
rrf-rre yrr S (rro /ronv vnc(s)

a-ffitdt 6t tEI ti * frv (For serving emptoyees)

iFfrq IIrdE.E <rerc +jl-,Ir / central Government health scheme

fnf{rfiI ry6 arfl tEr4 / medical reimbursement claim form

qr 615 qrr6, (cRT ,r{r nro (To be filled up by the Principal card holder)

1.ir {sc *.$.a-q.('s. 616 trrt6 6r arq vd' qrarq
The Pnncipal CGhS Card Horde'& Desig.atro.

tr d.fr.r's.('{. dnTrm 3{rf A *
CGHS 8en lD No.

1l 6ffi 6'13 +. Employee code No

q arlvrrar-vryiart-w{ic/srqra
Ward Entitlement' P!.t./5emi Pvt./General

g TT trAI /FullAddress

iI rit rfsr(o{rc a. :itt f;fo, cfr t
Mobile/telephone No. and e mail address, if any

2-6 {ffi 6.I arrlpatient's Name

EI trft ar *.*.qq.r's. dfir{ 3nf n :d

Patient's CGHS Ben lD No.

lf rls 0.fr.('q.('s. 6rt qrro' + sM ditr
Relationship with the PrincipalCGHS Card Holder

3N:FGniT / crrrarko/ vfff;rzr arfi *l arq slt( var

sro rq-qn cr Eiq 6rsl* zrff
Name & address of the hospital/diagnostic centre/imaging
centre where treatment i5 taken or tests done

iFIr qF 3r€q / BrrJ-{rk6'/ ifrfrizr a;q
*.#.qE.vs. rrattlr rrrqT qA d ufi-a t
Whether the hospital/diagnostic/imaging centre is empanelled
under CGHS

6i / afi Yes/No

scsE Er*'Rs cfffd rfr a-4I *r trt
Treatment for which reimbursement claimed

(i) 3il 0 f rq-qr /oPDTreatment

(ii) f3t< StrqR /rncroor Treatment

(iii) aielfdWf/fests/rnvestigation
irrr Jrrirn sncr firfi Rrfr jt *rrqr zrqr

Whether treatment was taken in emergencY
6i / afi vesTNo

1 iFrr sqirR B T6 %{qfd dt rrs
Whether prior permission was taken for the treatment

6i / ;rfi Yes/No

an ra srsqrfft-mr tfi qifir fr rr* t? qft

ri, a) sr{t / cIB A zr$ IIft}
whether subscribing to any health/medical insurance scheme,

lf yes, amount claimed/received

Bi / a-et Yes/No

9 Efs-ffi tg * rr4 rrFrE {Ifu, qfr * ,rf
Detail5 of MedicalAdvance taken, if any

10 al(r fI zrff .F- ffil ,/Toralamount claimed

(i) * ff * rq-qR /oPDTreatment

tiit ist{ 3ttilR /rndoor -rearment

(ii0 gi fdqfur/Tests/lnvestigation
11 *a an arq:

Name ofthe Bank

arcr ifi qq 3{6 S Jr{ 6tr:
Branch MICR Codel

€ITIT T,:
SB/AC No

crf($,wSd-c:
IFSC Code:

I
I

I

l

3.

6.

18.

I

I

I

I

I

I



# dqsr 6-{dr/6rfr ( f5 3ntfi * ftv zrq F{{q t0 srd-6'rt 3ik fresr€ + rrsR s& t rit{ B{ afiFd
$( sFir GFq E-+ f,t ,rg t, rr Xt rrr ge w :nfra tr d #fiq Er+'R f,i Fre;q +rar +t an*$ (
rik rq-s[ A ra-q t{I S.fr.qE.r'{. 6r! Er q it ftqfi +, 6d Fffi vGr16 t, Rv vcra (r
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 CGHS benefiriary and the CGHS card
was valid at the time of treatment. I agree for the reimbursement as is admissible under the rules.

fraiq /oate

FqET/Place

rt-c *.*.r'E.qs. q,rt qrrq, n r<rfr(
Signature of the Principal CGHS Card Holder

rsaris riara frrr ;ru / Documents to be attached

1. r'ffi t *.*.r.q.t'a. c'rt lri 1il *, *. .qq.r'c. arl 4t cF/photocopy of the cGHs card of
the employee alongwith the patient's CGHS Card.

2. 3r{efr tr' ft cft, qG 3,la /Copy of permission letter, if any.

3. glqtirfirffa Fffi *, $rcrdfir&{ afrft-+c 1qa (*qyEmergency certificate (originat), in case of
emergency.

4. fH F{{!r *f cfr /copy of the d ischarge sum mary.

5. ttiFtd€ q€frt*z ({dI), qPa art t A/Ambulance Certificate {original), if any.

5. ErEI *l ?rS ffiI f,t sGr$t * fts rF fdr+t #/irs-{{ 3[fr/original bills/cash memo/vouchers

etc. for the reimbursement amount claimed.

x.crlotflMPoRTANT

oti ar{. d, feafrEa qa-arAsric Errll ifi,,{Iirl gBfitea oVxinOty ensure to provide the

following information/documents, wherever applicable:

1. rrwdr l:r{rdrkc'6frRl?T iia * niq dt urt q*ar vt€ 6t (q-4+- tr *,r q{T ft-{sr 3itr qr

aql e€ fi ra-6 {E{r, qfit RrE rIE) dlf6, 4r{r f,r ,rff {fti fI cfirqfr rA6- e€ t Rs
ffift-d S.*.(rq.c{. fi fr t cfrfifud *l dlqrff/ obtain Break up of tnvestigations from the

hospital/diagnostic centre/imaging centre (details and rates of indavidual tests and the exact number
of tests. x-ray films, etc.,) as the reimbursable amount is calculated as per approved cGHS rates per

test.

2. ,tf, tl'r gE d qrf f,r Frfr *, 31d-ra-*, r +' .r$rr rdq-frrqr rrrir-{ fi atr fta f,r srft
cfrRfuqi grsr 6d arn arn cr€{ ft*Ta * Irf,tftd +tqr{ I tn case of loss of original papers,

Affidavits as per Annexure-l to be submitted. All photocopies of the bills to be attested by the
treating doctor/specialist.

3. 6rt qr6 f,t E rti fi Ftfr *, crr ff rr4 rtfrt fl efq$ t frv rEcrr+ r i s1ar
liF6afal fiFF-{ dtrta Ft / ln case of death of the card holder, Affidavit as per Annexure-ll to be

filled and attached to claim reimbursement.

4. TF"+a *f RrF *, !+a ff r.F {'. {F6 fta a. wi kfi< dill-a rt ,/ tn case of implants,

anvoice No. alonEwith sticker with serial number of the implant to be attached.

5. atfdt €e Sf f;Fft *, *a +. ft qr'q d ril 6t / ln case of coronary Stents, outer pouch of

stents is to be enclosed.

6. trtrrvrri * S iltr i cfr€qq-a f,t Rrfr d, {4ffirvrrtSn+ EIiA vftffiz *t gfr

{itrri -V ln case of replacement of pacemaker / ICD etc. copy of the warranty certificate of earlier

pacemaker/lCD may be enclosed.

qt fsIT/ Decla ration

ale: fr.*.rre.q{. gfamil a yvma *ra <ra gllr{Ifuo g* tt arrgfa acd si r{ri Jl'r qor fa+tw

ti v< is sFar n ara *.*.qq.qs. *,rl rrc fr'fi sr sq-ar tt d-arra +-ffit *, {aq d 3q -{ff
3-1tIr€-d'96, lffurt *l arqfit
Note: Misuse of CGHS facilities is a criminal offence. Penal action including cancellation on CGHS card may be

taken in case of employees.


