TS . TH.3R - AP AR I SrAT-aa SIH U R, SUqR
ICMR - National Institute for Implementation Research on Non-Communicable Diseases, Jodhpur

@ard Sy % T For Serving Employees)

faferea ufergfe grar U= (MEDICAL REIMBURSEMENT CLAIM FORM)

1. a) ?ﬁ\—:ﬂqﬂWTﬂé YR D DT [9TH Name of the CGHS Card Holder :
b) HISITATY HTS HWAT CGHS Card Number :
¢ HHIR! HIS TYBAT Employee Code Number
d) TS geEdT - Elﬁa?:’/@jﬂ—ﬂﬁa?/w Ward Entitlement — Pvt./Semi-Pvt./General :
e) U;UTQHT Full Address :
f) WW@%—% @ﬁﬁ"&‘) Mobile Number & E-mail (if any) :

2. a) Ift BT A Patient's Name
b) It BT TSTITY FaR Patient's CGHS Number :
c¢) CGHS PIS YRS & Y Y Relationship with the CGHS Card Holder :

3. o srudia / S Hex / SRR Hex H Iu=iR form ma :
JYDT M Td Udl Name & address of the hospital /
diagnostic center / imaging center where treatment was taken

4. F IR YA / SANRD / SARAT FeR CGHS & Siaria TTa 7 87 - g1/ el

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

5. o/ IUER %@WWWWW% Treatment for which reimbursement claimed :
a) NS ITER / Gﬁ'aqaqﬁ&m OPD treatment/Test & investigations :
b) 333 ¥ 3UdR Indoor treatment :

6. TUTIUAR MUTApIC fRufd F foram mram e - GIEE]
Whether treatment was taken in emergency Yes / No
7. 1 IYER 8 G4 AR o TS oz - gt/
Whether prior permission was taken for the treatment Yes / No
8. o forelt warey / farfsean San Ao & Wew &7 g/ el
gfe B, ol UTWd / Q1T b1 1% MR e
Whether subscribing to any health/medical insurance scheme, Yes / No

if yes amount claimed/received Rs. .......cccccovvruernnnnne.

9. gfe s R il e mar g Y ST faavun :

Details of Medical Advance taken, if any

10. Waﬂﬁﬁﬂﬁ[ Total amount claimed :
a) 3NISt TR OPD Treatment :
b) E@TW Indoor Treatment :
) Sita / afteqor Tests/Investigation :
d) EHIB'Q\TvMedicines :
HIYUIT / DECLARATION

& g VO HRA/IH! § b 5T 3Mde | & T2 T TFBR B SR Ud Ay & $UR 9 § auT S SUaR 3 4
forar o § 3 qufa: ggr W 33 €1 & CGHS o1 arHdf § Td SU=R & THT BR1 CGHS ®Ts 3¢ uT| Faw & siavfa sraa ufagfd
WHR 3 7 H YgHd g

| hereby declare that the statements made in this 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 admissible under the rules.

{1 / Date - T $od BRI TRA FISHT (CGHS) FTS YRS & ETER
R / Place : Signature of the Principal CGHS beneficiary card holder



a)

b)

d)

e)

9)
h)

SITAY D AT UHTUT-UA (ESSENTIALITY CERTIFICATE)
(S A & A & R I, 56 SUAR 8 SRudTa § 4l g1 fbar T g/

To be completed in the case of patients who are not admitted to the hospital for treatment)

YA UM fBaT ST ®  /  Certificate  granted 10 oo qdl / Wife of
........................................................... ST ICMR-National Institute for Implementation Research on Non-Communicable Diseases
(NIIRNCD), STerqR & %R & / employed in the office of ICMR-NIIRNCD, Jodhpur.

£ ) o S Tdg §RT IO BRdl/ERa § / | hereby certify:-

A SNV T & UYWAY He H 2 /-1 TRTAR] Yeb WK BT that | charged and received
Rs /- fOor i, Consultation on at my consulting room after Dispensary hours.

£ B Dl eh (S22 ECTHIP TR / gc:ré‘rw — intra-muscular / intra-venous) SolaRM fedid
........................... DI SNVUTCTT THT F YYTd TR / That | charged and received Rs. ........................ for administering injection on
.......................... at my consulting room after dispensary hours.

fear mn SR Aetaxul sryal aRS I %ﬂ Tl AT / That the injection administered was not for immunizing or
prophylactic purpose.

A7t AR R Fer T W Iuariei= wr/2f qur Rafiva gard Iwh o fRufa & gur sryar MR fersia 9 s=ra 3 smavae off / That
the patient has been under my treatment at my consulting room and the medicines prescribed were essential for recovery or
preventing serious deterioration. 3 EEIT\@ ..................................................... Srare/3vyeg § Iuasy Tel off aur gEE
ffecia yya archt gxdt shufial Juctsy T8f ff / The medicines were not available in the ..o

hospital/dispensary and no cheaper substitutes of equal therapeutic value were available.

dT / ST faaR0T (Details of Medicine / Lab Test)

o . Ry fi / .
¥./s. | faa @@=/ Bill No. Bill Date QdI/SITd I ATH / Name of Medicine/Lab Test R 2 / Amount Rs.
No.
1
2
3
4
ELCL] A T AT >Rt AU D ¥ TR ITERTEA 1/20 / That the patient was
suffering from ......ccocoevvvieenicnn and was under my treatment from ...........cccceerreririnnnnn.
T -Y/TANTITE ST G ..o R RHAY RAE TG, TR e HT Y AP U 3§ fobar 1 /
That the X-ray/laboratory tests dated ... were undertaken on my advice and expenditure of Rs.

............................... was necessarily incurred.

Aeft 1 sruara o Yl &Y favan 7T / That the patient did not require hospitalization.

AR B oo & U oIy RERt 8q ahid fovar Tar aut adl & SFER Sa=ad Wid i Ua/FHR0T-UF ST
........................... A oo GRT UItd P TI'S»c / That | referred the patient to Dr. ......ccccecvvvecevveeenne. @and the
necessary approval as per rules was obtained vide letter/memo No. ......cccccoeverninee dated
g AT SIUdId SUAR &1 8! U7/ That the case was definitely not of prolonged treatment.

T SRaTe/ VU e WHR & HHAMRA! & IUAR %ﬁ TT=IAT U § / That the hospital/dispensary is recognized for
treatment of Central Government employees.

9 IUAR 3afy F R T 3BT IR Tt U172 / That | was not on privilege leave during this period of treatment.
WW@W%/ \_ﬂﬁ%/ That the treatment is over / continuing.

fefrear et / sruarTa siehers & gxdTer

Signature of Medical Officer / Hospital Superintendent



