i i

Fofipe =79 =T aTIEt ‘fFT AT . 9. W50
APPLICATION FOR REIMBURSEMENT OF | ik O
MEDICAL EXPENSES FOR TREATMENT e

(e Tt e ge o AR T Y- sTer W i yE H)
(Separate Form should be used for each Patient and for each spel of treatment)

45 - R OB ... s s Seimrermrepisnspomsass g A B SR S ‘
2. FHHAM FTAH Name of EMpIOYee....... oo  evrimm st s A A A e
3. FHHER %1 9EAH Designation of the EMPIOYEE.. ..ol AR M e— N
4. WEE Staff No.......c....... sl e 2 R S NSRS I
. 5, fauwm Department...........ccooovunnn. il LN R, S S SR VNS S
6. M H A Name of the Patient..........cccoreeererrccscssisnmnmessinssssassssrassesesesns e el e ¥R SRS A s
7. ¥ Wy gy Relationship With EMPIOYEe. ........coorvriiecriieniiaeniinnins R — eereternestadeseennee TS .
g, AR TZ T TTE Place of lINeSS.......c..coceuecivnmnrinsnrnmssrseipuedosssmscsssssnenes YIS NI VSR S,
9. Toms HT T FafFca® &1 TH Attending DOCtOr'S NAME.........c.vvmriiieiserirei et ssr i b
e 4. Registra.tion 15T T S O—— S R, S -
10. TS I YAy | ; T .
Period of treatment : From.............c........ TR S S YA 116 ORI b enes e — .
1. mwwﬁw%’m/maﬁmmwmﬁmm -
Place of treatment : DISPENSARY/HOSPITAL/DOCTOR'S CHAMBER/PATIENTS RESIDENCE
(%) WY & EE ' - 5 !
. Consultation Fee @ Rs.. © days - RS..ooviiiieri RSN s g
(@) TRM F B ) % A
Injection Fee @ Rs. days ' = L s aissresassnsians erbesfuessaveds
() fafso fafrearers e =1 aier Cow '
_ Radiological Tests . - FRE - - TS — e eE s sangaei
(%) rireares " &1 IR %
Pathological Tests . RS i cesomsssnusvomsumevnabrons samg an sasameb STV RIT A SsRS S
(T.) <o 1 ged e A wfed R
Cost of Medicine with Cash Memo RS oot
(¥) sremare § o7ere e e IuER & 9oy .
Accomodation & Special Nursing Charges in Hospital :
k| LED %. gfafe T
From...cooooiniineenn 10 e (51 ] =0 N - Perday RS, ..o vamsispmaninn BSOS S TS R e g
(®) R afg wE & . %.
Other items, if any RS, ismunsmeconumensmpnavaneesmnamsnms snss i 048 Coasersntions
FA i3 '
Total RS i e sons conimniivuis svasgosmsesassssssesadt s g i
(RUIPEEES v 2encesecessossesscseeeensesssessseens 3 58885 S34AIS 5 RERS53850 5w SO |




 Taeg S e & o 5 e H el 1 faeor e & s v st 3 fora Fafirran wrarmsit w7 e ) ¥ o g w gk

wf%%@ﬁﬁaﬁwmmqam%m%mmm%mmmﬁm%m%l

3 hereby advice that the statements in the application are true and that the family members for whom medical

expenses were incurred is dependent upon me and to the best of my knowledge and belief, is entitled to get reimburse-
ment of medical expenses under the Medical Attendance Rules.
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Note: Claimants are adviced to get in written by the treating doctor on the prescription in clear words about the nature
of ailment for which the patient was suffering for checking and auditing the claim and for its quick disposal.
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