CSIR-Human Resource Development Centre, Ghaziabad

HeHaTg AR-Aa GAT1YH fawr g, misrarare

Form-MRC (S)
(For serving employees)

CENTRAL GOVERNMENT HEALTH SCHEME/AUTHORISED MEDICAL ATTENDANT

P PR WA o1 3HRpd fRifesr tRare

MEDICAL REIMBURSEMENT CLAIM FORM

farferan wfergfet grar yo=

(To be filled up by the Principle Card holder in BLOCK LETTER)
(3 T HIS YRS GRI §9 &R (BLOCK LETTERS) H WRI SIFT g 1)

(a) Name of the Principle CGHS Card Holder & Designation
(a) TBT CGHS P13 YR® o1 14 3R Ug

(b) CGHS Ben ID No.

(b) CGHs aHTf ID FaR

(c) Employee Code No.

(c) HHAR] BIS R

(d) Ward Entitlement. Pvt./Semi. Pvt/General

(d) TTS B! U WZde/AHI-TIgde/sFRd

(e) Full Address
(€) gt
(f) Mobile No./landline No./ Extension No.

() TATSd FeR/ASATZT AIR/TRIETA R

(g) E-mail address
(9) 3-HC1 TgH

(a) Patient’'s Name

() TR &1 A1

(b) Patient’'s CGHS Ben ID No.

(b) FRISI BT CGHS M RIRT ID FaR

(c) Relationship with the Principle CGHS card holder
(c) G- CGHS HTs YRS & AT Ty

(a) Name & address of the hospitals/diagnostic center/imaging
Centre where treatment is taken or tests done

() I RTATA/ SIS Ye/SARAT e BT 14 3R
UdT Sig] 3aTSl BT 7T 1 ¢ fhu 17U

. Whether the hospital/diagnostic imaging center is
Empaneled under CGHS

RN YA/ SIARED SARHT Yo

CGHS & dgd qdie< &

. Treatment for which reimbursement claimed

o SU=R & fore wfayfd &1 arar fevar man @
(a) OPD Treatment/Test & investigations
(2) OPD SASI/E 3R §d

(b) Indoor Treatment

(b) TTSR ITTAR

. Whether treatment was taken in emergency
7 T H SCITST hTT 1T Y12

. Whether prior permission was taken for the treatment

T 3Tl & ol gd S ot 715 ot



8.

10.

11.

Whether subscribing to any health/medical insurance
Scheme, if yes, amount claimed/received

1 fordft WreRaAfehd STRNY WB1H &1 JeafhwH form g,
gfe g, d 7| 1 TS/uT M|

Whether prior permission was taken for the treatment /
Details of Medical Advance taken, if any

T A9 & AU g ¥ oAl of T8 o /
MR BT Afeha Tsai form a1 &, @ BT faRu

Total amount claimed
ENECICIICIRIEIRIR
(a) OPD Treatment

OPD <dIS
(b) Indoor Treatment

ISR JUAR

(c) Tests/ Investigation

T / 99

Name of the Bank: SB A/C No.:
g &1 T CEGECIGIRIEE]
Branch MICR Code: IFSC Code:
i MICR ®1S IFSC TS

DECLARATION
| 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. | agree for the
reimbursement as is admissible under the rules.

9o
o Ug OVUN AT/ § b 3MadeT H o TS TFHRI B TFHRT iR Iy & SER Tg
g Ok o9 fdd & S &1 W9 g3 §, 98 T @ ¥ 97 R R R
# el & SER <7 uiigfd & forg st wgafd S |
Date/f¢-ib:
Place /¥I:

Signature of the Principle CGHS card holder

T HoNUauy HIeUYRD & TXIER

SECTION / 3{HTT:

Documents to be attached /Hdd ﬁ?'! ICECIG] EWIaTr[

Photo copy of the CGHS card of the employee along with the patient's CGHS Card.
FHIRT & CGHS BTS 3R TIT & CGHS FTS B! BIcIHIUL,

Copy of permission letter, if any.

gfe 3rgfd o 1, @ I Ufd|

Emergency certificate (original), in case of emergency.

ffq &, smurdsrely gHoga  (a wfd)

. Copy of the discharge summary.

feearst wl &1 ufafaf

. Ambulance certificate (original), if any.

T gA O (), A Iuds gl
Original bills/cash memo/vouchers etc. for the reimbursement amount claimed.

aar Ft T ufagfd IR & e g fd,/sw ad/akeR enfe |



IMPORTANT /Wg@yquf

Kindly ensure to provide the following information/documents, wherever applicable.

gfe ar &), @ Fuar Fufafead faaRo ok gwaae Iudas HRIG|

(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 firms, etc.,) as the reimbursement
amount is calculated as per approved CGHS rates per tests.
3RUATd, SAUIRed Yex a1 AR Jex T g &1 T TR0 (UAF ¢ FT Ao 3R
W, X B IS T, TE-Y oMfe) U &, i ufagfd @ I Wiea deivaey
(CGHS) Xl & SfUR Ufd < TUMT &I St g

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

T BRTSId Wl S B R, SdY | & TR Y U Y foban ST =1fg el foedl ot wat
IcIh Ul P ZaTsl B dTdl Slde’/faRIvz gRT I favan ST =nfgu|

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

reimbursement.
BTS BIeeR B! G 8F W, Jgraific o1 a1 B3 & oY TIaRR 11 & TR YUY-TF HIBR 1Y
ST BT
(d) In case of implants, Invoice No. along with serial number of the implant to be attached.
S & HHA H, 37dI5Y R & Y D] HIRI R Hi S |
(e) In case of Coronary Stents, outer pouch of stents is to be enclosed.
DRI W< & HHA H, T & 91611 UISd Dl s Hch G- 81T

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

T/ SIS 31fe & UfaRITT o Aee 1, fUsd OheR/3Msdls! & aRel Y10 U &t Uufd
T BT o bl B

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

GIAT: TSITaud (CGHS) JfaeTsit &1 gouaNT Udh G8-11 SHURTY § | Tl I TG (U AT
3T HYT UK B B U F Frol ey o718 AR B3 Sl SSTdd HRATE B o el B
JIRd HHATRE! & [ ST SIRMAIHD HIRATS P SIEr |




