STIH-TA HT &Y (TH) /FORM MRC(S)

FAIRAT # Far X F AT (For serving employees)

0T FTHR T WA / Central Government health scheme

R sfegfef arar wof / medical reimbursement claim form
AW FTE URE TART HA A (To be filled up by the Principal Card holder)

1

L 3

e MNva.ww. s unE & A vd gEAH
The Principal CGHS Card Holder & Designation

o

#;hoa.ow. aomdft s & 7
CGHS Ben ID No.

AU FF F. Employee Code No.

ark qraT-uEA - ATATT

Ward Entitlement- Put./Semi-Pvt./General

T 94T /Full Address

wramgwrga . 3R €}, IR ¥

Mobile/telephone No. and e-mail address, if any

M T AT /Patient’s Name

W A ovow. smndt ard @ &,
Patient’s CGHS Ben ID No.

qEr Wh.ve.vw. s aRE § w0 Fav
Relationship with the Principal CGHS Card Holder

FEoare /| sgraites/ gfAfw dex w1 A Ak gan
TE 3TUR A AT wI@E wh

Name & address of the hospital/diagnostic centre/imaging
centre where treatment is taken or tests done

T TqE FEAE/  SIETATRE®/  gRfS hen
W.aftvw.ew. Awar s @t & efore §

Whether the hospital/dlagnostic/imaging centre is empanelled
under CGHS

gt/ 7€t VYes/No

FUUR vk fav Sfq afY avar @y

Treatment for which reimbursement claimed
(i) 3t ff & 39U /0PD Treatment

(i) ¥8R 399K /Indoor Treatment
(i) STE/HAIOT /Tests/Investigation

1 ITUR I9TaETe Rufy & Iy
Whether treatment was taken in emergency

g/ wft  vYes/No

T IVUR ¥ [E spafa o mh

Whether prior permission was taken for the treatment

ot/ @ft  ves/No

1 3 Aew/MRfvan fia deer & = B2 aR
#, & Zmar / srog # o fr

Whether subscribing toany health/medical insurance scheme,
If yes, amount clalmed/received

g/ 78t Yes/No

R & @ o e o, A @ o

Details of Medical Advance taken, if any

10.

grar & Fo uftr ﬁo?élérﬁaunt claimed
i) 3 & & ITUR /0PO Treatment
(i) ¥ 399R /indoof Treatment
(1ii) FTE/INTOT /Tests/Investigation

11,

& w1 amv
Name of the Bank

UTET F TR W @ AR A
Branch MICR Code:

arar §.:
SB/Ac No.:

3§ e o @ W
IFSC Code:




EYWUTT/ Declaration

® wvon wTAUETE § B amdee A R v ferer A8 sl Ak A & e @ ¥ o B afd
WA A AE M g ¥ oaw o aw AW W e § A T seR H wRe e w1 oannd §
IR 3TUR & FHEE AV Ahowww. w wew an F B & aea et gl & B awE §

| hereby declare that the statements made in the application are true to the best of my knowledge and bellef and the
person for whom medical expenses were incurred is wholly dependent on me. | am CGHS beneficiary and the CGHS card
was valid at the time of treatment. | agree for the reimbursement as is admissible under the rules.

&= /Date:

FUTH/Place:
Fer dfreew. Fé UR® & FET

Signature of the Principal CGHS Card Holder

TS §eeA e ST / Documents to be attached

1wl & MShvoew. sk vd N & @hvwow. w# f 9RdPhotocopy of the CGHS Card of
the employee alongwith the patient’s CGHS Card.

2. yeAfY 9% & wfe, afk w7 /Copy of permission letter, if any.

3. yuawee RBufy & sroaere sfEfede (e wE)/Emergency certificate (original), in case of
emergency.

4. fwavst favor # wf /Copy of the discharge summary.

5. TR wiefrdT (@), I anp # AWAmbulance Certificate (original), if any.

6. zrar # ;A afr A wfagff & v A= febw AAvasw nf/Original bills/cash memo/vouchers
etc. for the reimbursement amount claimed.

HEAIUH/IMPORTANT :

g @n B, R qamEEadsr wAT war gtaa ®UKindly ensure to provide the

following information/documents, wherever applicable:

1. yearasTAReRgRe 7 ¥ e f T8 gua o w1 (T@w T w1 QU R ik W
U TR B whw Fow, e ew ) wifE g & wh o f oRgRE vRw TR F R
fufte @sfowoe. & zx ¥ oRwfya # smeaf 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. wmpﬁmﬁm#.m|kmmmmﬂlﬂwﬁm
wafaRa sver v o @ ey MAdwa T F@W / In case of loss of original papers,
Affidavits as per Annexure-| to be submitted. All photocopies of the bills to be attested by the
treating doctor/specialist.

3. % uRw W g oW f Rufy A mﬁnﬂuﬂrﬁcﬁﬁﬂ‘tﬁvm Il & qER
FAGATHT HIHT AW HT / In case of death of the card holder, Affidavit as per Annexure-ll to be
filled and attached to claim reimbursement.

4. witer f Rufa &, o # w9 W wfdT Aw 7. v@ Rewt daeT #T / In case of implants,
invoice No. alongwith sticker with serial number of the implant to be attached.

5. AN Ve f Rufy #, ¥ ¥ awd ar3w Fa@wer #T / In case of Coronary Stents, outer pouch of

stents is to be enclosed.

6. mmmam*mmﬁmt-@mmwttmm'ﬁﬁ
&I ®Y In case of replacement of pacemaker / ICD etc. copy of the warranty certificate of earlier
pacemaker/ICD may be enclosed. '

Are: Wshve.vw. gRut w1 gyeEr s vE arftE o ) SRt av w gae iR e R
& W &3 W@ & awa dAShvwvw. ¢ @ R S Fwar § ¥R sAORE § daw A IUgE
HUTHATH® Hiears F smeaf)

Note: Misuse of CGHS facilities is a criminal offence. Penal action including cancellatlon on CGHS card may be
taken in case of employees.



