TANRH (TH) 99T
FORM-MRC(S)
(FarRa HHATRAT & faw)

(For serving employees)

the, TIHR TARELT ATl

CENTRAL GOVERNMENT HEALTH SCHEME

Rf¥car ufagfd gar go=
MEDICAL REIMBURSEMENT CLAIM FORM

(FHE FTS YN cdRT I3 IERT & - ST §)

(To be filled up by the Principal Card holder in BLOCK LETTERS)

1. () 9HE WTawH &S YR S A
(@) droivaey omemdt 3mEar sax
(31) FFTART DI TEAT
(7) ars g - fHeh/3re-Aeh/amsEeg
(3) 9 g

(T) AES, TPl AR AR 5-FeT, IfG FIS 87

(a) Name of the Principal CGHS Card Holder
(b) CGHS Ben ID No.

(c) Employee Code No.

(d) Ward Entitlement - Pvt./Semi-Pvt./General
(e) Full Address

(f) Mobile telephone No. and e-mail address, if any



2. () AJS &1 ATH
(@) AYST FT WeliTaey sl 3mssr A
(a1) 9HE Wvaud H1S R & AT Her

(a) Patient's Name
(b) Patient's CGHS Ben ID No.

(c) Relationship with the Principal CGHS card holder :

3. YATA/SRITANECSH hg/SHTSIT he, Pl ATH 3R gdr
STgl 3UAR IT GT&T0T AT AT

Name & address of the hospital / diagnostic centre/imaging centre

where treatment is taken or tests done

4. FIT 3TYATA/STITANECH /AT he,

defvaed & dgd gheey & : HIGH]

Whether the hospital/diagnostic/imaging centre is empanelled

under CGHS Yes/No

5. 3w fowe fow gfaqfcd grar fmar arn
() 3IEr 3gaR/adeTer iR ST
(@) 318 3UdR

Treatment for which reimbursement claimed
(a) OPD Treatment /Test & investigations

(b) Indoor Treatment

6. T 399R 3aid Tufa & forar amr SIGHI

Whether treatment was taken in emergency : Yes/No



7. &1 3Y9R & Y@ AT o S o JIGH]

Whether prior permission was taken for the treatment: Yes/No

8. &1 39 frdy TarEg/Rifercar fAT ST i FeETar o [ §,
afe gf, ar erar $r s/ iy HGH]

Whether subscribing to any health/medical insurance

scheme, if yes, amount claimed/received : Yes/No

9. Rifthear ¥ & T AT TRY 1 R, AR A T @

Details of Medical Advance taken, if any

10. &rar &I 18 FHel AR
() 3IEr 3TAR :
(@) ISR 3UdR :

(1) TEToT/STE

Total amount claimed
(a) OPD Treatment
(b) Indoor Treatment

(c) Tests/investigation :

11, SF FTATH oo, TIT T@TAT TEAT & oo,

QITET THAEHIIR HIS : ..o STSTRTHET TTB © oo

Name of the Bank; .........cccccocoevvviiieennn... SBA/CNO.: v



Branch MICR Codeé: ....uueeeieieieieeeeeeeeenn. IFSC Code: o,

31k I

#H, €Yo T § o 3Mdest # U v g9 AN Fafad SRRt 3R favard &
IR T § 3R o7 =gidd & fav Rfhear o fonar aar § a8 9 e 4
AF W AR g1 A dohvawd omemdf g 3R gore & Ay deivawd #15 3g
a7l # fAwAt & dgd ThHE Jiagid & v dgAd g

DECLARATION

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. 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.

ari@/ Date:
FYTA/ Place:

g dSTaTy $15 4R F TR

(Signature of the Principal CGHS card holder)



