BTH-UH. 3R, (SH)/FORM-MRC (S)
m E‘fﬁfﬂﬁ%ﬁﬂ)/(hr serving employees)

Wwwm CENTRAL GOVERNMENT HEALTH SCHEME
e STegl <3 & o7 BT/ MEDICAL REIMBURSEMENT CLAIM FORM

o DS TR GRT T FERT H KT ST/ To be filled by the Principal Card holder in BLOCK LETTERS)
a) T .31, 0.0, $H1E-GRS &7 YR
Name of the Principal Card-Holder :
b) 1. 37.0T. T, @THRl UE. U, 9.
CGHS Ben ID No.
c) ORI Fe |./Employee Code No.
d) aT8 B UIFAT/Ward Entitlenent - Pv/Semi-Pvt./General
(e) TXT WelT/Full address e )

(f) Wéﬁr B, ﬁ?é-ﬁﬁ@/ MobileTelephone No. & e-mail address, if any :

fﬁfﬁ &I AH/Patient's Name :

b) RN T 3709 TR, T g . .

Patient's CGHS Ben D No.

¢) TUM FTE-URS & Y ITET He T

Relationship with the Principal CGHS card holder

3. mm%wwmm%wmﬂwsﬂvw

Name & address of the Hospital/diagnostic center/imaging center
where treatment is taken or tests done.

& s R R e i S o v, 5 e e & : T

Whether the Hospital/diagnostic/imaging center is empanelled under CGHS ; T8t /No

5. g & o \}ﬁ\ﬁﬁ 1 aTaT fda TRIT &/Treatment for which reimbursement claimed
(a) T4 BT, Sesi/aRI&ToT 3R S/OPD treatment/Test & investigations
(b) =TT b goirSl/indoor Treatment

6. @ e ~efa § sarﬁ%m g7 /Whether treatment was taken in emergency ﬁﬂes &l /No
7. FATSATST E‘L?:‘{ 31311% & TT§ / Whether prior permission was taken for treatment: ﬁ/Yeg &1 /No
8. T it e/ e ST ArsrT & SRR &, af B A e/ & IR gves T /MNo

Whether subscribing to any health/medical insurance scheme, i_f yes, amount claimed/received.

0. Fuftrea it @ B15 & 7% 81 4 & faa=or

Details of Medical Advance taken, if any

10. Eﬁﬁgﬂmﬁoml amount claimed:
(a) ATE gt/ OPD Treatment
(b) IRTATE W $eI151/ Indoor Treatment
(c)- qRI&TOT 3?\?3?‘1’?.[[!’ est & investigations

11, § BT TH/NGME OF the BANK ......ovevveeerresreeseessssseasesen TTTTRTH/SBA/CNO. oo R
GIRFTBranch MICR COGE..........ccouereorneemsissssosessssissessins IBSCBoae & e i
©YUT/ DECLARATION

ftwmmg%sﬂmﬁﬁvwmﬁ@mmﬁmﬁmﬂﬁﬁsﬂ?%ﬂwﬁﬁéw
Ffesee et T 7 &, 9% R0 )€ < T TR S | 7 30.31.0.0H. BT U TS & AR $NIST o o 37 A1 1.0
o7E A 1| TR i afagft < 8 # 3 WeR SRarg

| hereby declre 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. | agree for the reimbursement as is admissible under the rules.

f&=i®/Dated:

H/Place : JUH E 3 T TH B8 URS TXI1&X/Signature of Principal CGHS Card Holder



S e st &) St fSar =T d / Documents to be attached

1. BHARI & MTaed o1 & Brre 31k 0 o Srsfvavy o1
Photocopy of CGHS Card of the employee alongwith the patient's CGHS Card
- 2.3ARTr ot yfafely, afe B g ar
. Copy of Permission letter, if any
3.3marer FReafer & wrwer # siara- Ry gaor-a @a;r%)

Emergency Certificate (original), in case of emergency

4.%@5‘?‘3‘!’{'3& gﬁﬁ'ﬁ'/Copy of discharge summary
5. TR WHIUT-0F (Yemiter), afe &g &t ar
Ambulance Certificate (original), if any
6.27a & AT & fore e er dmvarsext & g wferat
Original bills/cash memo/vouchers etc. for the feimbursement amount claimed.

TE@yUt / IMPORTANT

el ragad 8, i gammavanst v ax giafraa o |

Kindly ensure to provide the following information/documents wherever applicable.

(a) IrEAERT-FoTarETateT e ¥ Gfd TRIETT THR BT SeHT-3eT [9aR0T T B (TS GRS &7 fIaRuT § gHR a9r
TR TRE & e, v R anf) @it gRR & i seRe @ rare. ax @t ade &
IR & Rl s & |
Obtain Break-up of investigations from the hosp:tal/dlagnostlc center/imaging center. (details and rates of individual
tests and the exact number of tests, X-ray films etc.) as the reimbursement.amount is calculated as per approved CGHS

rates per test.
(b) Tl & @ S W, FeD-1 ésargwmqam@ﬁaﬁ | gest % arer Sraex/ faves gr T+ Wi
wfrdt & sarga fesar ST T |
In case of loss of original papers, Affidavits as per Annexure-l to be submitted. All photo copies of the bills to be
attested by the treating doctor/specialist.
() TIEBIE - URD BT (U & FMY A FCHTD-I & R TIL-0F AR TTagfc T & /e IR DX
In case of death of the card holder, Affidavit as per Annexure-| to be filled and attached to claim reimbursement
(d) TR &5 Fieil 7, AR &y 555 W, 379 ¥, (et wfq) dom o 7w |
In case of implants, invoice no. alongwith sticker with serial number of the implant to be attached.
(6) BRIRI VT & HHeA H, ©T B aTEx] UI3T BT Goiwe T 1 3ward £ |
In case of Coronary Stents, outer puch of stents is to be enclosed.
0 TSRS WE 3nfE & it & fore freer Seiiesw/ams A &Y. &5 aRC gEOLuE &1 S e &S |/

In case of replacement of pacemaker/ICD etc., copy of the warranty certificate of earlier pacemaker/ICD may be

enclosed.

dic:  Ratvars. RO S GO dET FRY € | S} et B gar a1 e [qaxer FRpT BY W
N oarE o8 B T B e LSS ORAR B 37 Foa! & | FaRa sHTRadl & Ame # 3foa sperate
AT B FE |

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

‘case of serving employees.

f&a/Dated:
AF/Place : T S TH TH BT ORSE & ERER/Signature of Principal CGHS Card Holder



