Medical Reimbursement cases
Medical Reimbursement forms - Download

MEDICAL REIMBURSEMENT CLAIMS
CHECK LIST
Before the claim file is received from the claimant, he /she should be advised the following

S.N Details of enclosures

1. To submit the claim in triplicate with its enclosures filed in the sequence mentioned in the list.

To provide the contact number that is in use (mobile and Land line) and the Railway phone number in
case of serving employees.

2. A hand written or typed bill summary- with the details of bill No., Date and the amount should be insisted
with signature of the claimant.

3. After the filing all the documents in the sequence, all the folios should be clearly numbered with a sketch
pen.

4, They should ensure that all tha bills — medicine bills, investigation bills etc. pertain only to the inpatient
period for which reimbursement can be considered.

5. He/she shall be responsible to advise any change of address to the concerned in writing.

6. If the claimant is retired employee, he should submit the GP-46 form(Letter of Authority for payment
giving complete details of the Bank account number and the Bank address duly affixing a revenue
stamp.

CLAIM FILE FROM TOP TO BOTTOM ORDER OF ENCLOSURES
S.N Details of enclosures Yes/ | N. | P.No
No A.

1. PROPOSAL LETTER OR THE REQUEST LETTER WITH COMPLETE
ADDRESS(OFFICE AND RESIDENTIAL IN CASE OF SERVING EMPLOYEE
AND THE CONTACT NUMBERS BOTH MOBILE AND LANDLINE)

2. RELHS WITH REGN.NO. /THE SERVING EMPLOYEE’S MEDICAL CARD DULY
ATTESTED.

3. GR-3 FORM AND ITS ANNEXURES.

4. CONSOLIDATED HOSPITAL BILL WITH CLEAR BREAK UP OF CHARGES.

5. BILL SUMMARY.

6. ALL ORIGINAL BILLS PERTAINING TO MEDICINES PURCHASED TO THE
PERIOD OF HOSPITALISATION PERIOD.

7. DISCHARGE SUMMARY/DEATH SUMMARY.

8. AFFIDAVIT WHERE CLAIMANT IS LEAGAL HEIR.

9. ALL INVESTIGATION REPORTS, SCAN REPORTS.

GENERAL CHECK LIST
S.N Items to be check Yes/ | N. | P.No
0 No A
1. A Check list and file movement slip should be pasted on the original copy of the
claim file
2. Every claim File should be neatly segregated as original, duplicate and triplicate
copy.

3. Contact number is mentioned on the file

4, In-time or belated claim

5. If the proposal is forwarded by controlling officer

6. Attested copy of the Medical card enclosed

7. If the claimant is a retired employee, the copy of RELHS card should be

checked for registration number and if the patient’s name is available in the famil
composition

8. Whether the claimant’s request letter is dated properly and is forwarded by the

controlling officer.

9. Whether the GR-3 form is filled in completely with break up of expenditure under
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different heads is filled in.

10.

Annexure lll Part A,B and C are duly signed and Doctor’s seal and Hospital seal
is affixed

11.

Discharge summary of the hospital signed by the treating doctor

12.

Whether all the bills are signed by the treating doctor or by an authorized
medical officer of the concerned hospital.

13.

Whether the patient has expired, if the Death summary is enclosed.

14.

When the claim is submitted by the legal heir, an affidavit on a stamp paper is
enclosed where all the legal heirs sign on the affidavit saying that the claimant
can be paid the entire amount that is reimbursable as medical reimbursement
and they have no objection for the same.

15.

All the investigation reports are enclosed.

16.

Scan reports are enclosed.

17.

Where the doctor’'s name seal not affixed and the bills are signed by a
authorized medical officer of the hospital, a certificate from the hospital to the
effect the signatory is empowered to sign on behalf of the treating doctor.

18.

If the summary of bills is submitted duly tallying with the amount claimed.

19.

In case of a road accident case, an undertaking from the claimant to the effect
that he has/has not claimed Rs. /-ny amount from any
insurance company.

20.

GP-46 with the bank account no., address of the bank & signature of the
claimant over the revenue stamp is available,in case the claimant is a retired
employee/dependent of the deceased employee.

21.

Patient is implanted with a stunt,- the original voucher is submitted.

Where the stunt is provided by the concerned hospital through their stores and is
included in the consolidated hospital bill, a certificate from the hospital authority
stating that the stunt is procured in bulk and that it is provided to the patient at a
cost of RS.------------mmmo-- which is inclusive of a tax element of

RS.----mmmmmmeeee- . This should be invariably signed by the treating doctor only.
The details of the type make and date of purchase of the consignment should be
mentioned in the certificate.

22,

Bonafide certificate when the patient is scholar son.When the son is over 21
years and not a scholar a declaration from claimant stating that tha son is
dependent and not earning.

23.

After verifying the claim ,AMO will verify for emergency as per Railway Board
letter even no,dt.31.01.07 and obtain approval of CMS/MD. Admissibility will be
worked out if the claim is recommended.If the amount is less than Rs.10,000/-it
should be dealt at Divisional nlevel and if the amount exceeds,more than
Rs.10,000/-the claim should be forwarded to CMD/O/SC with associate finance
concurrence.

MEDICAL REIMBURSEMENT CLAIMS

CHECK LIST FOR THE CLAIMS SUBMITTED BY SERVING EMPLOYEE

S.N

Items to be check

Yes/
No

A Check list and file movement slip should be pasted on the original copy of the
claim file

Every claim File should be neatly segregated as original, duplicate and triplicate
copy.




Contact number is mentioned on the file

In-time or belated claim

If the proposal is forwarded by controlling officer

Attested copy of the Medical card enclosed

®© 0|01~ W

Whether the claimant’s request letter is dated properly and is forwarded by the
controlling officer.

9. Whether the GR-3 form is filled in completely with breakup of expenditure under
different heads is filled in.

10. | Annexure lll Part A,B and C are duly signed and Doctor’s seal and Hospital seal is
affixed

11. | Discharge summary of the hospital signed by the treating doctor

12. | Whether all the bills are signed by the treating doctor or by an authorized medical
officer of the concerned hospital.

13. | Whether the patient has expired, if the Death summary is enclosed.

14. | All the investigation reports are enclosed.

15. | Scan reports are enclosed.

16. | Where the doctor’'s name seal not affixed and the bills are signed by a authorized
medical officer of the hospital, a certificate from the hospital to the effect the
signatory is empowered to sign on behalf of the treating doctor.

17. | If the summary of bills is submitted duly tallying with the amount claimed.

18. | In case of a road accident case, an undertaking from the claimant to the effect that
he has/has not claimed Rs. /-any amount from any insurance
company.

19. | Patient is implanted with a stunt,- the original voucher is submitted.

Where the stunt is provided by the concerned hospital through their stores and is
included in the consolidated hospital bill, a certificate from the hospital authority
stating that the stunt is procured in bulk and that it is provided to the patient at a
cost of RS.------------m-mmm- which is inclusive of a tax element of Rs.------------------ .
This should be invariably signed by the treating doctor only.

The details of the type make and date of purchase of the consignment should be
mentioned in the certificate.

20. | After verifying the claim ,AMO will verify for emergency as per Railway Board letter
even no,dt.31.01.07 and obtain approval of CMS/MD. Admissibility will be worked
out if the claim is recommended.If the amount is less than Rs.10,000/-it should be
dealt at Divisional nlevel and if the amount exceeds,more than Rs.10,000/-the
claim should be forwarded to CMD/O/SC with associate finance concurrence.

ESSENTIALITY CERTIFICATE
This should be filled by the treating doctor in the format given below on the letter head of the Hospital.




CHECK LIST FOR REIMBURSEMENT CLAIMS TO BE FULFILLED BY THE

1y
2)

3)

4)

5)

6)

7)

8)

9)

EMPLOYEE/ CLAIMANT

Application from the employee/claimant addressed to CMS/MD as applicable.
Reimbursement claim consisting of application of the employee, discharge/death
summary, bills, Annexure III, IV, V & VI, Medical Identity/RELHS card, legal
affidavit if applicant expired, Bonafide Certificate from school/college duly attested
by the Gazetted Officer in case the patient is dependant son aged above 21 years to be
submitted in 4 copies.

Total amount claimed has to be rightly mentioned in the appropriate columns in the
different heads of expenditure.

Annexure-III-Certificate-A form for investigation only (for non-admitted cases)
Annexure-III-Certificate-B for admitted cases only.

All forms where ever signature of the Medical Officer is mentioned are to be signed
by the Treating Doctor along with his name stamp without which no claim will be
entertained.

Original bills should be verified by the Treating Doctor without which no claim will
be entertained.

Proforma (Annexure VI) column 1 to 20 to be filled in by the applicant if the claim
amount is above Rs. 2 Lakhs.

Cash Memo in support of all claims including purchase of pacemaker, hearing aid and

prothesis duly countersigned by the doctor to be enclosed.

10) Reimbursement claim should be submitted within 6 months from the date of treatment



ANNEXURE III
(See Para 645,653 of IRMM)
CERTIFICATE TO BE OBTAINED FOR ATTENDING NON-RAILWAY INSTITUTION FOR
CLAIMING REIMBURSEMENT OF MEDICAL EXPENSES

CERTIFICATE ‘A’
(To be completed in the case of patients who are not admitted to hospital for treatment)

1. Name and designation of the Railway employee (in BLOCK letters)..........cccuevveriiecieeneennennenns
2. Office in Which emMPIOYEd........ccveiiiiiiiiiiiiecie ettt ebeebeesbeesaaeesseenseenes
3. Pay of the RaillWay €MPIOYEE .....c.ccoviiiiiiiiiiiciiieie ettt et et saaeeaneenneas
4. PlaC OF QULY .vveiieiiieiiii ettt ettt e e ettt e e st e e e tb e e eabae e tbeeessseessbaeasssaesssaeesssaeassseessseeensnes
5. Actual residential address ........ooouiiiiiiiieieeee e

6. Name of the patient and his/her relation to the Railway employee ..........cccceevvieiieiienirecieeienne,
Note: In the case of children, state age also.

7. Place at which the patient fell 11l ............cccveeiieiiiiiiiie e

8. Nature of illness and its dUTAtION .......c..ccveiiiiiiiiiiiiiii e

(a) that the injections administered were not for immunising or prophylactic, purposes.

(b) that the patient has been under treatment at ..............cccoevveviieeiiieenireennnnen. hospital/
dispensary and that the under mentioned medicines prescribed by me in this connection were
essential for the recovery / prevention of serious deterioration in the condition of the patient. The
medicines are not stocked in the .........ccoccoeiiiiiiiiiiiiiie. (name of hospital/dispensary) for
supply to private patients and do not include proprietary preparation for which cheaper
substances of equal therapeutic value are available nor preparations which are primarily foods,
toilets or disinfectants.

Name of medicines Price

(a) that the patient is/was suffering from ...........ccccoooieiiiiienienieeee and is/was under my
treatment from...........ccoeeveviennenne. L7 J R
(b) that the patient was given pre-natal or post-natal treatment.
(e) that the X-ray, laboratory tests, etc. for which an expenditure of RS ..........cccccveveirnnnnen. was
incurred were necessary and were undertaken on my advice at .........cceceveereniiiiinieieneeeee
(name of hospital or laboratory).
(f) that I referred the patient to Dr........cccoovvverieienienen. for specialist consultation and that the
necessary approval of the ...................... (name of the principal Medical Officer) as required
under the rules was obtained.
(g) that the patient did not require hospitalization.

Signature and designation of the

Medical Officer

Name of the hospital/dispensary

Place ....ccooevviviniiiiicn to which attached
Note: Certificates not applicable should be struck off. Essentiality certificate as given in 8 (b) as above is
compulsory and must be filled in by the Medical Officer in all cases.



ANNEXURE III

CERTIFICATE ‘B’
(To be completed in the case of patients who are admitted to hospital for treatment)

Part A
R D PSSR hereby certify:
(a) that the patient was admitted to hospital on my advice/on the advice of ..........ccccceveviveriennnnnne.
................................................. (name Of Medical Officer).
(b) that the patient has been under treatment at ............cccceeeeeeeceeneencieecieeeeneen. and that the under

mentioned medicines prescribed by me in this connection were essential for the
recovery/prevention of serious deterioration in the condition of the patient. The medicines are not
stocked in the (name of the hospital).........c.cccceeveiieciienieniieiieenn, for supply to private patients
and do not include proprietary preparations for which cheaper substances of equal therapeutic
value are available nor preparations which are primarily foods, toilets or disinfectants.

Name of medicines Price

(c) that the injections administered were not for immunising or prophylactic purposes.

(d) that the patient was suffering from ..............cccoeveeieiieiciiireennene, and was under my treatment
from ...ooovvieeieeie e, 110 U

(e) that the X-ray, laboratory tests, etc. for which an expenditure of Rs..........cccocvvvuvrnnenn. was
incurred were necessary and were undertaken on my advice at ..........ccocevveevieriiiiieciieniennenns

(name of hospital or laboratory).

(f) that T called in Dr......c.oocveenieniieicieee e for specialist consultation and that the
necessary approval of the............cccocciien. (name of the principal Medical Officer), as
required under the rules was obtained.

Date ...oooovevieiieiieie Signature and designation of the
Place .cocoovvveiieiieiiee Medical Officer in charge of the case at the hospital
Part B

I certify that the patients has been under treatment at
the o hospital and that the services of the special nurses, for
which an expenditure of Rs........cccoeevveiieiiininenns was incurred vide bills and receipts attached,

were essential for the recovery/prevention of serious deterioration in the condition of the patient.

Date...coooveerviiinenns OO PO PSPV PUTOPROPRRPY
Place ..ccoovvvvieiienns Signature and designation of the
Medical Officer in charge of at the hospital.

Countersigned

Principal Medical Officer



ANNEXURE III

Part C
I certify that Shri/Shrimati/Kumari........ccccotiiiiiiiiieeeeee e, wife/
son/  daughter ........cccoocceiiiiiieiiee e OF et employed in
the has been under treatment
fOr Disease from
L1 TR TORUPOPRP at the...oooii, Hospital and that the facilities

provided were the minimum which were essential for the patient’s treatment.

Place .....ccccuenne. Medical Department
.............................. Hospital

Note: Certificates not applicable should be struck off. The Essentiality Certificate as given in Part
A (b) above is compulsory and must be filled in by the Medical Officer in all cases.



ANNEXURE IV
(See Para 653 of IRMM)

FORM OF APPLICATION TO BE SUBMITTED BY A RAILWAY EMPLOYEE FOR
CLAIMING REIMBURSEMENT OF MEDICAL EXPENSES
(Note: Separate form should be used for each patient)

4. PlaCE OF QULY .ottt ettt ettt et ettt ettt et e e nt e e te e te e teesnteeneen
5. Actual 1eSIdential AAAIESS .ooooeee et e et e e —aa e e e e

Note: In the case of children, state age also.

7. Place at which the patient fell i1l ............ccoooiiiirin i

9. Details of the amount Claimed .......oooveeiiiiiie e
I. Medical Attendance:
(1) Fees for consultation indicating

(a) the name and designation of the Medical Officer consulted and ............ccccceeiieiieninnnne

............................................................................... the hospital or dispensary to which attached.
(b) the number and dates of consultations and the fees paid for each consultation

(c) the number and dates of injections and the fee paid for each
et te e et et e e beebe e taeeraeebeenraens injection.

(d) whether consultations and/or injections were had at the hospital,
................................................. at the consulting room of the Medical Officer or at the
remdence of the patient.

(i1) Charges for pathological, bacteriological, radiological or other

similar tests undertaken during diagnosis, indicating:
(a) The name of the hospital or laboratory where the tests were undertaken.............................

(b) Whether the tests were undertaken on the advice of the ........
......................................................... Authorised Medical Officer. If so, a certificate to
that effect should be attached.

(c¢) Cost of medicines purchased from the market (Listof ....................cociiiiiin,

...medicines, cash memo and the
essentiality certificates should be attached).



II. Hospital Treatment:
Charges or hospital treatment, indicating separately the charges for:
(i) Accommodation

(State whether it was according to the status or pay of the Railway employee and in cases where
the accommodation is higher than the status of the Railway employee, a certificate should be

attached
to the effect that the accommodation to which he was entitled was not available).

(1) DL . ettt bbb bbbttt n ettt en e n e st st eaeeneeneens
(ii1) Surgical operation or medical treatment ........... ..ottt
(iv) Pathological, bacteriological, radiological or other similar tests indicating:

(a) the name of the hospital or laboratory at which undertaken ............cccoociiiiiiiiniiniieee

(b) and whether undertaken on the advice of the Medical Officer .........cccccoevviveiiieiiiiieiiiennn,
in charge of the case at the hospital. If so, a certificate to that effect should be attached.

(V) MLEAICINES .. .uieuvieeeiieiieiie ettt ettt et ettt e st e et e e beessaeenseenseesaessseenseenseesssesnseenseesssesnseenseenseens

(V1) SPecial MEAICIIIES .. .. eeeeieiieiieeie ettt ettt et e st e et e e et e st e saeeemteeseesseesneeenseenneas
(List of medicines, cash memo and the essentiality certificate should be attached).

(VI1) OTAINATY NUTSINE. ... eeivieiiiieiietieetieeteeteesteeseeebeereesteeesseesseesseessseesseesseesssessseesseesssessseesseessenns

(viii) Special nursing i.e., nurses special engaged for the patient ...........cccccceeeievierienieecenennen.
(State whether they were employed on the advice of the Medical Officer in charge of the case at
the hospital or at the request of the Railway employee or patient. In the former case, a certificate
from the Medical Officer in charge of the case and countersigned by the Medical Superintendent
of the hospital should be attached).

(1X) AMDUIANCE CRATZES .. ...eeieiiieiieiieiie ettt ettt et e s te et e esseesnaeenseenseesseesnneenseas
(State the journey — to and from — undertaken)

(x) Any other charges e.g., charges for electric light, fan, heater, ....... ...
air-conditioning, etc.

(State also whether the facilities referred to are a part of the facilities normally provided to all
patients and no choice was left to the patient).

Note: (1) If the treatment was received by the Railway employee at his residence under Para 634,
give particulars of such treatment and attach a certificate from the Authorised Medical Officer as
required.

(2) If the treatment was received at a hospital other than a Government, recognised hospital,
necessary details and the certificate of the Authorised Medical Officer that the requisite treatment
was not available in any nearest Government/recognized hospital should be furnished.

II1. Consultation with a specialist:

Fees paid to a specialist or a Medical Officer other than the Authorised Medical Officer,
indicating:

(a) the name and designation of the specialist Medical Officer ..........ccccooivinieninieniniienennn.
consulted and the hospital to which attached.

(b) number and dates of consultations and the fee charged for ...........cccoovieiiiiiiiiieiein
each consultation.

(c) whether consultation was had at the hospital, at the consulting ............cccceveivevieniencieennnns
room of the specialist or Medical Officer, or at the residence of the patient.

(d) whether the specialist or Medical Officer was consulted on the ...........ccoccoeiieiiiiinennennen.



advice of the Authorised Medical Officer and the prior approval of the Chief Medical
Director of the Railway was obtained. If so, a certificate to that effect should be attached.

10. Total amount claimed e ———— e

11. List of enclosures e —————————————

DECLARATION TO BE SIGNED BY THE RAILWAY EMPLOYEE

I 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.

P1ace coeeseesenicniosnsonnes SIGNATURE OF THE RAILWAY EMPLOYEE.



ANNEXURE V
(See Para 659)

........ RAILWAY
MEDICAL DEPARTMENT
ESSENTIALITY CERTIFICATE

I certify that Shri/Shrimati/Kumar ..ot

Wife/son/daughterof ..o employed in
thE oo has been under my treatment for

ceereneee. dis€ase from c..oeveeeniiiinicnc
O :

the oo hospital/my consulting room and that the under

mentioned medicines prescribed by me in this connection were essential for the
recovery/prevention of serious deterioration in the condition of the patient. The medicines are not
StOCKEd 1N the. . .. e hospital

and do not include proprietary preparations for Which...........c.ccoevieiieiiiiiiiiiee e,
hospital for supply to private patients cheaper substances of equal therapeutic value are available,

nor preparations, which are primarily foods, toilers or disinfectants.

Name of medicines Price

Signature of the Medical Officer
In charge of the case at the hospital.

Signature and designation of the
Authorized Medical Officer



(See Para 648)

ANNEXURE VI

Proforma for submission of claim for reimbursement of medical expenses incurred by
Railway Employees for treatment in Private Hospital/Non-Recognised Institutions

1 | Name of the patient

2 | Age

3 | (a) Relationship with Railway Employee
(b) Name of the employee

4 | Designation

5 | Pay

6 | Name of the Institution where taken for treatment

7 | Date of admission

8 | Date of discharge

9 | Date of admission of claim

10 | Reasons for delay, if delayed for more than 3 months

11 | Total period of stay as Indoor patient

12 | Reasons for long stay ( if stayed for more than 48
Hrs)

13 | Type of medical emergency

14 | Was there no Railway/Govt. facility available to deal
with it

15 | Distance of the nearest Govt. Hospital and whether
facilities available there

16 | Distance of the nearest Railway hospital and whether
facilities available there. If not how far is the Railway
hospital with the facilities available.

17 | Distance of the private hospital, where facilities
availed, from residence/place of illness.

18 | When the Railway Medical Officer was informed
about such admission.

19 | Did the patient take any treatment before or after the
present sickness (if this existed ad if YES
when.......... )

20 | Total amount claimed ( with break-up charges)

21 | Item wise break of expenditure had the treatment
taken place in Govt. Hospital.

22 | Verbatim views of C.M.D

23

Verbatim views of F.A & C.A.O
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2.

(1)

wfergfct /@ v & forld 9% fove
CHECK LIST FOR REIMBURSEMENT CASES

FRfT/3TR 3 3ot 09 . /e =r-u &t rorfie fer) gRT wefa s |
Medical card/RELHS medical card photocopy duly attested by gazetted officer.

A Y5 Ry
Referred Slip

@®) o il @1 R TE o T B, SRy Aafige SRR @1 - R 78 @Y aRgare § udl B % 9wy
RIS 1 ETeld/ST ST Bl Sooid B FIAP PROT TH-Yed IRGAT § ST HRATIT 77 & |

For non-referred cases Application of employee describing the condition of the patient and circumstances for going
directly to non-railway hospital. .

Rt fer 1 T FHIO-93 /9

Discharge slip in original

fet/arewR & ge wiat
SIS R dTel SIaeR ERT gweiRa/witiga Rifdsean e gr1 examRa

Bill/Mouchers (In original)
(Duly countersinged by treating Doctor)

wft el o1 TR w5 7 aRETER S 5 vl <@ o % gedle 2 () 3§ gutar 1 ¥ S 3o a3 arel SRR BRI
EIRIRG/ it Rifhear AN gRT sweiRa|

Summary of bills in serial number/date wise as given in reimbursement claim form, foot note 2 (f) (duly countersigned
_by treating Noctor and countersigned by AMO).

WW@W%WWWWW—Wﬁ%m%WM@mWW
EIREESLAIEG

Essential certificate (signed by treating Doctor and countersigned by Medical Supdt.fincharge of the hospital.

et SR B et e P sl s BT SRy e

Medical reimbursement form duly signed by employee and controlling officer.

4% fbar vd Wt
Checked and found O.K..

fafeem fowm & amaeRe e & ewer
Sign. of Dealing Clerk of Medical Deptt.

A - IR IR F R o WeR T R e |

Note :— Without above enclosures form will not be accepted
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(2)
TR Y

NORTHERN RAILWAY

A T UH AT . 494-3/0 VIS v, Riw 29-2-99/31-3-99
Annexure ‘A’ to letter No. 494-E/0 VII/E IV, dated 29-2-99/31-3-99

fafee wfagfa—wr

MEDICAL REIMBURSEMENT FORM

A e

Name of Employee/Ex. Employee

TR} Jara/Aarige §

Whether serving or retired

BRI
Designation

& srfeR /g 3 a9 7
Office/Unit of posting

f ﬁmaaqﬂ@a r:lwmw_ﬁqﬁ%ﬁ D A Pt

Iaa IIfqw qa7 W -

Pay & Scale of Employee/Pay last drawn in case of

ex-employee.

A @7 A
Name of Patient

mm%mmmwmm%mwmﬁ B

q T |

Relationship with railway employee for whom reimburse-

ment is claimed.

M B I

Age of Patient

Ferfreen/aT-Fger o 9o YTy ASHT TEEH-95 9. e DB SR S RRERIE SR L e R

Medical/RELHS I/Card No.

I B YHR AT T4 SAqr g

Whether referred or non referred

IR I B IBR A Tan/3igan A€

_If referred by whom ?

R gaTe ¥ S9ER fRar Ty Sger H
Name of the institution where treatment is taken

IRGATA | 9l 89 ) NG

Date of admission

AT A gEl fAem @) Ak

Date of dishcarge
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18 *

19

20~
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2.

23 *

24

25

26 *

(3)

afe il & for e ma 2ran v e R o Rerw @
faa 712t 81t &% R <1 SR e @7 R

Reasons for delayed, submission of claim, it delayed for
more than 6 months.

3T R0 % 7 F oelf 32 9 et eray

Total period of stay as indoor patient

HF T P 9T Y& B PRU—ALT 48 Hel 9 I gy
% el XeT Y '

Reasons for long stay (if stayed for more than 48 hrs.)

MTAbTe fafhedr @1 Rgvoy

Type of medical emergency

N ITAR & A7 Yerd-TRaR GRET Suerer 78 off ?

Was there no Railway/Govt./facility available to deal it ?

Frare e @ Pecas wrart sraare o8 X1 U9 97 g
AR B! e Iyerey 2 |

Distance of the nearest Gouwt. Hospital & whether facilities
available there.

Prara v @ Proveam Yo ararer o X1 U9 g8t Sqeray
SUHR &1 g Yo et T & @ Frary wm § fead
el

Distance of the nearest Rly. Hespital & whether facilities
available there. If not, how far is the Railway Hospital with the
facilities available.

frar wm 9w | e sk 9 i € at
D! g1 | _
Distance of the Private Hospital from residence/Place of
iliness, where facilities availed.

3rearet # el €1 @ Ga e Rl e ot o9 A
w7

When the Railway Medical Officer was informed about such
admissiion ?

1IN 9 S W ved @ a9 F feed) SR B wwER
form af¥ $o%) wd SwaR R & af &, ot @ ?

Did the patient take any treatment before or after for the present
sickness (if this existed before). and if yes, when ?

wfeyfd & ferg fpe g <t 6t gt iy @it S ared
erT-SerT T w1 AR Ry Y g e w6, (1) 6
favga fearadt s |

Total amount claimed (with break-up of charges) (detailed
insturctions at (f) of foot note below).

A B PoT T

Total number of enclosures




(4

28: mﬁ’m’ﬁ%aqaﬂw 4se eeesseeesesavessesemsssteseseatiatettaeastensuiosetoaareatneansaasetateaesaarseoins e

Employee’s residential address

29", Wmmi’maw 3 v eseseesessessensasensaaesesestaaatsteerneetstateacasestanrusTeTasasenatstosiaraonteatens
Place/Address of falling sick

: ' L
30 ‘5’(”7 % e s s i see oy R e st ey e st i el S e
Phone No. '
Py sfart gfie mmd & afd swer HeaRyAa frga FEs
el WaRa FHERA & A A ‘ . gfi/aelt & EvER
Counter sign of Controlling Officer/Unit Incharge: Signature of Employee/
(in case of serving employees only) Ex-Employees/Spouse

Rfepeen IR ¥ g aTar B arel Hefardy Farfdsean wfgRT & eeon o 0 EIER R |
Declaration to be signed by the person claiming Medical Reimbursement -
ﬁ,qaqm@wnmmmﬁéﬁwmﬁaﬁfméaﬁm@ﬁamﬁ@%m%mw%sﬁ?

| hereby declare that the statement in this application are true to the best of my knowledge and belief and

(M

(i)

Date :

Place:

fp oy aafa & e fafea e fvan T o, 98 q31 R ol 59 3 3 2 1

That the person for whom medical expenses were incurred is wholly dependent upon me.

fafrear =g w@d W) o |

The medical expenses were incurred for self.

Sqda | O i @ S AR A 8 S¥ Fre foar s

(Strike-out what is not applicable from (i) & (i) above)

Signature of Rly. Servant/

YeA™ Ud e
Designation and office to
which attached

T Hie/Foot-note

1 we . 18,19, 20, 21, 22, 23, 24 ©d 25 Facl I Al WX o1 BNl & e YR e far man # |
Item No. 18, 19, 20, 21, 22, 23, 24 & 25 are applicable only for non-referred cases. ‘
2. 3 NwE & g Rl s Gar 6y W - '

Following documents should be attached with this proforma :—

@

(if)

(iti)

()

V)

Tyt e 5 RRAURET BT Seoie IR g ST IR T T8 el SR €|
Employees/Retired Employees Application giving circumstances under which he/she took treatment.
RIRFA/AIR S Qe U9 . Te-0 351 eI it gy fRifyad s g-wiel wi |

Photo copy of Medical/RELHS 1.D. Card (duly attested by a Gazetted Officer)

SR B aret ARH g1 Y et Farfbean swor Ry srvearer & fafde P g1 wiigReaR o i g |
Essentiality certificate issued by the treating doctor of hospital countersigned by Medicai Supat. of the treating
hospital.

IRTATA BISA BT S FFAI0-9/94] |
Discharge certificate/slip in originai.
ITAR H a1l A g1 Afdraq wfd exeiRa Rey/areasd |

Bills/Vouchers (in original) duly countersigned by treating officer (Authorised M.O.)

=



(5)

(v) T AT BT pedr RaRvr-gwe aad & 5 Sudad e (3) s R o e Reyarsr St 137 9 IR
fobg 1y & | SaTRRY W& forg - o e
Detailed item-wise break-up of all*the bills (this means all bills/vouchers submitted at (v) above should be
reproduced in Legible Manner) for e.g. :—

e TR - m‘w P R ot R A s ks e s s T o S
Bill No. Name of Chemist/Shop Date
LCCARCERY = HHA
Description of item - Qty. . Price
TRYRs. a./P
1.
2. 4
3.
4.
ERASISALE]

(vii) XX Y Y AR #, Ix A ) gt gl e aR |
In case of referred cases, attach original referred slip.

(viii) B IR B & forw e —
Instruction for submission —
YR (6 7Q HrHEH A ST BT A SRRy 1R gRT Rifad sfiavieR exeR Y5 {5 T SRTETR
Q ffdsen e & wmr x|
In referred cases, the application duly countersigned by Controlling Officer/Subordinate Incharge should be
submitted to the Medical Establishment from where he/she was referred.

XX T BT T Al # e B Freior ey sriRe i gr Rfted sRigvder e SR s awar
fafhean HigfT #riet a1 Fger 2 wenfia @ 7€ 3 & o1 o |
In un-referred cases, the application duly countersigned by Controlling Officer/Subordinate Incharge should be

submitted to the ‘P’ Branch concerned, to the cell set-up for the purpose of handling Medical Reimburesement
case.

(bae1 Bl wam &q)

(For Official Use only)

(i) X I B AN O At o A A |

In case of all cases being sent to Board.

(i) ﬁm%m%ﬁ@/mnwﬁamm%%%mmwmaﬁm?@

In case of AGM's sanction for unreferred/Non Govt. unrecongnised cases.

1. 1Rk, & v fmr
Verbatim view of C.M.D.

2. fod SomESR vd .93, & v fER
Verbatim view of FA & CAQO B

3. JHIAM. F TEER
Signature of C.P.O.



(6) ' : E

i fael ot we/aRkeTaR [
DETAIL OF DATE WiSE/ITEM WISE BREAK UP OF ALL THE BILLS OF

{(RPR w1 ATTNAME OF PRUEIT ..o v csierereeese s esoesie st o e )
®. W, fstia fam wwn gy faaywd w1 W wa w7 frawm S Gt
Sr Na Date Bill No. Name of Chemist/Firm Description of ltem Cuantity - Price
i

wiergd Mo ¥ awer
Signature . f Authorised Medical Offi o

S BTN
icerlincharge of

the case of the Hospital




(7)

_1 659
See Para 659

fafeem fam
MEDICAL DEPARTMENT

SEEAHAT U095
ESSENTIALITY CERTIFICATE

,ﬁ‘ ,qg Wra m é f_?—ﬁ_ 84}/’%&?{%/?{5{1’"& .........................................................................................................
m/%af%ﬁ ......................................................................... Gﬁu‘u.“M..............,.4.,..,“..(,.(.“,,.\,u..;.uu .................
Wife/Son/daughter.................... B e s e e
ﬁ W % .......................................................... W ﬁ; 75?:3 W $&:{ .ﬁ. .........................................................
............................. ﬁA...-...,.“”..“»..A...,y.‘.,..,...,.,..W..(--.-n.u--.,u““.v...».”.;.‘.,.““?qu. m 5(*1[01 ‘if‘ﬂﬁ B q.g, .gt mq
G e R RoSPHAl fOF... 0 cieeen s disease from............. oo R PO |

and that the under mentioned medicines prescribed by me in this connection were & folw aifyaref o
essential for the recovery/prevention of serious deterioration in the condition of the patient.

wigae At F agfh & g F gargoee JYATA B wids d 787 vl wred

IR H O wifrem arelt 92 wfre =2t € e fow | Rafse grey el el # wyerey 2

A T A N A4S e & o e @y gwrd, @ RisEe g for supply to private patients cheaper substances
>f equal the terapeutic value are available, nor preparations, which are primarily foods, toilets or disinfectants.

No. Name of Medicines Price
! g e & waer g g

Signature & Designation of the Authorized
Medical Officer

Signature of the Medical Officer/incharge of
the case of the Hospital

N.R.P/RRd. (Pb. Bg.), Delhi-35-10,901/9



