H.P.T.R. 6

MEDICAL CHARGES REIMBURSEMENT FORM

Name and D=signation
Office in which Employed
Basic Pay

Name of Patient & relation with
the Claimant

Period of lliness

PARTICULARS OF TREATMENT:

--------------------------------------------------------------------------------------------------------------------

-------------------------------------------------------------------------------------------------------------------

-------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------

ltem Names

Details of Cash-Memos etc.

(i)

Medicines (Names)

P.T.O.

(3 Scanned with OKEN Scanner



(i) Laboratory Tests/Ambulance/Consultancy/Indoor Room/Others (Specify)

6. Total Claim = TN, PRI S

7. Less—Advance Drawn vide T/V

8. Net Amount Payable R N .

| hereby declare that the statemerits in this application are true to the best of my knowledge and belief and
that the person for whom medical expenses were incurred is wholly dependent on me.

e (Signature of the Claimant)

VERIFICATION CERTIFICATE

15 | e A o e e AN SR RN G TR T e R e P S
B T3 (et ey c TR SN £ S et — .and is/was under my treatment from.........ccooovviiiiiiiiiieiiinieie s
B0, i AR S and that the above mentioned medicines/tests were prescribed by me in this connection.
The claim is verified Tor RS.........ouiisssiimasions i
0 RS (Signature of Medical Officer)

R Designation & Seal
Sf e BT R L R AT o S D K Seihe R e R e I SO SR (RSO i oy 1 3
andinciuded in:Bill NO...comuismasismms i 5 R B RS, SRR SL WO
(Signature.of Controlling Officer) (Signature of the DDO)

INSTRUCTIONS

1.  List all the medicines, tests etc. individually.
2. Attach Cash-Memos duly verified.

3. Mention dates of admission to the Hospital, Stay etc.

e qEvmerd, o wo, Rme-3ss2—odio tvs 1H0 / 2009—25—2-2009——2,00,000.
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