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" FORM - MRC (8)
{For serving employees)

Narme of the Principal CGHS Card Holder

CEHS Ban 10 Mo,

Employes Code No,

Ward Entlilement - Pvt./Sami-Put/General

Full Address ' :

Mobile tefephone No, and e-mail address, If any

Patlant's Name
Patient's CGHS Ben 1D No. :
Helationship with the Principal COHS card holder

Maroe & address of the hospital / dlagnostic-center /
imaging center whare treatment is takeh or tests doae:

Whether the hospltalidiagnostiolmaging center is
smipanaliad under CGHES : YeaNo

Treatment for which reimbursement claitmed
{a) OPD Treatmerit /Test & investigations
() indaor Treatment

Whether treatment was taken in smergency . ~ Yes/No
Whether prior permigsion was taken for the trestment : Yes/No
YWhather subscribing to any health/medical insurancs YesiNo

scheme, If yes, amount claimedfraceived

Deatalls of Medical Advance taken, If any

Total amount cialmed
(&) OPD Traatment .
(B Indoor Trealment :
{¢) Testallnvestigation :

Name ofthe Bank ©......cc.cooviiccni SBAG NG L
Branch MICR GO ... ...occovinrieivisirnrnierssen i IFSC €008 i,
DECLARATION

| hereby declaré that the siamments made in the application &re trus 1© the best of my knowledge and belief
and the parson for whom medical expenses wers incurrad is whelly dependent on me. lam a GQHS beneficlary
and the CGHS card was valid al the time of treatment. | agree for the reimbursement 48 is admissible under the

rules,

-
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[ 272 £ PP

PIEBE o rvemverreerercn e rienens ' Slgnature of the Pringipal CGHS card holder




