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HATEATA Ag® [T erame™ / JAWAHARLAL NEHRU UNIVERSITY
ferferear afafd aram wi / MEDICAL REIMBURSEMENT CLAIM FORM
(STaTeReT FIT HYE &R ¥ WIS / (To be filled in by the Claimant in BLOCK LETTERS)

%.9./
S1 No.

foraor / Description

g1/ Information

() T TET/RH=I BT 180
(a) Name of Faculty/Employee

(9) 9™ / Designation

() S A fr /e
(c) School/Centre/Department/Office

(3) ESTITE TS ©. /ST (HTheaT IS H./TATH & JHITT .
(d) CGHS Card No./INU Medical Card No./ Uncovered Area
Certificate No.

(3.) HiSfiw=rey SfeTer 1 910 Sred IS gafed &
(e) Name of CGHS Dispensary to which Card is attached

() HISTTC=TH T AT/, FerfeheaT F1S)/STeTd & ST
(f) Validity of CGHS Card/JNU Medical Card/ Uncovered

Area Certificate

(D) 1S THRQRT — Tefi/ere-Fsfama=

(g) Ward Entitlement — Private/Semi-Private/General

() Tl T M9 / Name of Patient

(@) Tnft ht HifIT=eE 1S §. / CGHS Card No. of Patient

(TT) TRTT TGET / hH=T © TaieT (A7)
(c) Relationship with the Faculty/Employee

STEAATCT/AGTI Shes/GHISAT Tt MM T AT I UaT S o garst
HTATT ST ST HTETE &
Name & Address of the Hospital/Diagnostic Centre/ Imaging

Centre, etc. where Treatment has taken or Investigations done

AT ThT-Te YT T AT fora T &
Whether Cashless facility has been availed

(2/&T/Yes/No)

AT ST o [T 98l ST ARt ol T &

Whether prior Permission/Referral was taken for the treatment

(B/AE/Yes/No) . STTHTCRL T TorTeh
ﬁgﬁ‘:j’g g, T HAH 2 | Copy of Permission /

Referral letter dated is attached at page No.

AT 3T UHLSET § T TR 8, AT & ol TARSTET THTOTT S i
Whether treatment was taken in Emergency, if yes, attach

Emergency Certificate

(2/7&1/Yes/No) . THTSTHT JETOTT i
i vt 98 €. W HAH ? | Copy of Emergency

Certificate dated is attached at page No. .

T Tondll TaTeea/fiohed shaT 15T o ¥e&d ©, 9C & dl &l
/TR TR
Whether subscribing to any health/medical insurance Scheme, if

yes, amount clamed/received

(2/7&E1/Yes/No) /Rs.

H o STIE a1 bl 115 e T

Total amount claimed on account of (as per Annexure Enclosed):

(%) JATHET 3T/ OPD Treatment

%./Rs.

(@) 9l AT /In-patient Treatment

%./Rs.

(°T) STT=I/9aTet / Tests/Investigations

%./Rs.

(=) oft € Tarferean GTEI'I?, & A3 21 / Medical Advance taken, if any

%./Rs.

%/ Total

%./Rs.




() % T T / Name of Bank

CE)RUEIEARGI] (THETTeTTS 37ATE) /Address of Branch
(other than SBI)

() ST=ie @IaT §. / SB A/c Number

() HTSTRTEH 2 (THEATS o o) / IFSC Code
(other than SBI)

19U / DECLARATION
¥ 7 SO 2R / el € o SOEeh o et € et 8 WS Teeed / SO Fefehedt emiTefl €| e 1S ShTeTe ¢ SeiTs! o w3 o) o
7Teh o fog, ferfercan @l o1 <l forar <77 21 2, e O T § 0 ST ST 2| Tl S HIST 1 o STJHI bt ST e At fohelt i 1
e Wﬁw%mﬁsﬁvﬁaqﬂ / é:ﬁl I declare that the above information is correct and I am a CGHS/INU Medical beneficiary. The

Card was valid at the time of treatment taken and the person for whom medical expenses are being claimed is wholly dependent on me. The

reimbursement shall be made as per prevailing rules and amount paid excess, if any, shall be refunded by me.
T / Date:
T/ Place:

Hetiqch/Encls: ST T BT / Signature of Claimant

L. mﬁgﬂﬁﬂoml Nos. of Enclosures Yo G/ FH=R . / Faculty/Employee LD.
(E[—m/ Self aliesied) Iﬁﬁlﬁﬁ:ﬁﬂ / Mobile Number
2. VT /A T Ut ok Hsfeees s fefeneen e i 5t omail
i ; / e-mai
yfeferfd (g5 4. T HTH 2) / Photocopy of CGHS/INU
Med. Card of Faculty / Employee & Patient ( is attached at
page No. )

: Hﬁﬁ’iﬁ'ﬂT/ﬂﬁ/ﬂﬁ'ﬂT / Photocopies/Original Prescriptions.
4, e/ Hffﬁl?’f / Cash Memos/Bills (in Original).



G TEH/HU T 919 /Name of Faculty/Employee

Ty T/#TETer / School/Centre/Deptt./Office

Tarferean gran farer(en) o fearor

PARTICULARS OF MEDICAL CLAIM BILL(S)

it &1 919 / Name of Patient

Y&T™ / Designation

GeTE / Annexure

. 9.
SL.No.

e,
Bill No.

i

Date

3Rt / Description

AT Y T AT

Amount Claimed

T Y ITE TAHT

Amount Passed

1.

2.

3.

11.

12.

%A%, /Total Rs.

12 I & & T SR
Note: Attach Additional sheet, if required.

A7 / Date:

% SN GoTT #

STaTehal oh TETE / Signature of Claimant

e T T

SPACE FOR OFFICIAL USE ONLY




