gfaqfcd grar gas
REIMBURSEMENT CLAIM FORM
1. GaRA/GaTAGT Yo7 HAART &1 ATH (T3 e H)
Name of the Railway/retd. employee (in BLOCK letters)
2. QaRA/AaTiegd I HAART H YeATH (I3 IeRT #)

Designation of the Railway retd. employee (in BLOCK letters)

3. T 3R wAa

Office and Station of employment
4. QIR AT Tol HAURT Sl dcde1/3iTAHA dcdal U5 dcdal g

Pay/Last Pay of the Railway/retd. employee including grade pay

5. AT 9dr

Residential address

1. THTSH/3RS Uy o. 3R aSfedr/safasry
MIC/RELHS no. and issuing Authority
THANTSH/IRSUATITH Tollhel FELT
e g 3Eqcre
MIC/RELHS registered at Health Unit Hospital
I A) TBTT T AET 3R 37

Name and age of the patient .
(B) HaRd/ Farfaige el Ry & Ay Wi & e,

Patient’s relationship to the Railway/retd. employee
1L YSTAcR HEATT H UIed $aASR CICHE T TIaxor
Details of Indoor Treatment at Non Railway Institute

A. IEAdlel <l oTH :
Name of Hospital:

B. 3sfA=T & af:

Date of Admission:

c. BTrer & [AfY:

Date of Discharge:

D. ToerT;

Diagnosis:

E. 39aTel foer 1 o IR (fawqd foer doea M)

Amount of Total Hospital Bill(Attach detailed bill)

F. &7 SAISIAT & Sellof fohar /T o7

Whether Treatment was taken in Emergency

G. T 3T HIEUHS HT T & (TT/A8):

Are you a CTSE member (Y/N):

Iv. a7 3T fRAY Tareey AT gifadT T &8 § I7 fhdl 3T Taeg AT & enfad & Ife &r,
o AT A9 3 3TAR & fAT AT hoelr & g AR 9o g9 8. ARG & o 3rerr e |
fqaRor geda +L
Whether subscribing to any Health Insurance Policy or covered under any other health scheme: If yes, have you
received any amount from insurance company for the treatment in question. Give details if any on separate sheet of

paper.




V.g1d & Fel TR

Total Amount claimed:
V.S @i #T faeRoT Stgl Ifaqf MY T ST R ST §

Details of Bank account where Reimbursement amount is to be paid

a) S T ATH b) QIT TE&AT

Name of Bank Account No.

¢) ATET THISHIR FIS d)3TSURTHET IS
Branch MICR Code IFSC Code

VI. Holdolehl T T (FUAT Heldel cEddail R b L 3R faRed geamEs o).
List of enclosures (Please Tick the documents attached and write additional documents).
A.  THITSH/IARSTATIUH FIs T gfa
Photocopy of MIC/RELHS Card
B. YdddX IEUATST aRT ST HfAaR—Iar 9 3Tard JATOTIH.
Essentiality cum Emergency Certificate by the Non.Rly.Hospital

c. BTrer R

Discharge Summary

D. 31ETcTel & Hel faor
Original Bills of Hospital

E. I H&fRT @1, dl Gart/aetgAdel/SACAE 3G & HA e ar3=.
Original Cash vouchers of Drugs/consumables/implants etc. if relevant.

F. TeC, YTAR, SHATATC e T 39134,

Outer pouch of Stent, pacemaker, Implants etc.
G. PIS 3T Holdddh (Fs Holdaldh & HATHS H, ITARFT Toldddehl I T&AT Jgl Tord 3R fFawor
& ATY AT efe HoldaT L))

Any other enclosures
(In case of many enclosures, write number of additional enclosures here and attach a separate sheet with details)

I HATRT SIRT gEAETRA ST STl dTell SIYOTT
DECLARATION TO BE SIGNED BY THE RAILWAY EMPLOYEE

# Udegarr @voT R § % 3@ et A U v fAaRor AU g SRRy IR fARa & AR T ®
IR o =gfFa & foav Rfhear sag fhar 7131 § 98 Q@ e J51 R R & 77 uar § & Rafecar ghausit &
GOUAT AT fRdT 8t YR T I S W THASNTSH/IRSTATIUH HIS I oG el & WIY-AIY SSIcHsh HRATS I
ST Fehel & # TdegdRT 9o AT § fF I &7 A arar g 3R A sfasy A g7 3uER & @9y & o9 v
3T TR ISTAT ¥ HIS SraT AT H&aT.

I hereby declare that the statements in this application are true to the best of my knowledge and belief and that
the person for whom medical expenses were incurred is wholly dependent upon me. I am aware that misuse of medical
facilities or misrepresentation of any kind can attract penal action including cancellation of MIC/RELHS Card. I hereby

declare that this is my final claim and I shall not make any claim in future to Rly or any other health scheme in respect to
this treatment episode.

Yo A & EEAER

Signature of the Railway employee

Date:

Place:



gfe st & grg Rfecar far offad § 3R ag 99f@a 3uar & T gar e agar & ar a8 gge AT
HUAT & 2T F Hhdl & AR BT NAT FUer gaR’T AT gFAash, fSalt i & A1 Fefd F erar ge&dd
THT &.

In case the beneficiary has medical insurance policy and intend to make claim for the treatment in question then he/she
may make claim to insurance company first and then submit claim to Railway with documents, bills, etc. attested by
insurance company.

------------------------------------ IeTd Railway
afercar faamer

MEDICAL DEPARTMENT

IfAar—Iara 3mard gAToTIT

ESSENTIALITY AND EMERGENCY CERTIFICATE

# garfora a=ar § & Avsiad/gar/gA S
IR Yo H FRRa A/AEd ,
AT & geet/qE/gR/anAT § 3R AR &
IGIEEGE I o REZ

U H fRar T g Toed BT I8 A8 IR Foeda foelt &

AT IRT 3UAR 39rd Fufa & fFar oar an, 5Ed #15 Aes J8 Far 51 oar a1, & I8
ot gaTfOTe ahecr § o feam o 3uar JifAad &9 & 3mavaeh o,

[ certify that Shri/Shrimati/Kumar/Kumari wife

/ son / daughter / dependent relative of Shri / Shrimati employed in
Indian Railway as has been under my treatment for
disease from

to at the hospital and that the treatment as

described in the attached Discharge Card No. and attached bills thereon were

provided due to an emergency situation, treatment for which could not have been delayed. I further
certify that the treatment provided was essentially required.

ITAA AT & ATHS H A7 T g/l

afga gl Rifrcar 3R & geaeR

Signature of the Medical OfficerIn charge of the
case at the non-Railway hospital
with Name and Stamp / Seal

A/l o ATY 3ETdTel THART AT
Wi EEAERBAT & FEARR

Signature of Hospital In-charge or
Authorized signatory with Stamp / Seal



