PN TRADE PROMOTION ORGANISATION

LKCRATALRAL

CIMBURSEMENT OF MEDICAL EXPENGLS

AJM FORME
Name (in block Letter:

=

I

2.  Employee number ;.

3. Designation :

4. Basic pay as on 01.04. 204 R — T )T LN

5 Residential Address g

6. Nagme of Patient __Relationship with employee ___Age (in case of children)_
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71. Place at which the patient fell : :
ili if 5 & 7 are different, please £ —
cxplain the reasons)

3. Name & address of the doctor :
consulted with regd. no.

9, Details of amount spent Self Spouse __ Children Depd. _ Total
(kindly fill property) _
A.  Préliminary/ordinary treatment _AmtRs,) _Amt(Rs.) Amt.(Rs)AmMYRs JAMI(RS.
Without prescription :
With Prescription
B. Charges for plastering, rabic treatment €tc.
C. Tests/Investigations (with reports) i —
D. Expenses on hospitalisation
Total claim Rs.
Total claim (a+b+c+d) -
Rs. Rupees

Amount of “advance,  if  amy  Rs__ Dated

e S N

" - —s

1. I hereby declare that the statements made in this claim form are true to the best of my knowledge and belief. The
person(s) whose medical expenses was/were inourred is/aro member(s) of my family as defined under rule 3.2.

2. Certified that my son(s) daughter(s) is/are not gainfully employed in publio/private seotor/ Govt. Service

3. My spouse is not employed in Govt./Public/Private service OR my spouse is employed in Govt./Public/Private
sector and 15 not claiming/entitled for reimbursement of medical expenscs from his/her employer. A certificate to
this effect is being submitted every year from his/her employer.

4. My father and/or mother 1s/sre wholly dependent on me and his/her/their income from all sources does not exceed

Rsa‘,fom-par month.

--Please sirike out the declaration not applicable.

Division: i _mm

PhoteNo

Room No. Date: (Signature of Claimant)

Note: 1. Bach cash memo, doctor’s prescription ete, must be signed by claimant on back-side. W 1

2 Claims for General Limit & tests etc. submitted in first 10 days will be reimbursgq on 157, c}axms

* submitted in next ten days will be reimbursed on 25" and claims submitted in remaining days will be
reimbursed on 5™ of next month. ' h '

3. In case of hospitalization ¢laims Income Tax exemption certificate and certificate of prescribed discase

#+f amplicable) mugt be attached with claim form itself otherwise no relaxation for Income Tax purposes
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Certified that hospiral 18 an cﬁi{)éﬂc‘ll@d hogpital’atid intimation for _hqjstpi_tgxiizzt.iar't was duly received
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- DM (Administration)
Entered at page number ____of the Medical Claim repister. Amount claimed Rs. .

Total number of papers attached

Passed for payment/recovery of Ra.
Rupees__ . __

& for adjustﬁ r:m of ad\'mue oth" —__“”Rupees )

Assistant (Accounts) _ES@M_(&QQQBEAL..-.,_[.)X-_J\_’L@.ng!_(l.‘"i!.@_gﬁ}—., ____.SM (Finance)

" General Limit | Tests/Investigations | .. Hospitalisation. 1

| _SN._. . Amount (Rs.} SN, Amount (Rs.} _S.No. Amount (Rs.

T T Summay of smount passed oot e
» Hospitalisation ... R i arciin o emon’ [ ] e

L Testsete, i A St et el et

T GoneralLimit . - oala 2 -
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ot el ~Deposited. : R %
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if approved:w e may “admit the claim for
Rs. Rupees

above.

Dy, Manager (Finance) . _SM

Assistant (Accounts)  “Executive (Acoounts)
(Finanee) : -

Check list: 1. Match all the bills with prescription; 9. Check for general limit; 3. Check for ia.n'ul_v
particulars; 4. Check for spectacles (once in three years); 5. Number of existing children for delivery

.ases: 6. Check for disallowed medicines; 7. Check for Room rent ceiling: 8. Check for Photostat,
smmmenoming of momov reooipt; 9. Chook for signatuso of vlaimant on all papors: 10. Chook fur
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