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MEDICAL CLAIM FORM - OUT PATIENT DEPARTMENT INDIAN INSTITUTE OF TESNOLOGE BOMBAY
TREATMENT Powai, Mumbai-400076

Mabharashtra, India.

TeTf¥at T HEUTeT & HHAARAT T 3e7eh IRAR & G LT & FIehcdl AT Ud 3TaR Faeh Fifchedr oaa
wifta & faw 3mdesl/ Application for claiming refund of medical expenses incurred in connection with
medical attendance and treatment of students, Institute's Employees and their families.

(T &- Ycdeh UIN & TIT 3eTIT—37eTT T T q?fI?T #Y1) / (N. B. Separate Form should be used for each patient)
1. §TdeR & TawT # SAT\ai/I. Information of the Claimant

GIdGR &1 A1d/Claimant's Name 9c/Designation/Programme Tq8TmeT/Department
SAP ID /Roll No. fermT= w5 ;
. shHTh/Mobile No. _ﬂﬂ' Hlé-ﬁ-/ E-Mail ID
ITAATT haTeh $

[l 3T FIFT STTpRT / Information regarding the patient

3t T =T/ Rear/ |doierasave | RERT Rfecar AT 3readTer &7 AT /
Patient's Name | Relationship | 371afer/ Nature of | 31f&&Ry #7117/l / | Referred Hospital Name
illness & its period Name of Referring
Medical Officer/Date

Il =TT @a RAITehcar g T [daRuT ¢ | / Please provide the following details of medical expenses.
ETeT ¢ - Fof foret Tie/aar 1 uli/ ud A5t H. Hes HT Heady Tordel Y| / N.B. Attach original bill receipt/s,
prescription/s and |IT Hospital reference.

%.9. fdavoT / Particulars af?r () / .. Sr| 31y &7 AT /Name of the afr (¥ /
Sr. No. Amount (INR) No. Medicine Amount (INR)

1 BATSET TH 3R /4T & Tohet
Imaging/MRI/CT Scan

2 [grafaffdd / Dialysis

3 Rfs=3fadY / Radiotherapy

4 PBYRT &G /

Appliance Purchased

5  [FTeTRITeIT 9LI&ToT /
Laboratory Tests Done

6  [IRTHESN ok /

Consultation Charges

7 [Rfaggar/

Miscellaneous Charges
el / Total el / Total
ETaT S 315 el ATA / Total amount claimed :

TelaeTahl T el TEAT / Total Number of enclosures :

gTcd 3773F AT / Advance Taken :




FANY GET GaRT gEd18TRd "9ungs / DECLARATION TO BE SIGNED BY THE MEMBER OF THE STAFF

A TcecaRT BIYUT YT § foh 58 3iTdeet # T a1 q2g A Sl vd favard & #cy § vd foras
RfreaT s aget fram 4T &, 3K 95 TR & 731 R 3 § 3R 95 TRAR F1 FAS Tara A/ |
hereby declare that the statement made in this appllcatlon 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 and
is not an earning member of the family.

fesTir/Date : GIdGR & g&raR/Claimant’s Signature

gfagEdeTRd Ud YHATTOId foham SITdT & 6 I8 &rar / Countersigned and certified that the claim:

1. ArEdideh § 2. [9Fa Ug T Feel 311eer & 3aR § 3. e, Tie va 31 JATor9At 3nfe gany aafdia §
4. 3¢ g ¥ TR gl fhar arar a1 vg 5. mmﬂm/ﬁmﬁﬁﬁmwglll is genuine. ii) is
covered by the rules and orders on the subject. iii) is supported by bills, receipt and other certificates etc.
iv) was not drawn before and v) has been sanctioned/countersigned by me.

FoATdd-Registrar/ 30 FodId (vaefivs-2)-Dy. Registrar HR-2




