Bi% - THITHT (TH) /| FORM - MRC (S)
(AaRd HIfH®I & fW / For serving employees)

P TRPR WA GISHT / CENTRAL GOVERNMENT HEALTH SCHEME
fifésear wfagfd grar Uo=1 / MEDICAL REIMBURSEMENT CLAIM FORM

(R PTS YRP GRT W 31&RT T WRT ] / To be filled up by the Principal Card Holder in BLOCK LETTERS)

1. | @) T .S TA.09. HTS YRS BT A
(@) Name of the Principal CGHS Card Holder
@) ST Ta .. vl seet T
(b) CGHS Beneficiary ID No.

@M/ () | FHIRI P18 ¥. / Employee Code No.

G) s U - ot 7 -/ am=
(d) Ward Entitlement — Pvt / Semi-Pvt / General

(@ /() | QAU / Full Address

@)/ (f) | HioTsd CehpF FoR 3R 3-Ha U, Al @ |

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

(P) / (a) ﬂTﬁm:an/ Patient's Name

@) Al 1 At Shwa ey, el srs et TRen
(b) Patient’s CGHS Beneficiary ID No.

amn T .S .09, FTS YRS & A1 Jae
(c) Relationship with the Principal CGHS Card Holder

SRS / ST HeR / FHST Her b1 AT 3R Ul wigl
SYIR 1 5iid HRATS TS |

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

wu's'%wam/slqu\cm Hex / AT YR ATy, o
SEIEEA

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

8l /8!

Yes / No

IUER Forah for ufagfdd &1 grar foar  §

Treatment for which reimbursement claimed

@) STUTST ITER / TRI& 3R S
(@) OPD Treatment / Test and Investigations

@) 3aRe ANt & ¥T H ITAR

(b) Indoor Treatment

1 ST Te (R H JU=R B T
Whether treatment was taken in emergency

gl /el

Yes / No

T IR & fore gd ST ot 718

Whether prior permission was taken for the treatment

gl /el

Yes / No

1 [ 3/ Ty / i star gioT o1 Yewgdr 82 afe g,
N ETaT BT S / T B TS AR

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

gl /el

Yes / No

Rifpan 3w &1 faeru, g NS © |

Details of Medical Advance taken, if any.

10

E'IEITEF%TI'%@T@[/ Total amount claimed

@)/ (a) | 3MUISI SUIR / OPD Treatment

@)/ (b) | 3fiaRe Il & ¥UH SYIR / Indoor Treatment

@M/ (c) | I&mOr 3R Fd / Tests / Investigations




11 é‘mmqm/ Name of the Bank

S WAl I=AT/ S.B. Account No.

IRAT TH 3MTS Tt 3R BIS / Branch MICR Code

3MTs U TY W 1S / IFSC Code

WIYUT /DECLARATION

H TAEART UIVON xdl / HRT g b 3M1de | AU 7T 991, et da ua SR fay 8, 9 € ok forg aufaa & for fafdrean o
oo T € 98 I e W g W SPd B 1 H U HE SR W Ao 1 arHrff g ofR I Shua vy, 18 IUaR & 99g oy ot &
ot % dgd Wierd ufayfd & fow ggaa g

| 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.

f&Hi® / Date:

RJT / Place: T Ul S a0, FTS YRS & GRIER
(Signature of the Principal CGHS Card Holder)

Ty feu CIGKIG] mﬁa / Documents to be attached

1. SHIRI & TN TI.TH. BT quT T &1 G Sh G0, HTs ST ufifafd |

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

Giﬂﬂﬁqﬁﬁ ufd, afs &S g1l / Copy of permission letter, if any.

JMUTaHTe fRUTT H STUTaehTel JHT o (M) | / Emergency Certificate (Original), in case of emergency.
ezt faavur ot ufafefa / Copy of the Discharge Summary.

Q@?Wqﬁ (He), g ?ﬂ"l% ¥ 1/ Ambulance Certificate (Original), if any.
mﬁnéuﬁqﬁw&r%%uqaﬁa/mam/w, 3l Original Bills / Cash Memo / Vouchers, etc. for the reimbursement

amount claimed.

HEYUl / IMPORTANT:
Srgt ot FTIT‘[\E?[, Pudl Fafafad SHeR! / Gxdrds Suds BT ﬁﬁ'@lﬁ B/ Kindly ensure to provide the following information /

documents, wherever applicable.

1. SRUdTe / SRR ® P / SRS Her J S b faaRn @afamra udleroi &1 faavur oik &¥ iR udleril ot e T, v e,
311fer) Tt ¥ s g Y TS R bt wifrgfef i Sft wa v, gRy i uteror srgifed R & SFUR uResfed @t S |
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. T BTSN 0 81 oF &1 R H, ay-1 & AR 9y U IRgd o} | faa & a9t ufafaftal & SR &4 ard Rifdeta /
fa=Iws gRT Y e |
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. PTS YRS P YY & o 3 U H, 11 ufagfef & e srgau-11 & 3uR uY 0 W T I |

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

4. TR R B, YR &1 HH T & 1Y e & Ty sd159 TR i 6 |

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

5. TR / 3fs 4t Sl anfe & ufaim &) fUTG H, ugd & TR / 33 ). & IR UHTor Ut ot ufd I & |

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

Fle: Aol ua o GRS 1 gEugIT UE STINIRE GH 81 721 1 SIS [3T1 7 T [T IRgd @R R ol ol 0.0, HIE
P g BN & Ty - T GSIHF BRATE 1 ol Gobed] 6/ G FIHB] & T B FUGFT HFRITGFIHG HIaTE &1 et/

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.

Ok wn




SJddh-1 / ANNEXURE - |

W TR W gfRrde grar yu4 / faa & e 2y v &1 uey
Draft for Affidavit for Duplicate Claim Papers / Bills on Stamp Paper

S el A |
BRI J Y BT W a1 8 / TH 8 71 § 1 b Ul e I eT | | 7 T8
I a1/ S § b ) fondh ot W @ @t et / <7 vt 3 fow 1S off v v <16t gon § ok afe g srrsiral o1 et
Tl &, A H Hiow # 9 09 f9d & SR W gl 98! ool / Heilt 3R g g yfaw § 4 foa & fow o5 9%
BT &, T & T&m MYSRY Bl o o ¢ / ¢t |

l, son / wife / daughter of

and resident of have lost /

misplaced the original paper or the same are not traceable. | hereby given an undertaking that | have not received any
payment against the original bills / claim papers from any source and that if the original papers are traced, | shall not
stake claim against original bills in future and that in the event, | receive any cheque against the original bills in future, |

shall return the same to Competent Authority.

Ul / Deponent

Ae! Ufediah GRT AU / Verified by Notary Public.



S{eidP-11 / ANNEXURE - |l

fFRrfrea ufagfd @1 orar 39 8 T TR W UY U HT UREY

Draft for Affidavit on Stamp Paper for claiming medical reimbursement

?ﬁﬁﬂm Bls YRP Bt L2 @ fRufa A / in case of death of a CGHS Card Holder.

&} CIRWACIPAE A EIRSD R E IR it 1 S
______________ _ farh TS GRT 30 Ufd / gat / foer / |
wiffa ot / ot & IUIR ¥ Haid fafase ufgfd g arar U Ugd dal / Bl §,
TSP g THIU T Y Uil Tewr 2.

l, husband / wife / son / daughter of Ilate

and resident of

___ |, hereby submit the medical reimbursement claim papers pertaining to treatment

of my husband / wife / father / mother Late Shri / Smt. who has expired on
(copy of Death Certificate is enclosed).
aifa ot /et _ & o Frfiiad wl IIIeR 7, af gt ufagfd ot
1 YT q) Fobar ST & ol 374 @ et 1 oft b1 emuRy et © |
Late Shri / Smt. has left behind the following other

legal heirs, none of whom have any objection if the entire reimbursable amount is paid to me.

B BT STRITBIRE BT AT Hd 4 ey g

SI. No. Name of Legal Heirs Relationship with deceased Age

WY TR TR 3 B STRIABINGT GRT SEATENT ST THI01 O T 5

No Objection Certificate signed by other legal heirs on Stamp Paper is enclosed.

Yl / Deponent

qres) ufedTd gRT WHIO / Attested by Notary Public.



T R R " 3HATYRI UHIU U & T URey

Draft for “NO OBJECTION CERTIFICATE” on Stamp Paper

& B STRIYBR] 81 DI dJolg F g fohdil UHR B 3mafd
& IUAR ¥ Faftrd fafecn = &1 gfagfd st / sfead

& (i) T/ L .
(il T /L @
(i) RENACCIRSH
(iv) RENASEIRS
) RENACCIRSH
(vi) RENASCIRSH
iifg 4t / et
e 2 o o / o

BB IS |
We (i) son / daughter of Late
(i1) son / daughter of Late
(iii) son / daughter of Late
(iv) son / daughter of Late
(V) son / daughter of Late
(vi) son / daughter of Late

being the legal heirs of Late Shri / Smt.

have no

objection if the entire amount reimbursable pertaining to

the treatment of Late Shri /

Smt. is paid to Shri / Smt.
(i) BXI&R / Signature (i) XdI&R / Signature (iii) BXI&R / Signature
¥ / Name : A / Name : AH / Name :
UdT / Address. UdT / Address. TdT / Address.
(iv) BXdI&R / Signature (v) BXdI&R / Signature (vi) BXdI&R / Signature
- / Name : A / Name : AH / Name :
UdT / Address. dT / Address. dT / Address.

qredt ufedies GRT T / Verified by Notary Public



