
Hkkjrh; tu lapkj laLFkku
 Indian institute of mass Communication

ubZ fnYyh@New Delhi

 ckg~; jksxh@HkrhZ@yEch vo/kh fpfdRlk dh çfriwfrZ ds fy, vkosnu
Application for Reimbursement of Medical of OPD/Admit/Prolonged Treatment

1- deZpkjh dk uke vkSj inuke ¼Li"V v{kjksa esa½
Name & Designation of Employee (Block Letters) ................................................................................................

2- ;fn fookfgr gS rks iRuh@ifr dgka dk;Zjr gSa -
If married, the name of employer of  wife/husband ................................................................................................

3- osru@Pay Scale
................................................................................................

4- LFkkuh; ?kj dk irk@Local Address
................................................................................................

................................................................................................

................................................................................................

5- jksxh dk uke vkSj deZpkjh ls mldk laca/k ¼;fn og iq=@iq=h gS rks mldh vk;q½
Patient’s Name and Relationship with employee (if  son/daughter, their age) ..............................................................

6- LFkku tgka jksxh chekj gqvk@Place where the patient fell sick ..............................................................

¼;fn 4 vkSj 6 vyx&2 LFkku gS rks muds chp dh nwjh½ ..............................................................

(If 4 and 6 are different place, then the distance between places) ..............................................................

7- ijke'kZnkrk fpfdRlk vf/kdkjh dk uke o irk ................................................................................................

Name & Address of the Medical Officer of OPD/Prolonged consulted  ................................................................................

8- bZykt dh vof/k@Period of treatment ................................................................................................

................................................................................................

9- nkok dh xbZ jkf'k dk C;kSjk@Detail of the amount claimed Lo;a ifr@iRuh iq=@iq=h vkfJr

¼1½ ¼2½ ¼3½ ¼4½

¼d½ ?kjsyw@lkekU;@fo'ks"k fpfdRlk@Home/General/Special Treatment .................................................................

¼[k½ jksxkRed@thofoKku lac/kh@ijh{k.k@tkap@Pathological/Biological/Test/Checkup .................................................................

¼x½ fpfdRlk çHkkj@Medical Charge .................................................................

¼?k½ vLirky 'kqYd@Hospital Charges .................................................................

     nkok dh xbZ jkf'k@Amount Claimed .................................................................

dqy@Total ¼1]2]3]4½ .................................................................

Declare

¼1½ eSa ,rn~ }kjk ?kks"k.kk djrk@djrh gw¡ fd bl nkos esa fn;k c;ku esjs Kku vkSj fo'okl ds vuqlkj lR; gSA ftl O;fDr dh fpfdRlk
ij [kpZ fd;k x;k gS] esjs ifjokj dk lnL; gS vkSj eq> ij iwjh rjg vkfJr gS vkSj og esjs lkFk jgrk@jgrh gSA
I herebydeclare that the above statements in  the claim are true of  my knowledge and belief. The amount spent on

treatment by the person, is a member of my family and  is depending upon me and he/she stays with me.

¼2½ eSa çekf.kr djrk@djrh gw¡ fd esjh iRuh@ifr] iq=@iq=h lkoZtfud@futh {ks=@ljdkjh lsok esa ukSdjh ugha dj jgk@jgh gSA
I certify that my wife/husband, son/daughter, is not in Service in Public/Private/Government Sector.

¼3½ esjs ifr@esjh iRuh ljdkjh@lkoZtfud@çkbosV lsok esa dk;Zjr gS@dk;Zjr gS@dk;Zjr ugha gS rFkk vius fu;ksDrk ls fpfdRlk çHkkj dh
çfriwfrZ dk nkok dj jgh@jgs gSa@ugha dj jgh@jgs gSa@nkos dh gdnkj gS@ugha gSA
My husband/wife is/is not an employee in Government/Public/Private Sector and claiming/not claiming for reimbursement

of medical charges from his/her employer and she/he is/is not entitled to claim.

deZpkjh ds gLrk{kj

Signature of Employee .....................................................

uke

Name ................................................................................

fnukad in

Date ................................................................. Designation .....................................................................

Account Holder Name : ...........................................

Account No. : ..........................................................

IFSC Code : ............................................................

Branch : ...................................................................



fVIi.kh@Comment

1- çR;sd dS'k eSeks@fpfdRld ds uqL[ks ij nkosnkj ds gLrk{kj gksus pkfg, A
All the Cash Memo's/Medical Prescriptions must be signed by Claimant.

2- vLirky esa HkrhZ gksus ds çHkkj dh çfriwfrZ ds ekeys esa vLirky@uflZax gkse }kjk fn;k x;k çek.ki= ¼ifjf'k"V&3½ layXu
djsa A
In the case reimbursement of in-patient, attach the certificate (Prisist 3) given by Hospital/Nurshing Home.

3- fpfdRlk ds nkos 3 eghus dh vof/k esa fd;s tk,a A nkosnkj }kjk fyf[kr :i ls nsjh ds fy, fn;s x, dkj.kksa esa fua;=d
çkf/kdkjh ;fn larq"V u gksa rks 3 eghus ds ckn fd;s x, nkos dks vLohdkj dj ldrs gS A
Medical claim must be submitted within three months of treatment, If delayed the reason may be specified in

writting for delay. The Competent Authority can rejected the claim if not satisfied.

¼dsoy dk;kZy; ds ç;ksx gsrq½
(Office use only)

1- o"kZ ds nkSjku dqy Hkqxrku dh tkus okyh jkf'k -----------------------------------------------------------------------------------
Total Amount to be paid during the year

2- o"kZ ds nkSjku igys ls gh Hkqxrku dh xbZ jkf'k dh çfriwfrZ  ---------------------------------------------------------------------------
Reimbursed amount already paid during the year

3- çfriwfrZ ds fy, orZeku fcy dh jkf'k -----------------------------------------------------------------------------------
Amount of present bill for reimbursment

4- çfriwfrZ ds fy, 'ks"k jkf'k -----------------------------------------------------------------------------------
Balance amount to be reimburse

fpfdRlk ds nkos dh iaftdk dh i`"B la[;k --------------------- ij çfof"B dh xbZ -----------------------------------------------
#i;s -------------------------------------------------------------------------------- ds Hkqxrku ds fy, ikfjr A
Entry on the page ..................................... page number of the register of medical claim rupees ........................................

.................................................................................................................  passed for payment

D.D.O
#- ------------------------- ¼#i;s -----------------------------------------------------------------------------------------------------------------------½
fpfdRlk çHkkj dh çfriwfrZ ds fy, funs'kd] Hkkjrh; tu lapkj laLFkku ls çkIr fd;s A

` ..................................... (rupees......................................................................................................................................................)

received from the director of Indian Institute of Mass Communication for reimbursement of medical charges,




