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School of Planning and Architecture, Vijayawada
An Institute of National Importance, Ministry of Education Gov. of India

fafeear grar & foIw 3/de= WU / FORM OF APPLICATION FOR MEDICAL CLAIM

19 (TY 31&RT H)
Name (in block letters)
02./ UG / Designation

01.

03 Hrataa/=mar/faunT o wrRa Bl
' Office/Branch/ Dept. in which employed
04 G dd / Basic Pay :X/Rs.

05|  3MaTHId Ue / Residential Address

TR &7 911 3R IYDT THRI HHART T &Y / Name of the patients

and his/her relationship with the Govt. Servant
07.| I BT RIF / Place of Duty
AR BT ISR 3R IqDT 3@y

Nature of illness and its duration

S1aT &t TI"-Qc ¢ 7T BT TdaRUT / Details of the amount claimed (ﬁlm“ﬂ
uf=raf / Medical Attendance)

00.[@). TR U fafre St &1 AW S8R ugA™ auT Jg g
ST/ & TRIR! U o T g |

a. Name and designation of the medical Officer consulted and the Hospital /
Dispensary to which attached
(@) RIS e &t T SR T wRrE & forg e foran T geah |
b. The number and dates of consultation and the fee paid for such
consultation

(). T URTHR/ZaRM, 3RUdTd | a1 b fUeRt & WRIAR Haf 7
7 Il o 9 R forar o7 |

c. Whether consultation / injection were had at the hospital or at the
Consultation Room of the Medical Officer or at the residence of the patient

IR B WA 3R dRRA IUT YAH FoIaRM & forg Y fwar
wg,%ﬁ%%uﬂaﬁ%%uwﬁmwwmw
10| =A@

The number and date of injections and the fee paid for each injection
including fees/ charges paid for clinic tests

11| SR T T gl Bt rAd

Cost of the medicines purchased from the market
12.|  TIG1 &1 TS Hd AR/ Total amount claimed T RS
13|  doUe! &I gl / List of enclosures () ;

06.

08.

HHAR gRT ganaifyd fFa1 S 911 SIYUTT / DECLARATION TO BE SIGNED BY THE EMPLOYEE

H 3% ST G0N BT § b 3mae o # 3T U faaror 3 SHeRt $iR fay & AR I § qur o/ safda/safeaal & fie
fafere & o fopan a1 €, 98 gula: 991 R S 8/ |

I hereby declare that the statements in the application form are true to the best of my knowledge and belief and the person/persons for
whom medical expenses were incurred is/are wholly dependent upon me.

fe-i®/Date: HHAR] BT FHITER
Signature of the Employee



adl QIEQIE aldl / MEDICINE REIMBURSEMENT CLAIM

L4, TG ..oooooeeeeeeeeeeeseseseesesssseessseees QDT e S wadiedt, fasrarst & U & eelkd § &
ey o fafesear ufagfid ama &1 faavon|
........................................................................................................................ Details
medical  reimbursement  claim in respect  Of  MI/MS ..
D/Ou i WOTKING 8S.0.viviiviienieiiiteieiise sttt SPAV, Vijayawada.
A At e g
wu | WG DTAH MR | gPH/BHE BT %;Tﬁvﬁ:r? . q;TaT TP 2 A
¥, fezam am gargal ; BB T
S| N . Cash . Amount o
ame of the Patient| Name of the drug Medicine(s) Total of each
No N . Memo No. & each
and relationship store/chemist - cash memo
Date medicine
SIAT DI TS GaTH BT HA TR T E232
Total amount of Medicines claimed Rs..................... Rupees

A GNT (BT 10) . / Grand Total (COLLI0) RS. wevvvrrreereeeeeeeeeeeennrrrreereeeeeeens

"I9UIT / DECLARATION:
B i Sra g o fora it & fore faa o fafase wfargfe o1 gran foran man @ a8 gt avg gy R ARk g1
I certify that the patient(s) for whom medical reimbursement claim has been made in the bill is/fare wholly dependent upon me.
2. ¥ gy FHRay/aat § for B ueit/ofd TRy sref-TRBRY Aar & HRRT T8 8 99T I8 PIs a1 URd el b g1

| certify that my wife/husband is not employed in the Government /Semi-Government service and he/she has not submitted any claim.

Tigd Ud Ufagdiaia / Accepted and Countersigned GIdaR & BEIER / Signature of the Claimant

i /Date
AT ATET /ACCOUNTS BRANCH
AT LR 21 T [ ) & fore uiia foeam
Claimpassed for RS. .........cooevveiiiiininnnn (RS -t ettt et nre s ) only.
AWIHR/ Accountant

T&r™ UIfdepTR / Competent Authority.




