gRed 7 ATl Hsel
g% fore e Raasia< Folv
AT BT AT oo PHART BT AT oo
L5 15 R <15 I L1155 I
HHART UTTH GHID 453 9 AT BB o
1 | SITSf 6T A From To 7S o
2 | 9T XeAd IRUATS bl T/ 3fda e YES/NO
3 | SUIR 919d WG UG ATAGA (Case Summery ) YES/NO
4 Rembursement Claim Form YES/NO
5 | e Afdfhac /S IR Ufd) ST Sidex YES/NO
| Faarud
6 | IRSTATAVH / Hehel bls .
g SR DYl Feariud YES/NO
7 | BIEAd IRUATd fadd SIS Sfder gRT sweiRd ud YES/NO
e dfed
8 |Tasdl vd ora Rud @ foa e Sfaex grr YES/NO
EWIEIRA Ud Hiel dAfzd (el | fSw=rs] dd)
9 | faumT w5 &1 ST | YES/NO
10 | STAT B TS IHH BT Sl FT <ol 81 BT 2 | YES/NO
11 | T S RUe / s=Reme R Heri e 2 | YES/NO
12 | Xerd e & SUaR Hael o (Ife Suar ferar YES/NO
gl al
13 | Attested copies of pay slip/PPO YES/NO
14 | Fol¥ M .
15 | afd FoM IHH %.2,00000/— A 3G B A TP

e 9 03 WIgel BT Ufd iR AT %.2,00,000,/— A
%9 B Al U qd 9 TP BT URT BIgel STH HRAT
g |

BIEAT & B W — Fa9 - g Rad &
BRI Ufd Toh s SUd SR 9 U o,
TS Bisd fdeT Td fSEars] deiihae o ufd H




SIS Sfdex | 9T S9® %I RELHS/MIC & YES/NO
Pay Slip/PPO &I UG BRIT Ufd SH® HUR deid
BTH We IAD HUR A AHRI | BIsd Bl faumT
U BT IWUNUT & AT ST IR |

O FeR AMRIY UST 1, D HW 2, B 3
@ P9 ¥ o ge)

PHAR] B BEIER




VI

uf¥as 924 N, AT TSl
wferafel grar wr

XS/ HAATG HHARS BT A (TIC JERT H) oo

ST/ HATI NAd HHART BT TGATH(FTE JETRT H).oooooooeoeoeoemoesoreoe

UOTTR & BT 3R TTIT e
XS/ AT HHART BT TS—Y & A1 9T /I T oo
LT 2 72 1O
THISHT / RS UATAUT GRT 3R SIRIBAT TTITBT oo

TIGMC /AT | USlidrd THIMSHT / RSTUATATH ..o

@) A BT A AR BT

o

| 1(@) IR BT AT/ FAGRT BHANRT F FIT oo

R Vord G H gTsR (Indoor) Su=R iR fqavor—

(@) AT BT AT e

(@) TIRGAT BT B ARG e
() fSF=TSt 89 T ARG e
(=) fam

(S) aRUdTeT & el BT gel M (AT A HATT PR
(@) R SUAR TR H ol T e

(B) o7 MY WEITES. & G B (B AT BN o

FT 7Y ¥l TRy T difersd! / fodl St warRen 991 AT & folg
3fere™ oRd ® afe “8F AT 9T 1ue Suad T & SUER & forg fy oA
I Rl F DI R ol 2 I BIS, AR ol € AT T 3T BRTS R YRT

TIET BT TS DA BT s

Bl

d& @rar o1 faaver {5 ufgfd &1 = arelt Il &1 A fear S e



. d9b BT AH 9. dp @rar g

. IRAT TH.MMS. N IRBIS . M. UHh U ILhls

VI el &1 Gl (GUAT Fel™ TSl & 3N Hal Bl [+ i ud
JfIRad <Al @ IR H Sooid )

P. THINMS. YN, /IR 3.UATITABIS PI Bl HIUT

Q. IR YTd AT gRT JAfaRIaT 98 IMMUTddhIfold JATOT U

7. fem=mst &1 faaro
g, A & Hd fda
S, Tq1/ U AT /3R MMfE 6T Jol T8 arsar (Ife I 8)

. < /U AR /gl ST BT IS Ursd

(@ rger=ia 31 B, Al AR Jeid &1 FAT fod &fiR o 4
TR R faaxor ford)

/72

Yo 9 ) Vol BN ERT SER fhT oM 2 |

# uds gRT "NON &Ral § [ s MM H @l TS "o W SFaR IR
faear 4 qofaen 921 7 iR 98 aaf owe de9g 4 Rfesin = G T, 98
qoidar R FWR R © | H S99 s g b Rifecda giden &1 geuanT ar S9!
¥l PR @ Tad ARAT TRA A W THIAS. AL /IRITATATH. Bls b IGa PRV
Afed W Tog Sifed HRAS & ST Fhal & | § Yae gRT g9 &_al g b I8 A
3ifo TTaT B 3R H 39U SUYR @ ey H Xoid AT Rl oy wWRey Aol | 9fasy #
AT YPR BT PBIs STaT ol BRI |




(YT HHAN B IER)

el & U fRafbed 9T difordl 2 &R 98 yeErie [ueR & foy |mEr uwga
PRAT IEAT & Al 98 Ygel 411 B H STET KT Y AR R Y § I HF1 9
YT S¥Taw, 9 seumfe & A1er STdT URgd dY | 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 to Railway with
documents, bills etc. attested by the insurance company.




fRrferear favmT
AIRIT He MU hIferd YA U=

H g0 BT B b 50/ S/ BARY / BHR.c.oooeeeeoeor
E L1 L1~ A ST ARAR X Heoeer >
w0 H BRRA 7, & gl /qF /gAT /M3 el 2, 3R SHAB e
RIT @ SUAR B T ST H QAP
I 1 TP W GRT SYAR AT AT | Ferd St 1
E3 EC2 1 AT I Ao fdali d afdid Su=R arurd

Rerfa & o= e faey 721 a1 51 goar o7 | # I8 ) y=iforg o=

g [ S SUIR BRI TAT 98 ATIDh o7 |
R YTd IRYAT & ferfdear

PR /TR & BER
AT 3R WU/ qeR & A

TSl Y9I 3l UTferdpa
TEIEN] & SR WU /H&X & 91




uf¥=d 924 o, AT TSl

Annexure of check list for claim for reimbursement on

account of railway/non-railway treatment.

Name of Employee : DIY - (—
Office :
Sr.No. | Details of amount Amount Amount Remark if
claimed claimed in¥ | admissible in any
3
1. Medicne Charges
2. Bed Charges
3. Pathology charges
4, Radiology charges
5. Others (give detaila)
6.

Total Amt Claimed in
3

Signature of Employee
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Breakup of Claimed (Medicine)

Name of Employee: Desig:

Date of Admission: Date of Discharge:--------------

Sr.No. | Bill No. Bill Date Page No. Amount Amount Remarks if

Admissable | any
Claimedin | .
in¥

3

10

11

12

13

14

15

16

17

18

19

20

TOTAL

SIGNATURE OF EMPLOYEE




