wi4 - GHATTH (TH) | FORM - MRC (S)
(QaRd HIfHw! & il / For serving employees)

ST WD TR GISHT / CENTRAL GOVERNMENT HEALTH SCHEME
fafee uﬁqﬁfw U497 / MEDICAL REIMBURSEMENT CLAIM FORM

(3 BT YRE GRT ITH &R T HRTSHT ] / To be filled up by the Principal Card Holder in BLOCK LETTERS)

1. | @) T T ol U909, HTS YRS BT A
(a) Name of the Principal CGHS Card Holder
@) ST =Ty, Al sreSt e
(b) CGHS Beneficiary ID No.

@M /() | FHAR IS ./ Employee Code No.

G) s g - Feit / erd-fFAsh / g
(d) Ward Entitlement — Pvt / Semi-Pvt / General

() / (e) ORTUdT / Full Address

@)/ | AdEd cahd AR R 3-Hd Udr, Tle § |

Mobile Telephone No. and e-mail address, if any.

@)/ (a) | TN BT / Patient's Name

@) A7ft 1 Tt SR wa Ty, Ayl srsat Tve
(b) Patient’s CGHS Beneficiary ID No.

) T ol Ta.0Y. FTS YRS & Y Jay
() Relationship with the Principal CGHS Card Holder

ST / ST Fex / AT HeR 1 AT 3R Ta Sret
SUER 1 S HRATS TS |

Name & Address of the Hospital / Diagnostic Centre /
Imaging Centre where treatment is taken or tests done.

H g YIS / SUNED FeR / THHT Fer Mol wa gy, 4
TG g ?

Whether the Hospital / Diagnostic / Imaging Centre is
empanelled under CGHS?

gl /8l

Yes / No

IUAR forge fore ufayfd o1 crar far mar @

Treatment for which reimbursement claimed

@) TS IUDR / TRAEITT 3R T

(a) OPD Treatment / Test and Investigations

@) AR I & ¥9 H ITAR

(b) Indoor Treatment

R UMD AT T JUGR BT 71
Whether treatment was taken in emergency

gl /el

Yes / No

1 IYAR P o7 g4 AT ol 18

Whether prior permission was taken for the treatment

gl /sl

Yes / No

1 fhat 37 e / Ao oeT o1 bl ga &l 82 are &,
@ ST BT TS / U B 1T A |

Whether subscribing to any Health / Medical Insurance
Scheme. If yes, amount claimed / received.

gl /sl

Yes / No

Rifee ot &1 fdaru, sk A TS & |

Details of Medical Advance taken, if any.

10

Waﬁﬁ@ﬂﬁ[ / Total amount claimed

(P) / (a) NS ITER / OPD Treatment

@@) / (b) | 3Midlke I & ¥TY H IUIR / Indoor Treatment

@M /(c) | TREU 3R S / Tests / Investigations

11

%WW/ Name of the Bank




§d @Idl I=HAT / S.B. Account No.

RIT TH 318 At 3R BIS / Branch MICR Code

3TS Th T A DI / IFSC Code

WYUT/DECLARATION

B UIEIRT OO T / Rt § b 3M1ae B U 7T 991, ST ad U 3R Iy g, I § o forg safaa & fore e e
fara a1 § 95 U R QA G W BT B1 H T g PR WA o BT ariel g SR Tt ot 0o 0. $1E IueR & 90 ay oT| &
a4l & dgd wWierd ufagfd & fore geqd €

| 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. | am a CGHS beneficiary and the
CGHC Card was valid at the time of treatment. | agree for the reimbursement as is admissible under the Rules.

faAi® / Date:

R / Place: T WS Ta.09. FTS URS & THIER
(Signature of the Principal CGHS Card Holder)

Tad fT 9 9T SXATAS / Documents to be attached

1. PHIRI & o1 TI.TH. FTS T I B A STa.0. H1S &t gt

Photocopy of the CGHS Card of the employee along with the patients CGHS Card.

Gﬂﬂﬁqﬁ?ﬁqﬁ, !If?aﬂ's‘a‘n / Copy of permission letter, if any.

SMUTddTelA fRufd & SaTdahTet= gHor U (Hel) | / Emergency Certificate (Original), in case of emergency.

& faavur &t gfafafd) / Copy of the Discharge Summary.

WY YHTOT U (), TS ARLE Y | / Ambulance Certificate (Original), if any.

mﬁnﬁqﬁqﬁmﬁr%%@@ﬁa/ Jh ¢ JU4 / ISR, e Original Bills / Cash Memo / Vouchers, etc. for the reimbursement

amount claimed.

HE@YUl / IMPORTANT:
Sigt ot 511"133[ PUdl FofRId SHHRT / G¥dTdsl Suds HRMT ﬁﬁ'@ﬁ PRI/ Kindly ensure to provide the following information /

documents, wherever applicable.

1. YA / SRCE &5 / SRRAT Yer J S &1 faarun (cafamTa wdieon o1 faavur ok & ofR utemil ot udier we, tag X firer,
3M1fe) Tt B Ty aTar B TS AR BT frgfed IS T3 .ud. gRT U TRt Sigifed @R & IUR URG erd dI S g
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.

2. Td BRTSd 0 81 S &t R T, Sgaasd-1 & S8R aY U7 Uxgd H1 | fod o1 w9t ufaferital o1 uarR &= ard fafdbes /
faRs gRT Iefid Rarg |
In case of loss of original papers, Affidavit as per Annexure-I to be submitted. All photocopies of the bills to be attested by the
treating doctor / specialist.

3. BIS YRS B Yo 8 o &1 R §, gra1 wfagfd & fou sgeye-1l & SIaR XY U HREHR g & |

In case of Death of the Card Holder, Affidavit as per Annexure-Il to be filled and attached to claim reimbursement.

4. YR fRUFT H IR0 &t HH T & I1Y Redh & 1Y 370139 GBI oy B |

In case of implants, Invoice No. along with sticker with Serial Number of the Implant to be attached.

5. UHHR / 3. 3fe &b WA o1 fRUfd #, usdl & TgHeR / 313 SX. & IRE YH10l O Bt Ul et Y |

In case of replacement of Pacemaker / ICD, etc., copy of the Warranty Certificate of earlier Pacemaker / ICD may be enclosed.

Fie: oA g e Rl BT gEugIT UF SRS GH 81 72l Bl SIgEER 371 T e 390 TRgd B UR o1 ol g, O, BIS
P1 g P & I - G GSTHF BRATE 1 ol el &/ GINT BlHB] @ HHe T FTGeT HFRIRAIHE BRATE B AT

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

o vk wn




