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Please check the following before submitting the claim The claim will be treated as incomplete in the absence of the

following : _' : guar & 3¢/ Please Tick
| el @ du fRAfeca gRaer @ wiel wlRa yor go @ wiel @191/ Xerox o foar
" | copy of the first page of patient's medical booklet. Attached

2. | Rifecafer g1 aer e (Ywx) 2 weM A TE Ry el gw @ wier | Wer
®f St afre @ aifre A we @ fag & @ 81 Xerox copy of the page where the | Attached
patient is granted approval for outside Reference which is valid upto three months only.

3. (cari @& wiwa R, weg Rifvcas grr gafia aswamexr amd | /Al the bills Horr faan

of Medicine and Tests duly verified by treating Physician be attached. Attached
4. | sraex @1 wat @Rl /Attach the Priscription of the treating Doctor. e foar
Attached

5. | Remdlile woiw 2g A T wwva dalaloh 3 U@ e 3@l & s @i wors fean
eand |/ Attach the Xerox copies of all the pathological tests and x-ray for which the Attached
claim is being made.

6. | T 5000/-7d TER afm B T Bg W Rae @ | /Affix revenue stamp | T fa

for claim of Rs. 5000/- or more. : Attached
7 | T o R YWy A Reie § M AE B ol § orR d@w wga a1/ Submit| 3 fear
* | your claim bill within the period of three months from the date of referral positively. Checked
g | @w W Ral /awwRl w W gRT PraE fFw T ey sweiRa & |swnaRa fear
|/ Please write “PAID BY ME" on all Bills/ Vouchers and sign Signed

AfHer ﬁs“@ﬁﬁ? FAH @I ﬁm/ Details of Medical Reimbursement Claim
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(Name & Designation of REGULAR IITR EMPLOYEE)

2. HHAN! WA/ Employee No.
3. W 9 Ay fafee gRasr den

[Valid Medical Booklet No.(of Patient)]
4. fom/ordierm /@ @1 A /Name of Deptt./ Office/Centre

5. 4% &1 9% 9 Udg< et/ Name of Bank & Bank Account No.

6. SAMZIAEEL. DI GRATY HEAT/ Telephone No. of IIT Rke

AeTgd ¥. / Mobile No.

g—AdT / E-Mail

~N

. (30) M @1 I 3R 3MY /Name of Patient & Age
(3) Hardt & |/ Employee’s Relation with Patient

2]

gfogfef 2 e=f /Amount Claimed :
(@) 1w &R &1 fAaRor afe B B/ Details of Advance taken if Any :

@) <@ B o=/ Total Claim for Reimbursement

9. el dr99™l @I WA (WAl #H) / No. of Vouchers Enclosed

10. Y6x &7 fe=id Date of Referral

11. Yo% ¥ TS SR BT T Name of doctor
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a3 & |

ﬁ?ﬁ/ Dated HHAN) B TEIERN Signature of Employee
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(To be filled in by the Office of the Chief Medical Officer & Dean Finance & Planning)
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5 A e fafscera & YogR & Suerer 8l off g7 3 aiverirar ) wfnforg 781 & R
FHFE AR STH YATT aren NSRRI HUeR # Sucley B o 3 R o e, ded yawe
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Affix Revenue
Stamp if Claim
is Rs. 5000/-
or above




