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REIMBURSEMENT CLAIM FORM

vYerd / Rartsrgeaa wHardl @t s1197 / Name of the Railway/Retd. Employee (in BLOCK letters)

Rerd / Aartsiqea @wa @l @t wsit# / Designation of the Railway/Retd. Employee (in BLOCK letters)
BrAler:l 3lv ¥eelal @l oit# / Office and Station of employment

Yerd / Aartsigea waardl @t Aast/ stféer dast ats dast wlSd / Pay/Last Pay of the
Railway/Retd. Employee including grade pay

strarel=r qar / Residential address

3lFre @1d/ stedveivava e 3y orrdtasal wrfrastdl / UMMID CARD/RELHS no. and
issuing Authority

varee Yfere/ stewdrer H Woflgpa 3He @1/ 3TRECETATI / UMMID CARD /RELHS

registered at H Unit/Hospital
wtoll @1 s1rer 3TIY 37T/ Name and age of the patient

Yerd / Aarltsigea wHardl @ wrer vofl @1 wider / Patient's relationship to the Rly/Retd. employee
SR-Yerd wWeerer A gorsivy/ 3ttdlEl 3w=ry @t faavvr / petails of Indoor/OPD Treatment at Non-Railway Institute

(A) SIEUALCT DL STLFH / NAME OF HOSPILAl: cu.ververeerrerrseresssessenessssssessesssssssnessssssssssssssessssssssssssssesssssesssssessesas
(B) GARL DBl TIBT / Date of AAMISSION cereorreeereessersssseeesesssessessseseesss s sssssssseesessas

(C) ts¥=rst @1 ardla / Date of Discharge:. oo, ——

(D) T N
(E) et sreudiel et @t il favga et werost @ [ Amount of Total Hospital Bill (Attach detailed bill)

(F) @ur 3wy suqiawtellas Rrerfer a fererr arer =11 / Whether Treatment was taken in Emergency:

(G) @@t 3t Hldlows wawer & ? Are you a CTSE member (Y/N) ?

@t 3w tpedl vareewr dlon qiferdl ar el sieer vareesr wtorent @ siaota wazv £/ Whether
subscribing to any Health Insurance Policy ‘or covered under any other health scheme? ................. et
&/If yes, al aenr suuwl HWaldrar Ivare @ fow dlwr wustl Q@ @tk ura gd & ? ufe «ld
8l, al 3wt tqavor sreror wrotsr av f&rwt / Have your received any amount from insurance company for
the treatment in question. Give. details if any on separate sheet of paper.



V  grar @1 org aget il / Total Amount
Claimed............

d wrad o1 faazor oret gfayfel wf¥r v sjorarst = orrett & /Details of Bank
account where Reimbursement amount is to be paid:

(a) & @1 s1197 / Name of the Bank ....ccowceeveervenene

(b) TATEAT TSACCOUNE NOucuiicsisisisississssssssssssssssssssssssssssssssasssssssisssssssssssssssssssss

(¢) errzar @1 versuESHIsR e5l=/ Branch MICR Code.....oecvreerrennene

(c) SUECBOEHL BIS / IFSC COde.nnninmnmnnermsmssssssssssisisises

VIl werosr avandorl @l el @ Werosr ewaidoil uv forener ereu” aenr stlaRaa
aeardor Te1a) / List of enclosures (Please Tick the documents attached and write additional documents)

(A) pa STl / steeveivace @1s @l wlelaldl / Photocopy of MIC/RELHS card

(B) Sy Yerd steudiel IRl siferardar we 3trarawstetlst 9ol A / Essentiality cum
Emergency Certificate by the Non Rly Hospital.

(C) faverrsl RTer / Discharge Summary

(D)  stegarer @ Fet [&et / Original Bills of Hospital:

(With sign. & seal of treating Doctor)

(E) afe grfres 81 al warsit/3usiliow wHNRN /) TRuRtont Stle @ el sidba
ar3a / Original Cash vouchers of Drugs/consumables/implants etc. if relevant

(F) oo, A D, saeile 3tite @l aredl Slell / Outerpouch of Stent, pacemaker, Implants etc.

(G) BlIE 376U WIS / ANy Other NCIOSUIE ......o.ociiiiiiiiiiiiiieeeieiee e
TF werosrapl @ A #, stlaRaa Werssiapl @l e wsr (A stk
foravor @ wrer vas 3teror efle Hetost @) (In case of many enclosures, write number of
additional enclosures here and attach a separate sheet with details)

Yerad walandl et svaretlRa wiwor: -

A vagearr atwvn @val /vl § v sw sudest A (&e ow weret A ottetdril sty Freard @ 3sropeuy oA

> afte Porea ctfra @ e Rrfvewr ot Been ot 8, as yidl ave #st uv Boafy 81 st war & v fbtven

gftrerrsrt @t geewwtor wr Feell sl gy ot otera [aavor Qs uv st wrard s wedt @, Brad sfea
1<) suredverreanet wrd vaa wvert st enler &1 # vdagearwt wlwvn avdl/ovdl § B aw ater stfesr crar

& site IF sfasr Al sel 3wwrw uepwor @ wider ot Yerd wr Pozll srew wareew qloretr @ wtd a@ran steT

vt / wvwoll 1

DECLARATION TO BE SIGNED BY THE RAILWAY EMPLOYEE:-

| hereby declare that the statements 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 upon me. | am aware that misuse of medical facilities or misrepresentation of any kind can attract

penal action including cancellation of UMMID CARD/RELHS Card. | hereby declare that this is my final claim and I shall not make any claim in future

to Rly or any other health scheme in respect to this treatment episode.

dNIRE / Date .oveiveereenrnanens

1/ Place..iinnn
Signature of the Railway employee

otfe erself @ wiwr Fafpear dlenn dffertt & sily as wattra 3vare @ (& «rar aoven arsar &
al as usel d@twnr wustl @ wre qrar ¥ dAwdl & sty ey dlen wusil @t werrluar wvcrdotl,
et sufe @& wwer Yerd @l arar avgda @ wwar & /‘In case the beneficiary has medical insurance policy
and intend to make claim for the treatment in question then he/she may make claim to insurance company first and
then submit claim to Rly with documents, bills etc. attested by insurance company.
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