD HRATS HhT ST |

Note: Misuse of CGHS facilities is a criminal offence. Penal action including cancellation on CGHS
card may be taken. In case of willful suppression of facts or submission of false statements. Suitable
disciplinary action shall be taken in case of serving employees.



