CENTRAL POWER RESEARCH INSTITUTE. BANGALORE
di-09 399 / inpatient treatment

FHANT / GIR

Employee / Pensioner

3Eqdrer 7 T W & ITuR & AR Fafercar sai & gfagfd @ arar smdee

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

oATH AT YcodTH
Name & Designation

JATIT
Division

HT dclel AT U dclel

IR Gt (SR &1 )

Basic Pay & Grade Pay

Initial Pension (in case of pensioners)

fufa (FAarly deery afar d2e)
Status (Employee/Pensioner/ Family
Pensioner)

QM IAT 3R B .
Full Address with Phone No.

Jarger f&ufd / Marital Status :
fQarfied ¢ oY gcsiv 9 el g &

If married where the wife/husband is
employed

dor, em@r & A7 3T @rar °. et
wfagfct stem & St §

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

N T A IR FHARY /RER F T

..

Name of the patient and relationship with
Employee / pensioner

T STl I AR gar
Place at which the patient fell ill

10

aT T gehfer / Nature of disease

11.

39 i 379 /Period of treatment

........... ¥ / From

&t /days

12.

3TEATSl T AT dAT IdT STgr U3 ahr
o7l fr oS

Name and address of the Hospital Where
the patient was admitted




13, & T IHA TAT Ted e & AR, FRAT FA g R

Details of amount claimed and fees for consultation indicating :

i fafrear AR &1 | WA Jarsi f dear @ Al | g AS WHS dar & v e e
AT g e 3R No. and date of consultations Fee paid for each consultation.
3TEqdrer
Name & Designation
of the
Medical Officer and
Hospital

%ol /Total = Rs.

i @ IHR | .. =< A GED L9 T & W W
Accommodation From .. .. .. To ....... Rate perday .......
charges Tl YHR / Total charges:

diagnosis.

fAere & GRIeT H9=a1 AeMcHh /Sliarivash / fafeomcas / ThAEATr a1 3 FAT JhR & e & Yoh
Charges for Pathology/bacteriology / Radiology/ Physiotherapy or any other similar tests

undertaken during

3T T JAIRTSAT T ATH ST8T

qdreTor fRw v |

Name of the hospital or laboratory
where the tests were
undertaken

qI&ToT T T
Name of the test/s

qleToT & YHR
Charges for the test/s

ngvr /Total = Rs.

V.| STy & TEQ &Y qansit 1 A, WAE TS Gand T WEAT FAT AT H GA (FHG AA FoleeT FY)  Name of the
medicine/s prescribed by the Doctor, Nol of medicines purchased and cost of the medicine (cash memos to be
enclosed)

feetien | qE@ &1 qanit & TG I gart A FqEAT gan3it & e
Date aTH No. of medicines Cost of the Medicine
Name of the purchased

medicine/s prescribed




Vo | afffer geR @fad Y arumor afder § e fay Jfdr )
Nursing charges paid (PI. indicate whether it is ordinary nursing or special hursing )
feair / Date Yed U / Charges paid
Vi | e RfSFcan3mTme #1 3R Yed THR
Charges paid towards operation / surgery
o Fr A A I ATH I FAdTel 3T / T & THR
Date of surgery Name of the surgery QYA FT AT Charges of the
Name of the Surgery
Doctor/Specialist
Performed the surgery
vii #ISleT 99X/ Diet Charges
IEGIED f3aToT / Details YA / Charges
Date
viii t'?%&lﬁﬂ-“l JHAR  / Ambulance charges % /Rs.
iX.

faQat & @ quARy , faQser 3rerar Rifhcar HfAERY Fr AT AT Yok AT FIT gU F / Consultation

with Specialists, fees paid to specialist or Medical Officer indicating :

WA Advw  Rfecar | waEy Qait & d'ar g g 30k
JWFRT FT ATH U UeAH | Y WHY a1 & fAw  Rar
3R FFaeY I H AH | Yo |

Name & designation of the No. & dates of consultation and fee paid
specialist /Medical officer for each consultation .
consulted and the hospital to
which he attached to .

WRIAY [T FEl & IS I H
wa / Rfsaar JHRT &
QAT HeT # , I F [ag T

9w |

Where consultation was had i.e., at
the hospital, consulting room of the
specialist/ Medical Officer , atthe
residence




X. S 3T TAR IEGIED faazor geo fer
Any other charges Date Details Amount Paid
14 | ad 1 Fel A : %./Rs.
Total amount Claimed
15 | gerd: off a5 ueEl : %. IRs.
Less advance taken
16. | gra & g e : %. IRs.
Net amount claimed
17. | Hefastent T g : 31. €@ / Prescriptions 31T, g WG / Cash  Memos
List of enclosures 3. ®IcA / Cartons 3. gt RC  / Diagnostic Reports
3. f3Tars grier/ Discharge Summary 3.

9 GIVUT 99 W FHART §EAeR Y

DECLARATION TO BE SIGNED BY THE EMPLOYEE

# Tdg gaRT YU AT /A § o 58 Hded 99 A QU 0 FUT A AT IR faRamd & 3qER
T ¢ 3R 5 =afFa & fov I8 @< 3o/m 7141 g A FW qU R & AT 3

| 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.

ICGIC FHART [ UAR & §EAER

Date Signature of the Employee/ Pensioner

FEATET A IWRANET & AT / Office Use

Bill checked and passed for payment of Rs. /-
( Rupees only)

THENT gaTeT

Head of the Division




