dRae wEet QR dEue
BIRBAL SAHNI INSTITUTE OF PALAEOSCIENCES
53, faeafacamerd AT (UNIVERSITY ROAD), TTEHAF (LUCKNOW) -226 007
Rifecar gfdqfcd ®lA (MEDICAL REIMBURSEMENT FORM)
TIHRT HAUAMRIAT/ IR T 3Teh 3T & ITaR # 37 &1 gfaqfd &g

For reimbursement of treatment expenses incurred by Govt. Employees/Pensioners & their dependents

I FATN/ACUAT BT TATH T TGEATH oottt e et et b ettt s st ee st ennes

Name & Designation of EMPIOYEE/PENSIONET  ..........ceiiiiiiieeieeieseeteeeeeteeeeeteeteeteseeeseeteeeeseeseseeeeteeseaseeeeseeaaeseeeeeaeeaes
2. 3THET T ATH/Name of Section . S GIAT T./Bank a/c NO........cooueeeeeeeeeeeeeeeeennae,
3. TXaTE T Tl, ATGT/ReSidential Add., MOD.  ...c.ouieiiiiiiieeieiiiciete sttt s st ee s es s sneeeees

4, MM BT T T BT TTTT oottt ee et e e e e e et e e e e e e e e e e e e e e e e e e e e e e e e ee e
T AT (TR T A8 38 ) ettt e e e e e en

Name of Patient & Relationship With i ittt e e et e et e e et et e s e e e e a et raeaeraeanaaeanaaenes

Employee/Pensioner (If dependent, specify age)

RIfRcd™T (Medical)

() RTAT ?W/Consultation Fee e et et e e et e e e e eeeeeee e e eerr oo
(@) RIfRcE® FT FATH/NAME Of DOCIOr ....voeeeeeeeeeeeeeeeeeee e, RAfrcarea/fBEa=adt &1 AT (Name of

LT T ) A DY 1=y Y- o) W
(31) SeotaRleil ST TEAT/NO. Of INJECHONS ....oveveeereeeceeeeeeceeeeeee TETATR/DALE ...,

(7) a1 RAfhcas o We/sroas Rfhcared & WAY F&IRBET & Ha T W AT A1l (Whether
consultation/injection was administered by the Doctor in the hospital’s consultation room/patient's residence.)

(3) fe= & ek gu fapfa, Sliarivas, fafeor-Rfhcarcas ar @eer 9aom 1 L[ewh/Charges for Pathological,

Bacteriological, Radiological or other similar tests undertaken during diagnosis ..........ccooeviiiiiiiiiiii i
I TohcaT/IHNETRATAT ST ATH STgl ITeToT g‘U/Name of Hospital/Laboratory where tests were conducted ...................
5. g & ARA/Amount Claimed Z........cccccvvvveviieieieiene. 6. fAA TMA/Advance Received Z..........cocoevevevveereiicieienn
7. FTAYfch TRI/Amount for REIMBUISEMENE Z...........uiuuiiieiiiiiicisceieeieees st
8. HOITSThT I FE/LISt OF ENCIS. ..ooeieiciiiiceiccececeee e

=IYUTT_(Declaration)

# TAeEIRT U FRAT/FIA § foh T 1T faewor A Sl 7 g & @7 § 9w e ) Rk @9

§'3-1T CH WQ'UT AT W nfaa § ( | hereby declare that all the information provided in the application 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)

W/Date e

FHARN/ARIAT & §EATER (Signature of Employee/Pensioner)



dRae WIge QAT HEYTeT
BIRBAL SAHNI INSTITUTE OF PALAEOSCIENCES
53, faeafacamerd AT (UNIVERSITY ROAD), TTEHAF (LUCKNOW) -226 007
JHTU-9F - ‘&’ (CERTIFICATE - ‘A’)
(ﬁmﬂ'ﬂ' H ol =18t & - areg Afar %T;r) (Out patients not admitted in the Hospital)

SeEamsdr & HRRA ST/ASAN/HHA(Dr./Mr/Mrs./Miss employed in BSIP) ........ovvvvrveicrieriineienaee. & gfa/acs/

G/G/ATAT/ AT (Husband/Wife/Son/Daughter/Mother/Father) .............cocoevuerenee B H, B0 1, DI) oo
........................................ AT d1/cr § 3R TdEEarT YAOIT STdr/&Tcr E T (hereby certify and attest that)

F.) Hel fAd oo, T HYA GUA FAAN F Ao vu=/Rfecaea # 2. WA Yo & &

# gred fRUl (On dated ... | received ........ovvveennn, as consultation fee in my consulting room/at the
patient’s residence/in the hospital.)

Q) H ATF oo P 39T qHST FETARN & Fag Tue/RfEecarad F a: RRr, 3ia: 9Ll uecas

On dated .....oevvvvenennenenns | received T...ovvvniniiiiiiiieiaens for administering intravenous, intramuscular, subcutaneous
injections in my consulting room/at the patient’s residence/in the hospital.
a1.) ST AT ForeRreT GfeRTETd ar A1 e g /et A

The injections administered were/were not for immunization or preventive treatment.

T.) el RAfrcarer/aT a#e FeT o, # 39UR g WIRE 3R rfafaa sitwftar Wi @& Sany
T UhUTHA/TATS & SR AT A JMIRAT e, (RfScarer™ &1 A1H) Sreg Wl & &

e HfId 8T T 7S A TUT RFhcHTeT & 3UceY g GiAUw S YA HIT, FEIEe AT Sarvf=erh
Jfar sad giFAfad =81 8l

That the patient remained under treatment in the hospital/my consulting room at ..........c..cccoeveiiiiennes and the
following medicines were essential for the prevention/recovery of the patient’s iliness. These medicines were not
stocked DY ....ooiiniiii (name of hospital) for issue to out-patients and other facilities available
in the hospital such as ordinary diet, toilet requisites or antiseptic medicines have not been included herein.

h/SI. 39 &1 AH/Name of Medicine H(\?ﬂ'/Price %/SI. 39 &7 ATA/Name of Medicine W/Price
1 6
2 7
3 8
4 9
5 10
) WM e, AT F IEd g/an/dr aar & v= SR de AXY 3UARTE ar/af)
The patient is/was suffering from ...........ccoooiiiiiinn, and under my treatment from ................. [( S
) A T W—H\é’ T 9eg 399R AT §/ATI (The patient is/was given pre-natal or post-natal treatment.)
©.) TFH-Y, TARRITET ST $eAME 8 oo TY U SR & qUr N WA R (Rfhearera/s2iememer
212 ) USROS frT v
Amount of Z................. was necessarily incurred on X-ray, laboratory tests, etc and the same were carried out on
MY AAVISE @U .. e (name of hospital/laboratory).
&) #A e A AT qRrerey %@' L] % 91 AT (1 referred the patient for
special consultation 10 Dr. ... )

3. WM P HAT T T IR oTer AVl (The patient did not required for hospitalisation.)

ATh/Date : vveveen ey Rfescarerd & 31, & gEARR T IGaTH

Signature & Designation of the Doctor of Empanelled Hospital



