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CENTRAL POWER RESEARCH INSTITUTE, BANGALORE

aeT W9 ®iF / OUTPATIENT FORM

FHANT / 9IR

Employee / Pensioner

STEg W 3TAR T AR Ffhear g3t 1 gfagfd @ arar smdes

Form of Application for Claiming Reimbursement of Medical Expenses towards outpatient treatment

STH AT YeATH
Name & Designation

JHATIT
Division

A ddel YT I A

IRAF dereT (TR g an)

Basic Pay & Grade Pay

Initial Pension (in case of pensioners)

ufa (@ dere/ aRar geeR)

Status (Employee/Pensioner/ Family pensioner)

@ a3 B &
Full Address with Phone No.

darfes RUfY / Marital Status :
arfea & ar gt/ afd FeT R &

If married where the wife/husband is employed

d, emar & 1\ 3R @rar |, sl gfagfd s
i FE T

Name of the Bank, Branch & Account No. where
reimbursement has to be credited.

[l &7 A 3R FEERY /AR & Gy 3THT 9y

Name of the patient and relationship with Employee
/ pensioner

T S8l A9 AR gs7
Place at which the patient fell ill

10.

o A s

Nature of disease

11.

3R &1 3afer

Period of treatment

&t /days ........... ATE /months)

12.

eTa Y ThA AT WA Yeh H AR, GG FS g

Details of amount claimed and fees for consultation indicating :

Rfecar AOFERT F1 A7 T | WAY AT H T T AN | FAT WHT JATC /FoeIT WAL FET

YT 3R 3 Egdrer T IAS qUHT

Name & Designation of the AT AT AeFH
Medical Officer and Hospital >

No. and date of consultations &
fee paid for each consultation

Far & for | & a7 o & Faw ' )W & T |

Whether consultation / injection had at
the consulting room or at the residence
of the patient.




13. fere & NIt Hdoet WallcHe /SNariOae / fAfRoTcAs a1 3o FA YR & qderor & Yokl

Charges for Pathology/ Bacteriology / Radiology or any other similar tests undertaken during diagnosis.

YA AT GAWRTATAT T

AT ST wetor fRu T |

Name of the hospital/ lab.
where tests were undertaken

qIYeTOT FT ATH
Name of the test/s

qEToT & JHR

Charges for the
test/s

Far qreToT 3T/
wifthd Rafhcar o=

Hellg I AU [T

Whether the tests were
under -taken on the advice of
the Doctor / AMA

SW -%./Total Rs

14

Holddd ) |/
the medicine (cash memos to be enclosed)

STy & T o IJHR GAIT T A, TIUCT TS Sl T HEIT TG gal H AH (e HAT

Name of the medicine/s prescribed by the Doctor, No. of medicines purchased and cost of

qEY & AR edr3it & &
Name of the medicine/s prescribed

GIEY I garAHt dr

HEAT | No. of
medicine/s purchased

gar3t & e
Cost of the Medicine

15

YA & Ty guHA, [FAva ryar Rfecar 3Rl & far =

Consultation with specialist, fees paid a specialist or Medical Officer indicating :

Yok, FAad R &

WAerar {dvs / Rfecar fter
&1 ATH Ud 9eaH 3R HFagY 3ol

I ITH |

Name & designation of the specialist /
Medical officer consulted and Hospital to
which he attached to .

WRAY Jat f e
Td di@ IR TS
qUHY dar & v e

T %l?ch‘ |
No. & dates of consultations
and fee paid for each
consultation .

WA FaT F@ 4 TS
A H O, faRwa
Rfecar  FERr &
AT kel H, WM &
forara T 9T |

Where the consultation
was had ie., at the
hospital, consulting room of
the specialist /medical
officer , at the residence .




16. | &1d T Fel THA %./Rs.
Total amount claimed
17. | Hefastent T g 37, &G /Prescription 31T, = HAT / Cash memo
List of enclosures 3. FIEA / Cartons g 3.
3.

g BIYUT 99 U HIIRT gEaei oy
DECLARATION TO BE SIGNED BY THE EMPLOYEE

# Tde gaRT BT T /AR § R 5 e 9T A RU 9T FYA M A IR A & @R FF §
3R o =afedd & AU I8 @< 3omm 1 98 A FW U aE § 3T B

| hereby declare that the statements in this application are true to the best of my knowledge and belief and that the
person to whom medical expenses were incurred is wholly dependent on me.

Coicy FHAN & FEARR
Date Signature of the Employee

FRTET # 37T F AT / Office Use

S g fras 31 5.0 ... ( ) & A
& fov 9iika ferar amm |
Bill checked and passed for payment of Rs. / - (
only)
THENT gt

Head of the Division



