Form—-MRC (S)

(For serving employees)

P WHR WY o]
ferfaea wfagfe grar uua
U BTs YRP gRI 5o &R H HRT SY
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM

(To be filled up by the Principal Card holder in BLOCK LETTER)

1. (a)T4eT ALN.TI.TH FS YREH HT ATH
Name of the Principal CGHS Card Holder
(b) Hefwaey omemef 3mssYy g
CGHS Beneficiary ID No.
(c)FHANT HIS FE&IT
Employee Code No.
(d) a1 §FheRI -UTsdc/THT-UIsdT / SAlel)
Ward Entitlement - Pvt./Semi-Pvt. /General
() Ydr
Full Address

(£) ANEISA TNl aAsX 3R $-Ad gar, I FIS & -

Mobile telephone No. and e-mail address, if any
2. (a)3M & a1 / Patient’s Name

(b) M3 Fr TS vava amemdf 3SEr TEar
Patient’s CGHS Ben ID No.
(C)9UTeT E.N.TT.TH HS YRS & Y Y :
Relationship with the Principal CGHS card holder
3. EIATl/SaAECeh g /FHIGTT &g
FT AT 3R 9T S8BT SolraT Tohar ST
T RAeToT fRAT ST §

Name & address of the hospital /
diagnostic centre/imaging centre

where treatment is taken or tests done.

4. FGT TUATS/SRATANECH e /AT g g/ T
defivgey & Uaar # 87

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

5. 39aR T faw gfaqfcd & grar frar amr ar

Treatment for which reimbursement claimed

(2) 3. 9. 31 3R,/ 9deor 3R S

OPD Treatment/ Test & investigations

(b) 3MdR® 39TR /Indoor treatment

6. FIT SoTol 3MUTddTele [ufad & fFar a=r ar? g / T

Whether treatment was taken in emergency

7. T 3R & AU qd IgAfd o a5 A2 gl / 78
Whether prior permission was taken for the treatment

8. T fopdll FTareed,/ Rfehcdr §AT &1 Ge&Idr o1 & - g /

AT, afe gf, dr grar/ greg Uiy

Whether subscribing to any health/medical

insurance Scheme
If yes, amount claimed/received

9. fow v RfFcar ¥BHE &1 [awer, I = @

Details of Medical advance taken, if any

10. raT & TS FHel WA

Total amount claimed
(a) 3. 9T. 8 399U / OPD Treatment

(b)&kﬂQ% 3YdN Indoor Treatment
(c) gdreToT 3 I Tests/Investigation




11. & &7 & / Name of Bank
Grdr &A1 /SB A/c No.
QITET THNSHIIN &S / Branch MICR Code:
IS TFH.THHET HIS /IFSC Code

YIYUT / DECLARATION

# TdegaRT IO FRAVRIA § R 3mdes A U v s AY wdfdd Siewdr 3R faward &
AR T § 3R o safed & fav fafeear sag far mr § a5 @ @ @ 757 W AR B & w
dshoaey anmdl g iR gore & @7y @ovawd &3 3y o1 # At & dgd W@ gfagqfd &
foT wead gl

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. I am a CGHS beneficiary and the CGHS

card was valid at the time of treatment. I agree for the reimbursement as is
admissible under the rules.

Date:

Place:

T ©F.S. 0.8 HTE I ok TdTe
Signature of the Principal CGHS card holder

Taed fFY S grel g
Documents to be attached
1. TOS & Hisfiuaeg 1€ & 9rer HHar & Hisiuaud H1 i Berndl|
Photocopy of the CGHS card of the employee along with the patient's CGHS Card.
2. wigufa o & wfa, afe #:i8 2n

Copy of permission letter, if any.
3. SIS o A § ST o (79|

Emergency certificate (original), in case of emergency.
4. fewarst aniy i yfd, fewarst e i .

Copy of the discharge summary.
5 . et A (), %

Ambulance Certificate (original), if any.

6. AT 3T 75 Wit T o g 7t forer/sher wft/arse e

Original bills /cash memo / vouchers etc. for the reimbursement amount claimed.

Hgcaqol/ IMPORTANT
FHUAT, STET it @ 7, FAfeRaa s/ aeaes 98 AT gEtya ol

o STUATS/SIHIRTS TeU/SARIT Tet T Sfiw o1 ferewor 3 saftrra adteron < &t o7 wiiequni oY Tdter wea, waa-{ fhew geafs wmw i, Fifh
sy 2w iy 6t o gfa sl sEifed disfroey &t & stgar S 2 )

o TS FNTSIA Wl ST At el &, s1geier 1 o STTET 3o o S forarm STTT =nnfe) forct ot wnft whieientelt Soim st et St/ feries gra
wearfud B =T |

o S YN hl g & HIAC H, ST 11 % STTAR T TF ST BN 3R A 7 &a ot o o Heret aham enm |

o ST o WA H, SFAie o et Fo o @1y Resht o T 3aTed Fo T forarm ST =nfze |

o FHHI Ve F AW §, e Hi aredt Aeht i der fopa st =nfew |

o T, TS ATSENE enife  wlcreuTon % ATt H, Ueed % UHHeR/SASHE 3 At FHIOS Y Ui T St ST ek R |

A TefTaey girensit o qeudiT U SR T ) ST azi i f5un a1 Terd S Seqd i o qTel § disieaed F1E H @ w5

Hied SSToHeh FHIATS hl ST Hehcll ol HARA HHATNAT o AT H 3 HATRITEATHS FHILaTg shl STt |

Kindly ensure to provide the following information I documents, wherever applicable:

(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.

(b) In case of loss of original papers, Affidavits as per Annexure I to be submitted. All
photocopies of the bills to be attested by the treating doctor/specialist.

(c) In case of death of the card holder, Affidavit as per Annexure II to be filled and
attached to claim reimbursement.

(d) In case of implants, Invoice No. along with sticker with serial number of the implant to
be attached.

(e) In case of Coronary Stents, outer pouch of stents is to be enclosed.

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

Note: Misuse of CGHS facilities 1is a criminal offence. Penal action including cancellation
of CGHS card may be taken in case of wilful suppression of facts or submission of false
statements. Suitable disciplinary action shall be taken in case of serving employees.




