I F(@T TAT H YT w) e =TT F0 FIE T
Annexure 'A' (To be submitted in duplicate) File NO...ovieicie A. Code No

THT FEETT widEmer afwE, w4 e

NATIONAL COOPERATIVE TRAINING COUNCIL, NEW DELHI
Rffcar W v 9T =g & glaqld g e T
Application form for reimbursement of medical expenses

1. FHE=TA *T 918/ Name of the employee
(¥Tg 7eat #)/(In block letters)

2. {« 9a+ / Basic Pay
H¥ T 9d71/ Residence Address

TRIT T AT 3T FHATL & SEET Faer
Name of the patient and his/her relationship to the employee

tofercar it stafdr/ Duration of treatment e, £ £ T TH
TATT ST TR TRRET ga (A7 3 Ud 6
HA-AET T g qT AL TTY FY)
Place where the patient fell ill (if 3 and 6
If there are different locations, please explain the difference)
7. o Hfrcs/tree &1 fTEmr, saw
Name of the doctor/hospital to which he was shown
8. =79 #¥ Wi F =AY/ Details of claim amount
(1) TTHET [/ Consultation fee BT e TETF REIRRLE
s wAd e AT@EIAR F T RamE s TR=S = TRES
Date  Consultation Fee Dispensary/Residential Place of Patient Total Rejected Payable
Amount amount Rs. amount Rs.
Paid Rs.
(2) ZwSTFT T T [/ Fee for injection Fees FT I
EGIED Hear Y& F A/
Date No. Paid charge Total Paid
charge
(3) TRITCH qAT =T TV F T/ KRN
Charges for pathological and other examinations g/
|, T T TAET TAT T Tohg g Ay gear i afr | Total
S. No. Nature of examinations and attached cash receipt number and given
date charge
1.
2.
3.
4.
(4) =Tt T =T [Price of medicines
(F) STFRTER oo o % foro & 12 /given by the
doctor for ................ days
(@) aTSITE 7 @4 T8/ purchased from the market
SFoTETAT HEAT ... RATF £ A
Cash memo No............. Date........ RSivviiiiiiiiiin,
SherHT HEAT ... {1 £ 0 N
Cash memo No....... Date............ Rs.....oon.




M) FTE AT T (AT ZIT A1)
Any other charges (Supported by voucher)

g HeaT 8 &1 T Total of item no. 8

9.3 Trfer, afe #rE g1 Amount of advance, if any, ®9¥ Rs.......

TEATET/SIGNALUTE. ...
& /Date....vvececeee.
HTATAT T % e / For office use FO/RSrereeeeererreeeennn (FTT/RS.....cceeeeeean ) % SpTaTe % forg arfa/
Passed for payment of
ST At T aes (W0) FHEAT ATT0/ATY T A0 qf==
Investigating by Joint Director (P) Audit Officer/Senior Accounts Officer Secretary

TSI gIN T9vIT

Declaration by the claimant

H TAT T AT FIAT/FLAT g 16 / | hereby declare that:
(F) Fra § T 7 ooy 937 Saert e forsaTe F a9y gl

The particulars given in the claim are correct to the best of my knowledge and belief.

@) = et % foro fSrfedr ==t 1 amar BT @ g, FreET § & T 99T F dgEr 89 ahaw &
TqaeT 2
The persons for whom medical expenses are claimed are members of my family as defined in the
Scheme.

) S 3t & forw amar fram 7 8, aread § 71 9% A1t g oY a4 fEarted g sfie &t qur s9
gfearied /IR, g AT LT % AATaT SI=AT TSI T 8, T gATH BEl
ERIRIR IS
Children claimed are actually dependent on me and do not include married daughters and sons and
unmarried sons/daughters who are employed otherwise than on short-term basis.

(=) Y ATaT AT, o fore &9 arar G g, 9% 919 7 78 8 o S a9y #di ¥ et /T o 647
Fa« 7 srfere 71 8, ¥ 7 1500/- F0F wia "41g i Rt srfaeram Hhimr & of s 921 )

My parents, for whom | have made the claim, are living with me and their total monthly income from
all sources does not exceed my salary and is not more than the prescribed maximum limit of Rs.1500/-
per month.

(ST AT 7 &Y, 3V Fe F)/(Strike out whichever is not applicable).

(FHATH F EATEX)
(Signature of the employee)

feT/ Date:



