FHATY ST JIST
FrfercaT gfagfd qmar yo=

EMPLOYEE HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM

ST ST AT TEAT, T (heT

ALL INDIA INSTITUTE OF MEDICAL SCIENCES, RISHIKESH

(STATH FTE AT G SIS F a2 AT § T 970)
(To be filled up by the EHS Card holder in BLOCK LETTERS)

1. (a) TUATH FTE g1 FT 419/Name of the EHS card Holder -
b) su=UH FTE Fa</EHS Card Number-

c) FATE FIe FaZ/Employee Code Number -

e) 91 9ar/Full Address -
f) HrETEe 7., TATR F9¥ 74T S-A1/Mobile telephone number and e-mail -

2. (a) TFfT 7 ATH/Patient’s name -
(b) TrfY =1 SU=TH Fa¢/Patient’s EHS Number -

(c) SUHTH FTS GTLH F FATT T T Fae/Relationship with the EHS Card holder -

3. 39 giftued/srRed Hex/zafnT Hex T A9 T97 9d7 i ¥ ITA
FIET TAT/Name & address of the hospital/diagnostic center/

Imaging center where treatment was taken -

4. FT I gIETeA/STHANRST He/THIRT Hed SUAUH F Aeaid g4 193 &

Whether the hospital/diagnostic/ imaging center is Empaneled under EHS.

5. ag 7= e forw gfagf &1 arar frm = 8/Treatment for which reimburse
(a) AT frede/awe qaT T=/OPD Treatment / Test & investigations
(b) ==X fIefe/Indoor Treatment

6. AT ST T el & = foraw - o
Whether treatment was taken in emergency-

7. 7 39T % forw qF srqafa «fF € ofi-

Whether prior permission was taken for the treatment-

8. T Fre go/f=fercaT ST whiw o TET & 7fx gt v arar v T AT I A1 Ta10

Whether subscribing to any health/medical Insurance-

Scheme, if yes amount claimed/received

ment claimed-

BT

Yes/No

BT

Yes/No

=/

Yes/No

-
(
(
(d) e aTE % 91 € - WTeae / AH-aTEae / MY a1e/Ward Entitlement — Pvt./Semi-Pvt./General -
(
(

=TT

Yes/No



9. T AT Team PrT 8 AT ST AT RaT0r & e

Details of Medical Advance taken, if any-

10. =T4T FT TE T i/ Total amount Claimed -
(a) MY S=Hz/OPD Treatment -
(b) =EX frede/Indoor treatment -
(c) ZF=/sT= Test/Investigation -

11, S FTATH/NAME OF the BANK ... oot e
FAT GTAT GEIT/SB A/C NUMDET ... e e
T T THIATSHTST FHTE/Branch MICR COUE ......oeiiiiiiiiiiiiiiee et
FETRTHET FTE/IFSC COUR .. .vvviiieeee et e ettt e ettt e e e e et ee e

oo Declaration:-
H =0T FAT/FAT § T =9 e | & T2 @A 5 w97 T F aqan 9 § ot 5w =7
77 fefercar = foFa T § 98 T a3 99 0 W9 § | ¥ SuAud arareff € 97 SUAR F 96 497 suay
FTE T AT | HIT ATIRF SUFUH FqaTH Y 9 F 2 T ¢ | & Fgwi F seavia s areft swfagfs zrfer s

T HEATE |
| 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. | am EHS
beneficiary and the EHS card was valid at the time of treatment. My monthly EHS contribution is

deducting from my salary .l agree for the reimbursement as is admissible under the rules.

e /Date ... SUFUH FTE GTF 6 geaTed?
I/ Place Signature of the EHS Card Holder
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HEea o 91 IMPORTANT-

STl AT BT gl T FIAT [HHTToha TAAT/ FRISITT ITASH FHLAT AT Y. -
Kindly ensure to provide the following information/documents, wherever

applicable:

A. FETATA/STAATREE HSY/THORT HeX ¥ AT T AL ITH HY (ARG TA0 HT
T ST a¥ WeTH Y Ud e it qirw 9edT, UAH-L [hed e Sqru) Fifeh
ST TTTer T TUET T TEeTo7 T SIS Ua/TFT T & STHTL hl STl gl

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 reimbursement amount is calculated as per approved
CGHS/AIIMS Rates per test.

B. STA & Hafeerd T TUAT (S TqH) & @I A1 07 Fafq & =7 g1 & a7 o
TT FATF | F ATHR A9 97 (Ufhefae) o7 F2 | &t #F T-R ®lesm ot

) o o o
SIATT FlA AT ST/ TAAT FIT TATT (AES) BHT ATRT |

In case of loss of original papers, Affidavit as per Annexure | to be submitted. A4

photocopies of the bills to be attested by the treating doctor/specialist.

C. T 9T %l Jog gl STl F9T H H T95 & A1 & MU SAqAdF | 3 a9
T (TThefae) Aeae TTaqld araT T97 & 972 §d 7 |
In case of death of the card holder, Affidavit as per Annexure Il to be (filled and

attached to claim reimbursement.

D. SR YO (3te) fhu S &t fafa & s &t w7 gedr afa oo dav &
qrr Feah? da9 F7)
In case of implants, Invoice No. along with sticker with serial number of the

implant to be attached.

E. FAL ¥ TMT 1 =l RAfq & ¥ 7 a1g] @I (ST q1$H) HAT Fe |

In case of coronary Stents, outer pouch of stents is to be enclosed.

F. YOH®Y/ AEHIST SM(Q & dad S &l *Ofd & I8 @ TOHA/MEHIST & qATLel
Tféfthehe & I Had ALl
In case of replacement of pacemaker/ ICD etc. copy of the warranty

certificate of earlier pacemaker/ICD may be enclosed.
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ATATE - |

Annexure-|

TrET I fa=t it g T (F=itee HI) 17 FA F [T @ 392 92 a9 97 (iR fae) &1 g

Draft for Affidavit for duplicate Claim papers bills on stamp paper

HATegd T FESA (AT TIT) Fgl @I T 8 ST ged T o 7g) A T @ § | § a9 gar g & #74
et off =q & 37 97 FRSTAl (SRS TUH)/ FAT TOH FT IO ol (oET g s Ife wiesy § av
A FTSATA (TS 7)) 7 ST 8 a7 § 7 F FRSITat 6 ST 92 e 27aT R Jgl o, Jf

et FTeoraer AT § =9 g FRSAT & A H oAw G A ST § a1 § I 9 AF B qeqq
STTErhTY T ATTH SATeT Z7 |

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

competent authority.

FEATEAT
Signature

T afeds g FAToq
Verified by Notary public
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ST — I

Annexure- |l

SUATH TS GTCH it o B T T 9T H rar Ffrear gfagft * e
T IUT I qII-97 F [T 1o

Draft for Affidavit on Stamp Paper for claim medical reimbursement
IN CASE DEATH OF A EHS CARD HOLDER

L SRR ROPPP /AT FRE AR
L2 161 Y afa/aelt/faar/arar @R S/ T
S G ] G A T 2T AT T, F ITA F HSAq =77 AT fheam Taqia 2q Te=qd #7
TEIAETE | (T THI07 9 it 97T F4 2)

Tt AT T s fiey Feferfea frfess sfaerfat i grer 2,

Tfy 7 T wiag Tfer 1 T #7 fo Srar €, a7 3w #re iy At g

L Husband/Wife/Son/Daughter of late...........................
and resident of........... hereby submit the medical reimbursement claim
pertaining to treatment of my husband/wife/father/mother late shri/smt..................................

who has expiredon.................coeiiiinnn, (Copy of Death Certificate is enclosed)

Late Shri/Smt ..o has left behind the following other legal heirs, none of

whom have any objection if the entire reimbursement amount is paid to me.

T YU 97 37+ fafers SaeTternTiat ger geareriya sarater SHTr 95 Her |

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

areft:

Deponent.

et afede TeT JHTo
Attested by Notary Public.
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WY YT 9T FAATYIRT TH 97 & T g1
Draft for No Objection Certificate to Stamp paper-

T /AR F SUENR H Hafgq qEO SfaOd T #w O SEra
1V e 1 EO N Etolic 1 B Rl B 1 VL 2 e F I STACTAFRET B F

JTASE gH FIe AT 751 8 |

(1) We S/O,_ D/O
late Shri

(1) Slo_ D/o
Late Shri

(1)
(V)
Being the legal heir of Late Shri/Smt have no

objection if the entire amount reimbursable pertaining to the treatment of late Shri/ Smt
is paid to Shri/Smt

(i) g&ar&rT / Signature (ii) g=arerT / Signature (iiii) g=arer¥ / Signature
a1 / Name a1 / Name a1 / Name
Tar / Address Tqar / Address Tqar / Address
Tt ufeas gTer geariua

Verified by Notary Public
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