BIA-THARAN(TH)/FORM — MRC (S)
(FaRd FIfdAw & fwFor serving employees)

g TIHR TIRLY ST / CENTRAL GOVERNMENT HEALTH SCHEME
faférear ufaqfed gr@aT ®iF / MEDICAL REIMBURSEMENT CLAIM FORM
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(To be filled up by the Principal Card Holder in BLOCK LETTERS)

qEY WoNTauy HTS TR &I AH

Name of the Principal CGHS Card Holder
drfvavg ot 3mssr g

CGHS Ben ID No.

HIHP IS .

Employee Code No.

ar$ arAdr - e/ scy-fasi AT

Ward Entitlement — Pvt/Semi-Pvt/General

QR gar

Full Address

ASA/CThIeT o, dUT 7 9dT, IfG 8 Mobile
telephone No. and e-mail address, if any

AT FT AT

Patient’s Name

Wl &1 defvaea e 5

Patients CGHS Ben ID No.

ACT WeNTawy H1S URS T FEY

Relationship with the Principal CGHS card holder
ITATA/STT hg/SHTHIT HeX FT ATH T IdT gl
39AR fordm a1am 3ryar ¢¥e fhu 91w

Name & address of the hospital/diagnostic

center/imaging center where treatment is taken
or tests done.

FT ATAATA/STTT hg/3ATST dex Aelitaud &
YT H 8 (81/18)

Whether the hospital/diagnostic/imaging center
is empanelled under CGHS (Yes/No)

3R foess fore wfagfd & amar far o &
Treatment for which reimbursement claimed
3 ITER/CET qAT AT

OPD Treatment/Test & investigations

3eeR 3UdR

Indoor Treatment

FIAT 3UUR 3UTdhIe & for a=r a7 (g1/-81)
Whether treatment was taken in emergency
(Yes/No)



7. FIT 3TAR & o0 qF IfAfa o a8 o (ghed)
Whether prior permission was taken for the
treatment (Yes/No)

8. Far frdt Y warezw/MRfecar i\ A &

TeEadr &, afg &, ar gransed e (21/=8T)
Whether subscribing to any health/medical

insurance scheme, if yes, amount
claimed/received. (Yes/No)
9. foT arv Rfscar 3RP% & [{aworn, It F1$ @
Details of Medical Advance taken, if any
10. grar $r el afer
Total amount claimed
(F) NS 3TER
(a) OPD Treatment
(@) 3w3R 3UaR
(b) Indoor Treatment
@) T/
(c) Tests/Investigation
11. @rar fgaor

Account Details

d& @1 =TT / Name of the Bank

J9d o @rdr &1 / SB A/c No.

QTET THATSHIIR &S / Branch MICR Code

TSURTHET 15 / IFSC Code

"IYOTT / DECLARATION
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gfaqfd & fav dgad § |
| 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 CGHS card was valid at the time of treatment. |
agree for the reimbursement as is admissible under the rules.

f&sTie / Date:
TYTT / Place:

A& ASvaud #18 URE & el
Signature of the Principal CGHS card holder



