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lFa r sa rv in g om plo yeesl

EEP{TRAt GOVER {ffi EN"I" hIEAL"I'F{ SCHENNE

tulEprcAL nETMBURSEMHNT cLAIM rol3M
(To be filled up by the Principal Card holder in BLOCK LETTERS)

(a)

(b)

(c)

(d)

(e)

Name of the Principal CGHS Card Holder

CGHS Ben lD No.

Employee Code No.

Ward Entitlement - Pvt./Semi-Pvt./General

Full Address

(f) Moblle telephone No. and e-mall address, if any

2, (a) Patienfs Name

(b) Padenfs OGHS Ben lD No.

(c) Relationship wtth the Principal CGHS card hotder

a Name & address of the hospilal / diagnostic center /
imaging center where trestrnent is taken or tests done:

Whether the hospitaUdiagnostic/imaging conter k
empanelled under CGHS

Treatment for whictr reimburcernent claimed

(a) OPD Treatment /Test & investigations

(b) lrrdoor Treatrnent

6. Whether treatment was taken in emergency

\Mether prior permission nas taken for the treatment :

Whether subscribing to any health/medical lnsurance :

scheme. lf yes, amount claimed/received

S. Detalts of Medical Advance taken, if any

10. Total amount clalmed
(a) OPD Treatment

(b) tndoorTreatment

(a) Tests/tnvestigation

Name of the Bank : ,

Branch MICR Code:

Yq,/No

YedNo

Yes/No

Yes/No

SB tuc No.

IFSC Code

4.

5.

7.

B.

Iherebydeclarethatthestatements'"ou,nffi#utruetothebestofmyknowledgeandbelief
and the pe6on for whom medicat expensqs were incurred ls wholly dependent on me. I em a CGHS beneficiary
end lhe GSHB enrd w6r vgllc st fie t|mtr ot tr€Btmen!. I EgrFp fpr ihe retmhurpefflenr Bs ls Bdmtsstble under aha
rules,

Date: .........

11

Place: Signature of the Principal CGHS card holder



Docurnentg to be attaohe{

1. Photo copy of the CGHS card of the employee along with the patient's oGHS Card'

2. Copy of permission letter, if any.

3. Emergency certificsle (original), in case o{ emdrgoncy'

4, Copy of the discharge summary.

5. Ambulance Certilicate (origlnal), if any.

6. Original bflls /cash memo / vouchers etc. for the relmbqrsement emount claimed'

IMPORTANT

Kindly ensure to provide the fotlo\fl{ng lnformation / dooumenls, wherever applicable:

a) obtain Break up of lnvestigations from the hospltal/diagnostlc center/imag!1g centsr (detalls and rates

of individual tests and the exact number of tists. Xiay {ilms, etc.,) as the reimhursable amount is

calculated as per approved CGHS rates per test'

b) ln case of loss of originat FaPeE' Affidavlts as pef Annexulo I to be submltted' All plrotocopies of the

bllls to be attested by the treaing doctor/speclallst'

c) ln case of death of the card holder, Affidavit as per Anflexure ll to be filled and attaohed to claim

reimbursement,

ln case of implants, lnvoice No. along with sticker with serial numbcr of the implant to be attached'

ln case of Coronary Stents, outer pouch of slents is to be enclosed'

ln case of replacement-of pacrmaker / IcD etc'' 6py o{'the wp'r'ra0q €rtiilq?le of earlier

pacemaker/lcD maY be enclosed.

taken in case of servlng employoes.

c)

d)

e)

Nore: Misuse of CGFIS facilities is a criminat offence; penal action inctudino cancellation of oGHS card may 0e taken

- 
in case of wil/ful suppress ion of facts o. 

"rorGion 
of false stateients. sullable disciplinary action shall be


