I AT AT ARG e, et

— School of Planning and Architecture, Vijayawada
1 AnInstitute of National Importance, Ministry of Education Gov. of India

fafeear grar & forw 3rde= YU / FORM OF APPLICATION FOR MEDICAL CLAIM
M (Ty &R} 1)

Name (in block letters)
02.| UG / Designation

01.

oz | TR /fanm fore v &
. Office/Branch/ Dept. in which employed
04.| Hd dd9 / Basic Pay : X/ Rs.

05|  TARTT AT / Residential Address

TR &1 14 3R IYHT TRBHR] HHART T Tae / Name of the patients

and his/her relationship with the Govt. Servant
07.] Y BT RIM / Place of Duty
R BT THR SR IGHT fafey

Nature of illness and its duration

Idl P TI_EE & MR BT faaroT / Details of the amount claimed (ﬁﬁ?_(\qT
gR=af / Medical Attendance)

00 (@). TRR U faferem iRt &1 AW SR UeAM qur 98 oM
ST/ AT T URTAR YT faam 7T g |

a. Name and designation of the medical Officer consulted and the Hospital /
Dispensary to which attached

(). RIS ot ot TReam SR U8 WRTARS & for yFrar= fasa T Yoo |
b. The number and dates of consultation and the fee paid for such
consultation

). T IRTARI/ZoeRM, 3Ruard | a1 fifre et & Rl e /
7 IRT & ey 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

ORI Pt THT AR ARG IUT TAD SolaR & forg i fosan
Wﬂ?%ﬁmﬁ%ﬁmuﬁ&wﬁésmw%mww/qw
10| AGE I

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

1| TR ¥ W T gared o piad

Cost of the medicines purchased from the market
12| g@T®t Tlé Pd MR / Total amount claimed X/ Rs
13. RNPEAK] ﬁ?ﬂ / List of enclosures ()

06.

08.

HHAR §RT gxd1&¥d fHa1 SITA a1e1 TI9UITYS / DECLARATION TO BE SIGNED BY THE EMPLOYEE

# 3% SINT 9190 6l § & 3ided U # fou 7 faaor 88 TFeRT SR 3y & SuR 9 § 99T o9 aafad/afaadr & forg
fafeear ok 9 foba T g, 98 quic: J3 R Snfd g/3 |

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.

femid/Date: HHART BT THER
Signature of the Employee



adl Qlagla aldl / MEDICINE REIMBURSEMENT CLAIM

14, /A oo L5 40 S wadiedt, fasraaret & U & HrRkd 8, & dey # faferan
gfcrgfe ard &1 faaron|
........................................................................................................................ Details  of
medical  reimbursement claim  in respect  Of O MI/MS.c. it S/o.
D/0neeiiii WOTKINE 8S..vieuieiieiieiiiesieeeieeteeieebeteeteereesseeseesaeesseeseessaesenseessesnns SPAV, Vijayawada.
G & AA AR A qal B
wu | TAIAR A | gEE/DRRE DT | o ai . T TP S /A
3. fezar am gargal BT Hd anT
SI . Cash . . Amount of
Name of the Patient| Name of the drug Medicine(s) Total of each
No ) . . Memo No. & each
and relationship store/chemist . . cash memo
Date medicine
TIAT B TS GATSN B G MR T £330
Total amount of Medicines claimed Rs..................... RUPEES vt
A AN (BIAT 10) F. / Grand Total (COLI0) RS. ..vvvvvvvrveeereeeeeeeeeeeeeeeeeesssnnnns

99U / DECLARATION:
1. & gaiford e g o ora wier & fore foar & i ufagfd &1 grar fvar mar @ a8 o sRe g R ik R

I certify that the patieni(s) for whom medical reimbursement claim has been made in the bill is/are wholly dependent upon me.
2. ¥ yurford sxd/@Rd § i A8 uell/afd Rl sref-mRe R} Yo # Srikd 76l 8 auT SR $1E &rar Tgd et fhar 3

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

Eﬁ% Td Qﬁ?ﬂ&‘lﬁﬁ / Accepted and Countersigned gldeR & BXI&R / Signature of the Claimant

W/Date

T ATET /ACCOUNTS BRANCH

TEHR/ Accountant & UferhRT / Competent Authority.



