A -TH HT A (T) [FORM—MRC(S)
(For serving employees)

FET WHR FERELT Trorar / CENTRAL GOVERNMENT HEALTH SCHEME

RfreaT wfeqfif amar i / MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)

F | 7T MATICH. FE UNF F 79 vF g7 Name of
the Principal CGHS Card Holder & Designation

T | Msfteaew. swmf 3mé & §/CGHS Ben ID No.

T | A T F/Employee Code No.

T | aré grEar - rgde/srd-uEde/amTT
Ward Entitlement - Pvt./Semi-Pvt./General

E | 70 g/Full Address

T | AEmEae A 3k & o

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

2. % | 60 F 9 Patient's Name

Wit wr ooy aumf s w5/
Patient's CGHS Ben ID No.

T | A% M verw. 7 4RE F w0 d@y
Relationship with the Principal CGHS card holder

HETeTel/ ETFITATREH/ FFATHT F7 T a7 R gar
STET SUMR AT ST FRaTd Ty /

Name & address of the hospital / diagnostic center /
_imaging center where treatment is taken or tests done

T IF FETATS/ IEATATRES SRR 4 &/ Yes =&t /No
oh.oe e, Awar srow gt & anferer

Whether the hospital / diagnostic/imaging center is
empanelled under CGHS

39uR Bred R afgfd oftr am@r

Treatment for which reimbursement claimed
(i) 3t 9 & ITER /OPD Treatment

(i) ¥R 39=R / Indoor Treatment
(iii) m!m:ﬂ‘rmnestsflnvestigation

6. FUT 3TAR ATYTaH Yty & sy =9y & Yes @ft /No
Whether treatment was taken in emergency

7. T ITIR ¥ qF Aty ot oy 8 Yes =t /No
Whether prior permission was taken for the treatment
T 3w FETea/RfRe fwr g @ o 7 o & Yes @@t /No

&, & gray wrow #r it gfy

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

Rftewr &g o 2 s wfer, afx o

Details of Medical Advance taken, if any

10, arar #1 7 Fo WRTotal amount claimed
(i) 3t & ITER /OPD Treatment
(iiy ¥R 3IT9R / Indoor Treatment

(iii) ST/ e/ Tests/Investigation

11. &F &1 am W F.
Name of the Bank: SB /Ac No. :

aTET FT R IE @ i A I T TE o FE
Branch MICR Code : IFSC Code :




gwon/ DECLARATION

ﬁmmma"r{ﬁ:mm#&#mhﬂﬁmﬁﬁxhﬂtwmfmmmﬂmm
u‘éaﬁﬂjt,a‘gt@mgﬁwmt|ﬁmmﬁﬁmm$m¢aﬂtm$mm
d A ey w1 A w1 | & Fraw & qgd whEE wfaqi § @ weAa g

I 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.

feT®/Date :

FymH/Place :

75T . FE URE F FEART
Signature of the Princlpal CGHS Card Holder

TFaaST "ade T _se/Documents to be attached

1 wdad ¥ dhreow w1 vd 9 F deaew. w1 1 9fd/ Photo copy of the CGHS card of the employee along
with the patient's CGHS Card.

2. wawfy ow  wf, IR 39 [Copy of permission letter, if any.

3. yrqraETHE Rufy &, FOESEW wiERFde (A WE) Emergency certificate (original), in case of emergency.
4 fewmmer Tamwor # wid/ Copy of the discharge summary.

5. wrgew Wiefhde (FF), I 0 ¥ ar / Ambulance Certificate (original), if any.

6. amr & weh iy @ wRgRE & Be A Aer Fu AR aEER ARIOriginal bills /cash memo / vouchers etc. for
the reimbursement amount claimed.

HEeaqol/ _IMPORTANT

wgt @y 8, Pefafla guen aFaEe S wue gfafaa T / Kindly ensure to provide the following information /
documents, wherever applicable:

1. sreqaTel SEIeTEeE) SRR $7 ¥ i B W gEAr wa w7 (velE e 1 qu e d oA
!ﬁmﬁw.Wmmﬁ)fﬂﬁmﬁmﬂﬁﬂﬁﬁmmtmmﬁiﬁ.w.m.

# 7x ¥ TRERa # A Obtain Break up of Investigations from the hospital/diagnostic center/imaging center

(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. Wm?amﬁﬁuﬁﬁ.mltwmmmﬁlmﬁmm
TTUR FIH IS TECT e ¥ FeAa #IETE / 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, 8 URE @ A o A Rufy & g & = ofe f el F P e & FTER FEAEATHT
sTET "9 F1 In case of death of the card holder, Affidavit as per Annexure |l to be filled and attached to claim
reimbursement,

4. wFedtee @ Rufy & grooee &1 wH . wfya faer 7. v Rewx wo@a Fi In case of implants, Invoice No.
along with sticker with serial number of the implant to be attached.

5 FRED T & Rufy # v § awd 93w F@ed U In case of Coronary Stents, outer pouch of stents is to
be enclosed.

8. ﬂmﬂ!an'#ﬁﬁﬂ*m%ﬁﬁﬁ,@mmﬁﬁﬁtmmﬁﬁmﬂ!

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

A @h.aﬁ.ﬁ.w.gﬂmaﬁmgsmmwmqﬁt|mﬂaﬂ?ﬁm3ﬂrqﬂﬁmaﬂw gz Wit & @
& 3 ro.rw. w18 1@ B o e ¥ | GaRE weREl & Weu F IOgE TS Sarg A et |

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.



