FORM-MRC(S)
(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by Principal Card holder in BLOCK LETTERS)
1. (a)
Name of the Principal CGHS Card Holder:    ___________________________________
    (b)
CGHS Ben ID No.                                      :   ___________________________________
    (c)
Employee Code No.                                    :    ___________________________________
    (d)     Ward Entitlement –Pvt./Seme-Pvt./General ;    ______________________________________

    (e)
Full Address                                                 : ________________________________________    

                                                                                      _______________________________________.

    (f)
Mobile Telephone No. and e-mail if any     ;  ___________________________________ 

2. (a) 
Patient’s Name                                             :   ______________________________________

    (b)
Patient’s CGHS Ben ID No.                         :  _______________________________________

    (c)
Relationship with the Principal CGHS Card Holder :    _______________________________       

3.           Name & Address of the hospital/diagnostic

              Centre/imaging centre where treatment is taken :  ____________________________________   

              Or tests done                                                           ___________________________________

4.          Whether the Hospital/diagnostic/imaging     :                                  YES

              Centre is empanelled under CGHS

5.         Treatment for which reimbursement claimed  :               Total    Rs.: 

              (a) OPD Treatment/Test & Investigations

              (b) Indoor treatment

6.        Whether treatment was taken in emergency    :                                   YES / NO

7.        Whether prior permission was taken for the    :                                   YES / NO

           Treatment

8         Whether subscribing to any health/medical
:                        YES ? NO

           Insurance scheme, if any amount claimed/received.

9.       Details of Medical Advance taken, if any 
        :                          No

10.    Total amount claimed                                                   :   

         (a) OPD Treatment                                                                                  
         (b) Indoor Treatment                                                                                   

         (c) Tests/investigation                                                      

11.   Name of the Bank  : ______________________          A/c No._______________________
        Branch MICR Code……………………………            IFSC Code  __________________
DECLARATION
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 : Prayagraj                                                                 Signature of the Principal CGHS Card Holder

OFFICE OF THE ACCOUNTANT GENERAL(A&E)-II,UP,PRAYAGRAJ.

FORM FOR DISPOSAL OF MEDICAL CLAIM
1.
Name of the  Employee            :      ________________________________

               a.  Personal No. & Section
  :      ________________________________


   b. Whether self or family      :       ________________________________


   c. If for the family, name of the Patient  :  __________________________


   d. Residential Address            :   _________________________________________                      

                                                                               _________________________________________

 2..
Period of which claim has been prescribed :  _________________________

3.
Disease                                                         : __________________________

4.
Name of the Doctor who treated the patient : __________________________                   

               And Hospital, in which admitted                        _______________________________
5.
Total amount claimed


a. Medicine


b. Consultation fees                     


c. Injection fees                           


d. Ward rent/Room charges           


e. Pathological charges               


f. Radiological charges               


g. Operation charges


h. O.T. Charges/Anesthesia

6.
Whether voucher and receipt in support


Of the claim have been submitted.

7.
Whether supporting voucher and receipt


have been carried out on the Govt. 


Hospital by the authorized M.A. rules

Encl:-
Signature of the CGHS Card Holder

FOR OFFICIAL USE
1.
Admissibility of claim 

2.
Amount disallowed

3.
Amount admissible for payment

4.
Amount of medical advance outstanding, If any

5.
Net Amount sanctioned for payment

SR.ACCOUNTS OFFICER/CASH                        Sr,Dy.ACCOUNTANT GENERAL

                                                                                                     (Admn.)

