FET AT A TF ol uiRigor SR St/ 3/ fasmaue
Rrfr ufagfd & g & a1y wga fpar sHarar yu=

PROFORMA TO BE SUBMITTED ALONG WITH MEDICAL REIMBURSEMENT CLAIM

WHR Y& HT AW 3R T/

Name and designation of Govt. servant

WHR Ja& HT I (or b fafera fFam § Feila 8)

Pay of Govt. Servant (as defined in the FR)

Al HT A SR WS YIS o 37T Jae

@@ & A 7 org i FaTg)

Name of the patient and relationship with the Govt. Servant
(in case of children, state age also)

IRdfd® G-FIH@“CNFIT/ActuaI residential address
Ardr-foar @t Al 3, afe a8 orar 39 Yefid @

Monthly income of parent if claim relates to them
fafdrem SifYeRY 3R Fefid sRuare &1 =™

Name of Medical officer consulted and the hospital or
Dispensary to which attached

St &1 A1 SR faferen @t srafy,

SR o sifvardian o & faar mar @

Name of the disease and period of medical attendance,

As given in the essentiality certificate

TRTAR] BT HBAT 3R ARG, 3R YD RIR!

& forQ g T IHH :
Number and dates of consultation and fee paid for each consultation
SR $I BT T ARG 3R YD SoiaRHA

& o gehrar AT A

Number and dates of injection and the fee paid for each injection

Pratera ufa/orFice copy

CENTRAL INSTITUTE OF FISHERIES NAUTICAL AND ENGINEERING TRAINING KOCHI/CHENNAI/VISAKHAPATNAM

Name of Name of Medicine Qty. Qty.
Medical Shop prescribed purchased

Cost of
Medicine

Bill No. and
Date




10. 30 GId P RI/Details of other claims
(h) 3HTdI™/Accommodation
(9) T—fhaT YHR Surgical operation charges
() 3T dgRMd/Hospital stoppage
(6) TRINTRITAT YHR 3R TRINTRITAT &1 A8
Laboratory charges and name of laboratory
11. Pl <ldl/Total claim

A gran FRT/HRal § b 59 e B U M fyavor B SHeRT SR fayra & ogaR IEt B, ok
fda & foe Faferen @< o Tar @, 3 O ke & ™R Snf3a &

| hereby declare tht the statement in this application is true to the best of my knowledge and belief
and the person for whom medical expenses were incurred is wholly dependent upon me.

RJT[/Place:
dRIG/Date: TEHR AqFH T FEATER/
Signature of Govt. servant
PRt YAl & fTU/FOR OFFICE USE ONLY
AR TGl &1 &R1/Details of disallowances
ELE] <l &l A el DA
SI. No. Name of medicine Qty. Price

(i) P aIdi/Total claim

(ii) P ATHYR/Total disallowances
(iii) H"I?IW%%’QUT&T‘T@N/BaIance passed for payment

TRTAR Y P HTHT H JRA/TOTAL AMOUNT OF CONSULTATION FEES ALLOWED

SOIARM UHR &1 Hd JR/TOTAL AMOUNT OF INJECTION CHARGES
a1 1 3Hd $d AR/TOTAL AMOUNT OF MEDICINES ALLOWED
3{IHd $d 3= GId/TOTAL OTHER CLAIMS ALLOWED

YT o T a1ikd S IR/TOTAL AMOUNT PASSED FOR PAYMENT

(W/Rupees ......................................................................................................................................................................... >UU/Only)
efera ggra®/ P13/ HTT A&/ q.Y.31/
DA 0S/Section Head Sr. AO
femofi/Note:

Sreara # Yl fpg e T & Amme 7 sRudra § et &1 IR Afed fod &t ufadl tRgd &1 St 3|

Copies of bills including discharge summary etc. are to be submitted In the case of Inpatient claims.



