[

TATEATA 8% argfaamea / JAWAHARLAL NEHRU UNIVERSITY
frfercaT wfagfd aram wiH / MEDICAL REIMBURSEMENT CLAIM FORM
(GTaTeRal gRT Wi 3Tl | 31T Sw) / (To be filled in by the Claimant in BLOCK LETTERS)

%9/
SI No.

faawor / Description

g1/ Information

(%) TehTT HEE/HU=T T A1
(a) Name of Faculty/Employee

() 9™ / Designation

() T/ F T /e
(c) School/Centre/Department/Office

(%) ESfT=ITd 1S /ST FfeheaT i H./3TATH & T .
(d) CGHS Card No./JNU Medical Card No./ Uncovered Area
Certificate No.

(S.) HiSu=Iuy ST o1 10 (S8 IS Galerd &
(e) Name of CGHS Dispensary to which Card is attached

() SHT=rTe i Sera/SieR] FereaT FTe/2TeaTd &5 JHTors
(f) Validity of CGHS Card/JNU Medical Card/ Uncovered
Area Certificate

(D) IS ThaRI — Fsfl/ered-Fsfyamr=r

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

(%) T T M / Name of Patient

(@) Tt i Hisfi=ed 1€ @, / CGHS Card No. of Patient

(TT) HohT e / FHHET & HereT (J7aT)
(c) Relationship with the Faculty/Employee

STEIATE /AT oheg/SHAT TeX 3ATME T AW AR qaT STaf & 3ol
AT & AT STl LTS &
Name & Address of the Hospital/Diagnostic Centre/ Imaging

Centre, etc. where Treatment has taken or Investigations done

T Tehal-ed GiodT T A form T 8
Whether Cashless facility has been availed

(RT/A=T/Yes/No)

T SIS o (7T, 6 STTHIC/ B foTa 1T &

Whether prior Permission/Referral was taken for the treatment

(R1/A&1/Yes/No) . IFFATIAHA T feih
Hr i g €. W HAH ¥ | Copy of Permission /

Referral letter dated is attached at page No.

FIAT SATS) THLSTET | LT T €, A BT T CHLSTET JHTOTS Tl ohi
Whether treatment was taken in Emergency, if yes, attach

Emergency Certificate

(RT/AET/Yes/No) . ST ST feeieR
& ufd I8 €. W HAH 2 | Copy of Emergency

Certificate dated is attached at page No. .

T Topet T/ fafercar ST FISHT % HeET ©, Iic & di aET
TE/9TE TFT

Whether subscribing to any health/medical insurance Scheme, if

yes, amount clamed/received

(=T /Yes/No) %/Rs.

T % ST AT 1 T et TRT:

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

() 3TdYST 3T / OPD Treatment

%./Rs.

(@) 9l A /In-patient Treatment

%./Rs.

(1) ST=I/9€dTd / Tests/Investigations

%./Rs.

(1) < 775 FafercaT @173, 9fs 15 81/ Medical Advance taken, if any

%./Rs.

%l / Total

%./Rs.




(h) S T / Name of Bank

() TG T 9T (TSI 3 3TATT) /Address of Branch
(other than SBI)

(T) SI<Id @TdT 4. / SB A/c Number

(<) SATSTHTHHT F (TASTIATE o 7eAram) / [FSC Code
(other than SBI)

|50 / DECLARATION
g EIOTT AT / A § Foh ST FaT el & quT H Hisieaey / e faferca arirefl §) a8 e e 1T A  ana 39 o |
=t 3 for, Fafsrean @< &1 ama fope <11 @1 2, 7 i avE & W S i 21 gweht wiaafd st et & srper i st qon afe fre ol
fereR W%ﬁﬁﬁT%?ﬁﬁS@?ﬁa?ﬁﬂ / Ej\'ﬁl I declare that the above information is correct and [ am a CGHS/JNU 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.

f&Hie / Date:
T / Place:
HeldsTs/Encls: ITaTeRdl ol BEATE / Signature of Claimant
I i 1 F E/Total Nos. of Enclosures TohTT Hew/ FHA H. / Faculty/Employee 1.D.
(¥ SFAITOral Self attested) HieTee F91 / Mobile Number
2. HhT GER/HHET qT WY 3 HiSiu=es /s ferfehedt s1e shi ,
. . B 30 / e-mail
gfafafs (I8 €. W HEH ) / Photocopy of CGHS/INU
Med. Card of Faculty / Employee & Patient ( is attached at
page No. )

3. wfafcfieri/e/afet / Photocopies/Original Prescriptions.
e/ ﬂ@%ﬁ/ Cash Memos/Bills (in Original).



G / Annexure

Terfeream gran farer () o fereron

PARTICULARS OF MEDICAL CLAIM BILL(S)

YT TEE/FHUERT %61 918 /Name of Faculty/Employee Yad™ / Designation

T/ farT/#TEate™ / School/Centre/Deptt./Office Teft T AT / Name of Patient

k. . ==, s TRt / Description ST <hT TS TV T <R TS TIvT
SL.No. Bill No. Date Amount Claimed Amount Passed

1.

2.

3.

10.

11.

12.

heT %. /Total Rs.

FI2: I 571 51l AR T GeiT F

Note: Attach Additional sheet, if required.

feHie / Date: FTETeRAT o EEATE / Signature of Claimant

hHaeT HIATAAA TR & foru 2

SPACE FOR OFFICIAL USE ONLY




