FORM-MRC (P)
HrH-THSRET ()
(For pensioner beneficiaries)
AT Tyl % for)
&% PR WA i1 fafeer ufaygfd grar wid

CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM

(TETH TS HTLH/ZTATRAT 5T 98 FA § T AT 2)

(To be filled by the Principal Card holder/Claimant in BLOCK LETTERS)

(a) Name of the Principal CGHS Card Holder
Ty FSHTITd TS YRS BT A1H
(b)  CGHS Ben ID No.

Heitaey anmrf sree! AR

(c)  CGHS Wellness Center to which the card is attached
WTEey Jed Jex o o1 JT1gane

(d)  Validity of CGHS Card

Hiofieauy 1S &t dudm

(e)  Ward Entitlement - Pvt./Semi-Pvt./General
CISRIECIBEEIELRE i )
® Full Address
QI Ydr
(g)  Mobile telephone No. and e-mail address, if any
HiaTed SATBI FeR 3R -8 U, Al 1S g
(a) Patient's Name
RIS &1 A
(b) Patient's CGHS Ben ID No.
RIS BT iohuaed arHTff oEet FaR

(c)  Relationship with the Principal CGHS card holder

Y TN HTS YRS & 1Y Ty

Category of pensioner beneficiary - please specify

(Central Govt. Pensioner/Pensioner of Autonomous/Statutory body/Ex- MP/ Ex-
Governor/ Former Judge of Supreme Court/ Former Judge of High Court/Freedom
Fighter/Legal Heir/Others)

Ui anurelf 1 9oft - o Ay B

(&% WBR S U arm/Aifafie fFem & Yemigd are/gd

T Y HIE & gd AATdiRI/BIRHIC & Yd Arrei=ad=ar Sy
STRIABRI/ )

Name & address of the hospital/diagnostic center /
imaging center where treatment is taken or tests done

AT/ ST e/ZHIT Hex T 71H 3R T
STET SaTS! T STl © 1 Sffel o1 STt @

Whether the hospital/diagnostic/imaging center is : Yes( BT) /No (:Iﬁ)
empanelled under CGHS

T ST /SRS /GRS Hex

Hofuaes & ded e @

Treatment for which reimbursement claimed

e T forg wifergfel o1 arar feba T
(a) OPD/Test & investigations
SRS e SR S

(b) Indoor Treatment

TSR IUTR



7. Whether credit facility was availed. If not, reasons
thereof (clarification may be attached)

T HiST AU BT AT ISTT T T TS T,
A TP HRUT (WFIHRU Yy a1 o TahdT 8)

8. Whether treatment was taken in emergency : Yes( H ) /No ('_-|€T)

T IYIR 3MMUTaehTa fufa § foram war ot

9. Whether prior permission was taken for the : Yes( 81) /No ('_‘@1)
treatment

T IUER & forg gd srgrfa oft 7 ot

10. Whether subscribing to any health/medical : Yes( H ) /No Fﬁﬁ)
Insurance scheme, If yes, amount claimed/received

H B1S WA/ egT ST Arer1 ol 7T §,
gfe g dl a1an 1 TS/uT B S AR

11. Total amount claimed

11 B IS He AR

(a) OPD Treatment
ST TR

(b) Indoor Treatment

TSR IR

(c) Tests/Investigation

TR/
12. Name of the Bank: SB A/c No.:
% &1 A CEGRCIRIRSICEE
Branch MICR Code: IFSC Code:

AT TSR BlS: BTG HIs:;
"o

DECLARATION

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 a CGHS beneficiary and the CGHS card was
valid at the time of treatment. I agree for the reimbursement as is admissible under the rules.

o 9o AT § b 3 & AU 1T Sy T gatan 99 SIR 3y & SuR 9 § SR R safdd & fa fafea
79 foran T o1, 98 O @RE ¥ g R MR g1 F Hichiuaey anmif § ok Suar & v dielitaey &1 9y ol o

ot & dga wer ufagfd & foe ggud g

Date:
a:i'|$:

Place:
Signature of the Principal CGHS card holder / Claimant

R T HIolTauy ®Ts YRG/aIdhd! & GElaR



Ty fhe oM 919 G

Documents to be attached

1. Photo copy of the CGHS card of the principal card holder along with the patient's CGHS Card.
T B1S YRP & HoNTITH HIS $I BIe! Bt AR Aol BT Wiollgawy HTs |

2. Copy of permission letter, if any.

AT TA Y ufd, afe B gl

3. Emergency certificate (original), in case of emergency.
STUTAH T FHIOYH (), STaTadbien f&ifd H|

4. Copy of the discharge summary.
fSwars aRiw 1 ufd|

5. Ambulance Certificate (original), If any.

T YHTOTA (), TS BIS

6. Original bills/cash memo/vouchers etc. for the reimbursement amount claimed.

gfayfd T & fore 7@ fea e Fro/arsR sife|

HE@qul

IMPORTANT

FHoT FEfIREd TFHRY/awdIds UM &A1 gHfd &Y, Sel o ar g

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

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 films, etc.,) as the reimbursable amount is calculated as per
approved rates per test.

RIS /e Fe/ARHT Bg I Sffd BT SART T B3 (AR ULieil &1 fJarur 3R a¥ 3R uieron 1
e Te, T b, nife) ifep wfarafef divg iy ) o wfe odteror wdipd &30 & SIgIR Bl S 1

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

TS RIS @l o 1 YT H, I 1 TR §AB-IHI U fobdT ST 18T | foredl b1 gt wicieprdt
IUER R ATl e/ fa=IoR gRT I1fid 1 St =1feu|

¢) In case of death of the card holder, Affidavit as per Annexure II to be filled and attached to claim
reimbursement.

B YRS &1 Jg $I fUfq §, ufayfcl &1 a1a1 37 & {0 SR 11 & SR TABATAT U HeTd HRAT
BT

d) In case of implants, Invoice No. along with sticker with serial number of the implant to be attached.

YARIGU & HIH H, Tl IS b H1Y-H1Y YIRIYUT 1 HIRael WA JTell R Jeid HRA1 S|

e) In case of Coronary Stents, outer pouch of stents is to be enclosed.

PRI LT & T H, W B 16 Iai Gad S gHiT|

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

ﬁ@agwnﬁﬂ@w%%uﬁum%wmﬁﬁ,uﬁ%ﬂ@m&nﬁﬂﬁ%a@mwaﬁﬁﬁwaﬁw
THdl 8l

Note: Misuse of CGHS facilities is a criminal offence. Penal action including cancellation of CGHS card may be taken in
case of wilful suppression of facts or submission of false claims/statements.

AYe: Foieauy Giaurs BT geudnT Ueh TR SORTY § | 91 &I eI U I S Sa/aaT URgd B &
A H HoiTaey &1 B g B Iied SIS PR Bl o Jobal g




SIS -1

Annexure -1

T TR R gi@rde grar w=i/fadl & e 9y s &1 s1ve

Draft for Affidavit for Duplicate Claim Papers/bills on stamp Paper

L, son/wife/daughter of... ............c.ccceiiiiieieveceeeeene.and - resident  of
............................................................................................ have lost/misplaced the original paper or the
same are not traceable. I hereby give an undertaking that I have not received any payment against the original bills/claim
papers from any source and that if the original papers are traced, I shall not stake claim against original bills in future and
that in the event, I receive any cheque against the original bills in future, I shall return the same to competent authority.

AR e I gd SIS @ AT SA 8 MU § a1 IS Tar
T 9 T XGT 8| H TAgaRT a9 3a § o gof et off i @ e facdli/arar =t & favg 31 Yrrae urd el gon @
3R TfE G BT BT Ul 9 S 3, & & yfasy & 0a el & favg grar 76 s ok afg ufess & g2 oo faet
¥ oG BIS 9 U T 8, A H I Gerd TIBRY Bl aTo R ¢ |

Deponent

Treft

Verified by Notary Public

e ufre gRT T



STEHD-11

Annexure-II

Draft for Affidavit on Stamp Paper for claiming medical reimbursement
IN CASE OF DEATH of a CGHS Card Holder

fFrferea ufagfd @1 grar 531 & oI e TuR IR ga%AM 1 9y
Hielitawd 18 YRS ot gg of RUfa o

N husband/wife/son/daughter of Late..............c.cooeiiiiiiiiiiai. and resident of
................................. hereby submit the medical reimbursement claim papers pertaining to treatment of my
husband/wife/father /mother Late Shri/ Smt........... who has expired on (copy of

Death Certificate is enclosed).

B e, Ofe/ae/ GG T AR
o1 Frarft § 7 srom ufd/ored/franamar T ifa syt ... & IUAR ¥ A&t fefare wfagfd grar o= wga

HA B, o 79 a7 31 81 778 § (g T U3 1 TIfdl e ©) |

Late Shri/Smt....................... has left behind the following other legal heirs, none of whom have any objection if the
entire reimbursable amount is paid to me.
Tt st 3o Ui FRufafad s S STRIReRY Bie MU §, fomd 3 frdht &)t s o

R BIS AR T8 § b g2 I vl dma if¥y 1 Y fesan s

No Objection Certificate signed by other legal heirs on Stamp paper is enclosed

WY TR TR 3 BT STRIMABINGT GRT SR ST TH101 0 Hed §

Deponent

areft

Attested by Notary Public

e ufRie grT A

Draft for No Objection Certificate on Stamp Paper.

T UUR UR SHTUfI WHTU U3 & foe STae |

We (i). S/o D/o Late Shri.
& (i) EeleiRcHiE N
(i) S/o D/o Late Shri.
(ii) waiffg ot &1 /.
(1ii) S/o D/o Late Shri.
(iii) aiifa ot 1 /.
-)

)

-



being the legal heirs of Late Shri/Smt
pertaining to the treatment of late

(1) (Signature):
(FXMER)
Name:
¥
Address:
Tdr

Verified by Notary Public

et ufkie grT A

...................................... have no objection if the entire amount reimbursable

.......................................................... is paid to Shri/Smt

(ii) (Signature): (iii) (Signature):

(BXI&R) (BXI&R)
Name: Name:
qaH A
Address: Address:
qdr qdr
(V) e (V1) eeeeeiie i



