
tmlf-t;lt.3lR.~.~/FORM-MRC (S)
~ Q)l:j''elIRil1 a;~/(For serving employees)

~~~~ CENTRAL GOVERNMENT HEALTH SCHEME
~Rt>H-t1~crraa;fFm' q;T+f / MEDICAL REIMBURSEMENT CLAIM FORM

~'UR cnrt 0RCf5 9RT ~ 3Ta:RT.:r ~"5fI1!/ To be filled by the Principal Card holder in BLOCK LETTERS)
(a) >TOMm.:JTI.TTtr.~. cnrt -0RCf5 C!STTT ;:rp:f

Name of the Principal Card-Holder:
(b) m.3?r.TTtr.~. ~ qg.'P-f. ~.

CGHS Ben ID No.

(c) ~WCtt./Employee Code No.

(d) cri cBT~!Ward Entitlement - Pvt/Semi-Pvt./General

(e) TTlRlT/Full address

(f) ~~;:f. 3tRt--m.rlRlT / MobileTelephone No. & e-rnan address. if any:

2. (a) ~ C!ST;:rp:f/Patienfs Name:

(b) ~C!STm.~.1!a'.tm. rm-nm~.'Q;f.tt.
Patient's CGHS Ben ID No.

(c) >TOMcnrt -0RCf5 ijn,m :RfC!ST-mfU

Relationship with the Principal CGHS card holder
3. ~tvifuft!m' 1J1! ~Rnr-Ru1t:r~ ~ C!ST;:rp:f3l\-{ q(IT

Name & address of the Hospital/diagnostic center/imaging center

where treatment is taken or tests done.

4. CR:rT~Rnr-Rora~~m.:JTI.TTtr.~. in:ml'r.r~t

Whether the Hospital/diagnostic/imflging center is empanelled under CGHS

e:T/Yes

~/No

5. fJR:1 ~ in fffi! ~ C!STc::raTfux:IPrmt/Treat~ent for which reimbursement claimed

(a) :m.1TI.iT. ~~eJUT3tRJi'fu/OPD treatrnent/Iest & investigations

(b) ~* ~/Indoor Treatment

6. CR:rT3:rTliRf~ it ~fcnm 1TUT/Whether treatment was taken in emergency -gr/Yes ~ /No

7. CR:rT~~ ¥~ FIT ~ / Whether prior permission was taken for treatment:

8. CR:rTfcDm~~mmzIT3Rr *~~t. ~e:T.m ~l>Iffi<;cBT~
Whether subscribing to any health/medical insurance scheme. if yes. amount claimed/received.

e:T/Yes ~/No

9. ~ 31fW1 ([Ifu CB'rt FIT ~ -gr cm C!STfucRur

Details of Medical Advance taken, if any

10. crra -aft ~~/Total amount claimed:

(a) 31T.1TI.iT.~/ OPO Treatment

(b) ~.:r~/ Indoor Treatment

(c). qf\'ffiUT 3tR Ji'fu/T est & investigations

11. ttcn C!ST;:rp:f/Name of the Bank mrcHSTrrrttJSB Nc No .

mmr/Branch MICR Code IFSC Code .

~/ DECLARATION
Tf U6" ~ 0ffilT ~ ftp ~ ~ .:r RI! 1J1! cima::r¥'r ~ ~ 3l\-{ ~ in ~ ~ t 3tR f3Rr mfu> in fc;w

~ ~ fcnm 1TUTt,erg~ CR6 ~ ~ 1R:mf~ t I Tf m.:JTI.TTtr.tm. C!ST1!05 ~ ~ 3l\-{ ~ in W1<:r mr m.:JTI.TTtr.~.

Ci51t~ m I R<111Ij'ii I'C3IT ~ tzr EWi'r Tf:re Wam 0ffilT~ I '

. I 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. I 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.

~/Dated:

~Place:



f3:R~;mq;hiciT.rfc!i?;ITJfRT~ / Documents to be attached

1 . ~ ffi' :ffI d?J l?tll?ti CB'Tt c#rCb'tG~ Cf51c?l ~ ~ esr fi't ,,{il?tll?ti CB'Tt
Photocopy of CGHS Card of the employee alongwith the patient's CGHS Card

2.~~c#r mmMQ-, <:!fu~ BTill
. Copy of Permission letter, if any

3.3lJqffi'fuffir m lWrrT.r 3lJqffi'-~ g1TIUT-~ ~

Emergency Certificate (original). In case of emergency
4.~ ~c#r mmMQ-/Copy of discharge summary
5.l?~2t'"fl g1TIUT-~~, zm.-~BT ill

Ambulance Certificate (original), if any
6.GN a5T~ mful?'Wc1~~~ c#rwrsmrm

Original bills/cash memolvouchers etc. for the reimbursement amount claimed.
l1«<'Cl'i,uY / IMPORTANT

JTBT~N, R8ifa)(,1 ~~~31rc'1W<lXRT'tiR~tl(l mt I
Kindly ensure to provide the following information/documents wherever applicable.
(a) :mq(ffi1R1'lT-Ruh:r~ ~ ~ ~ qUffiUT >M'{asr 3iWr-3iWr~ mt<i mt~ qiTffiUf (ffi ~ er~ CiW

Cllti<NCf5qiTBJUTt c#r~, l!Crn-{ ~ ~ CfZl'ifcn ~ a5T~ ~ ~.0TI.l!a'.TR1. ~ ~ cRraTUl) ffi'
~~qRCf5fc9(1a5TamTr~ I
Obtain Break-up of investigations from the hospltal/diaqnostic cen er/imaging center (details and rates of Individual
tests and the exact number of tests, X-ray films etc.) as the reimbursement.amount is calcula ed as per approved CGHS
rates per test.

(b) !iC1>1rndim m :51'R 'R , ~-1 m ~ ~-~ ~ mt I ~ W qrft- ~/ ~ ~ ri cmcr-
gfum cn1 ~fclmrJ1RT. I
In case of loss of original papers, Affidavits as per Annexure-I to be submi ed. All pho 0 copies of t e bil!s 0 be
attested by the treating doctor/specialist.

(c) <:!fumE- WWi<nrRtFrmJffi!m~-11 m~~-~moR~GNffi'tmT ~mt
In case of death of the card holder, Affidavit as per Annexure-II to be filled and attached to claim reimbursement.

(d) ~~ffiq;:;ili '1 I ill'lj tt. >"f<:ITWr-rc#r~tt., ~~. (ffGdH 'flftm) ~~ #r:1IT! I
In case of implants, invoice no. alongwith sticker with serial number of the implant to be attached.

(e) ~ ~ a5Tl1fl1C1T l1, ~ m~ qmr CfiT~fcImr J1RT31f.rcw.T ~ I

In case of Coronary Stents, outer puch of stents is to be enclosed.
(f) ~r.mt.~.g'r. :mfuffi'~ffi'fffi!~~r.mt.~.it. ffi'cmirQl1T1JT-~a5T smnmr.:r tNJm! If

In case of eplacement of pacemaker/1CDetc., copy of the warranty certificate of earlier pacemaker/ICD may be
enclosed.

;:fic;: ~.J\T.\!U.rn.~ <nr ~'(lq<:l111~ 31LmU~ I31H1~Cf)'(m:mm'r~mTJffi1fucRur~ awr'R
~.J\T.\!U.rn.CI'iTicn1 ~'~. ~ ~q)RQTfa5T3Inrcpm~ I~ Cf5QtllRdi ffi'11'fi1c1't.q:mm31j~lItiRct
~ a5TJ!T12llTI

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

case of serving employees.

~/Dated:

~/Place: Q'OR'~ JlT ~1fflepg W{1'!i a> ~aR/Signature of Principal CGHS Card Holder


