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fRf¥ear ufagfd smage/ Medical Reimbursement Application
(=t grr swrsm /To be filled by the Employee)

FHTARY FT ATH e

Name of the employee: Designation:

Ao forar arar § fe da /AR 3nfa aRar & deeg Aeafaf@a & fov 3 o 3 3R for §
Certified that I / my dependent family member have taken OPD treatment for the following:

L. | QufY T A/Name of the patient

2. |y & Ay HFd-e/Relationship with
the employee

STcY &l oITH/Name of the Doctor

4. | Ey El'cljﬁf/ Nature of illness

S. | 39=R $r 31af&/Duration of treatment/ afr & e fafr ae&

From date To date

Fafecar o : (FEG &1 ufd AR 7ol Her AAT e HoveT HT S AR )

Medical Charges: (Copy of prescriptions and original cash memos/receipts should be enclosed.)

$.9./ | F TPR fFarR & g Td & 15 iy
S. N. Expense Type Detail Description Amount incurred

L. SRERR Teh/ Consultation Fee /

2. TNl {Je<h/ Laboratory Charges/

3. TFH X / X-Ray/

4. ST g3dTel/ Investigation/

S S I Yoo © (FUAT fAfdse )

Any other charges: (Please specify)

cars forer faaxor : (0 &1 ufd R e Ser AAT [ Hewa T e AT )

Medicine Bill Details: (Copy of prescriptions and original cash memos/receipts should be enclosed.)

%.4./S.N. |feer ss% / Bill No. | foer faf2r/ Bill Date| gar$ fdavoT/ Medicine Details [ferer TfRT/ Bill Amount
1.

2.
3.

Total claim amount /Fel gaT #r ¢ TARY =

# gAOIT #cr § foh 3ugerd faavor @ § 3R o safda & fav swied Rifscar sa9 fhar 7 8, a8
T &7 & JH W AR E |

I certify that the details given above are true and that the person for whom the above medical expenses are
incurred is wholly dependent upon me.

fafd/ Date: GIdGR & gEdT&TR/ Signature of the Claimant
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# JATOIT Al FI § o ALy /gaeremern, qdiefor, AT Star & S0 grar fhar arr & W & 3R
& o 3maegs o |

I certify that the consultation/laboratory tests, medicines as claimed above were essential for the treatment of the
patient.

TAT/ Place Rafhcar 3R & gedieR

Signature of the Medical Officer

fafdy Date: 3§ TS TH TG/ 1IM Raipur
Seal (HgY)

Al Tcde W9 & T 37T B &7 39AeT fohar S arfeu|

N.B. Separate form should be used for each patient

daa 3R @ FRTET & 3TAT F AT (AFE dF)/ For use in Pay and Accounts Office (Post Check)

K e NIEC RN foRea afr
Admitted for Rs. Objected to Rs.
A& & HRoT

Reasons for objection:

SECICory Ut T Us & T 30 HEY G JTemr
Accountant FA & CAO Chief Admin. Officer

fAcerd (99,000/- IR & 31f0% T A & fow )
Director (For Amount Above Rs 15,000/-)
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