FH-TH 3R " (TH) /FORM MRC(S)

FAARGT Y Fa1 ¢ F AT (For serving employees)

FAT WFR TIREAT AT / Central Government health scheme

Rfcar gfaqfd arar 6t / medical reimbursement claim form
qA FE URF SaRT {0 S (To be filled up by the Principal Card holder)

1.

o

7ET N wa. 0w, F1E URSF FT A VG GGAH
The Principal CGHS Card Holder & Designation

g

..o ew. ammdt g & &,

CGHS Ben ID No.

FATR S . Employee Code No.

e YT dT-IISde/ S -UIsae/aH =g

Ward Entitlement- Pvt./Semi-Pvt./General

EAURGI /Full Address

Ararger/gEeny . 3§, IRk

Mobile/telephone No. and e-mail address, if any

WM FT ATH/Patient’s Name

Wi F1 A.Shoaod. anmdf s & .
Patient’s CGHS Ben ID No.

qEg WM.ALT.w. FE 4REF F Y Gy
Relationship with the Principal CGHS Card Holder

HEYAT |/ STEIAIEeH/ SATT Feg FT A 3R qar
T 3YAR IT AT FIEE A

Name & address of the hospital/diagnostic centre/imaging
centre where treatment is taken or tests done

FT g HEUAIe/  SIgIAIREH/  FRASGIT  Feq
H.sfh.va.ew. Aegar aog g4 A anfAe §

Whether the hospital/diagnostic/imaging centre is empanelled
under CGHS

& / & Yes/No

3y fows faw gfagfd af¥r qrar #r =i

Treatment for which reimbursement claimed
(i) 3T @Y &Y 3TIR /OPD Treatment

(ii) S?IT 399 /Indoor Treatment
(iii) ST/3T=dI&T0T /Tests/Investigation

FIT ITAR AR Uy & wIr =
Whether treatment was taken in emergency

& / € Yes/No

F41 399N ¥q g9 egaAfa o

Whether prior permission was taken for the treatment

& / € Yes/No

FT 39 Fareea/RfFc o Aser o = &7 3R
g, aY grar / yrea &Y =Y ufer

Whether subscribing to any health/medical insurance scheme,
If yes, amount claimed/received

& / & Yes/No

Rftreat & o o st TR, Aty o o

Details of Medical Advance taken, if any

10.

grar &Y I=f Fel T /Total amount claimed
(i) 3T @Y & 3YYR /OPD Treatment
(ii) 3311 399 /Indoor Treatment
(iii) SAT=/3Ted1aToT /Tests/Investigation

11.

dF &1 AT
Name of the Bank

ATET FT TH 3ME A IR Fs:

Branch MICR Code:

grdr 4.
SB/Ac No.:

TE TH TH W FE
IFSC Code:




HIYUTT/ Declaration

# oo FRaUFE § F Imed # R v Rawer A% saEdt 3k feaw & sqer wéd ¥ ok v wfFa
W 3FT A @E B S Y, T QO e qF W AT {1 A FIT WER A w@reed e F1 ot §
3R 3R & §HT AT AN vawE. F1E AT a1 H w & qea wheR gfagfd F Qe weaa g

| hereby declare that the statements made in the application are true to the best of my knowledge and belief and the
person for whom medical expenses were incurred is wholly dependent on me. | am CGHS beneficiary and the CGHS card
was valid at the time of treatment. | agree for the reimbursement as is admissible under the rules.

fedAiF /Date:

FYUTeA/Place:

qET HL.AUT.0H. FE URF F FEARR
Signature of the Principal CGHS Card Holder

&Fds_Wedd T ST / Documents to be attached
1. Faarr & AShvaow. F5 vg W F A vgey. #F A 9fd/Photocopy of the CGHS Card of
the employee alongwith the patient’s CGHS Card.
aﬁﬂﬁ' g Y ufa, e 3177 /Copy of permission letter, if any.
marawree ufa #, smuraeTele aféfrde (e wWE)/Emergency certificate (original), in case of
emergency.
Brarer fagver Y 9fd /Copy of the discharge summary.
wraaw wiefhde (77@), afX @ & @l/Ambulance Certificate (original), if any.
grar #r =t o Ay gfagfd & e Fga Ra/der anvaE=R af/original bills/cash memo/vouchers

etc. for the reimbursement amount claimed.

HEcIYC/IMPORTANT
sgt @y @, fwfaf@a gaeverads s@n wwen gfea #¥Kindly ensure to provide the

following information/documents, wherever applicable:

1. IFvara/sITeeH/3ATT &g & Jiw i I g aod W (T@F ¥ F U @AAor A R
aur e A 7w wewn, way e ) Fife arar A = o #ir wfagfd 93w v & v
FuiRa dvaed. i g F aREfaa f smwedl/ Obtain Break up of Investigations from the

hospital/diagnostic centre/imaging centre (details and rates of individual tests and the exact number
of tests. X-ray films, etc.,) as the reimbursable amount is calculated as per approved CGHS rates per
test.

2. H I A @ I A U A, sqeread | F AR gAGART AT AT Fw e Fr oweh
FRAfAfAT 3TaR #IA g T SeeT /RAATA ¥ FAMAT FIE@C / In case of loss of original papers,

Affidavits as per Annexure-l to be submitted. All photocopies of the bills to be attested by the
treating doctor/specialist.

3. #1¢ unF A X A AR A, g Hr = R Hr 9t F QU sgeEsaE 11 F awER
TAPATHT HIHT Weldel HY / In case of death of the card holder, Affidavit as per Annexure-ll to be
filled and attached to claim reimbursement.

4. zFolee T AfT A, oo Y F7 °. AfgT a4, va Rt e FY / In case of implants,
invoice No. alongwith sticker with serial number of the implant to be attached.

5. FREN e 1 fufa A, ¥ & Il 939 el H / In case of Coronary Stents, outer pouch of
stents is to be enclosed.

6. YEAFYIMS W 3 WX F wfaeage A Rufy &, @ IwAwwas @ & § IS aitfrde i vfy
HerdsT &Y In case of replacement of pacemaker / ICD etc. copy of the warranty certificate of earlier
pacemaker/ICD may be enclosed.

e M vaow. ghaumst 1 gFrahr FEn & FRE JF ¢ Tegeet aeal F g 3R ger Ravor
@& W g3 WRAr & dwd MAvawE. FE wE G I FFar ¥ AR FHAORE F odEw A s9gEd
HIATHATHS FRATS AT ST

Note: Misuse of CGHS facilities is a criminal offence. Penal action including cancellation on CGHS card may be
taken in case of employees.



aaa%\ar
INSTRUCTION

gRaredr 9RHTSI/DEFINITION OF FAMILY
(1) afa/gesit Husband/Wife (Fae ggell 9edl First wife only)*

(2) 3nfAa Arar Rar / wideh A (IR @ &, Faa o 3 3w 7T Rar 78

Dependent parents/Step Mother (In case of adoption, only adoptive & not real parents)

(3) I o Mar 1 v ¥ 30F afcqAaAr § Fad ggar gl

If adoptive father has more than one wife, the first wife only.

(4) Afgen FAER F AT Iv=r wfa aAar-Rar a1 e so-aER B aEAfRT w1 REeT §; @@ F
¥ 3N RFeT Fa TF IR TGO T FHAT B

A female employee has a choice to include either her dependent parents or her dependent parents-in-law;
option exercise can be changed only once during service.

(5) T=Ar ﬁmﬁﬁaewﬁ#mﬁgmaﬁaﬁamm,mm, WeTdT F fav v g=t
afEafaa &
Children: including legally adopted children, step children and children taken as wards subject to the
following conditions:

(i) | g/Son FAE Y& FA AT 25 a§ A I 9T FA
% S st gge @

Till he start earning or attains the age of 25 years,
whichever is earlier.

(i) | ge/Daughter FACAT YT A AT A & T Th, JG A F$
AT A, St ot gger @

Till she start earning or gets married, irrespective
of the age limit, whichever may be earlier.

(i) | g7 frelt st g A v RAeaear § MEa | N g dor a8
(iR a1 AARAF) st fF A ol #) Irrespective age limit,

Son suffering from any permanent disability of
any kind (Physical or mental as defined below.

(iv) | 3nfAa TarHIE/aReIFar a1 Iaa gfd § rerer / | F$ g AT gt
fRuar @sfrai ik afya Rafea /aemeear | Irrespective of age limit
[ARegFar a1 39 9fd § reEn/RAvar sg

Dependent divorced/abandoned or separated
from their husband/widowed daughters and
dependent unmarried/divorced abandoned or
separated from their husband/widowed sisters.

(v) | anfara sravas ors EF g T WY aF

Dependent Minor brother(s) Upto the age of becoming major,

25 9% W RAFar 77 & AT 30T TWeR T Aeen f GRUT gog T §g FIar gad Tftsd
TART Y RAFeierar F1 THAOI-9F Heoed FX

For the purpose of availing CGHS facility for a disabled sons above 25 years,

Please attach a copy of the certificate of disability issued by the competent authority.

Reamrar R safFa (@A saes, FfOsRT A gean qur gt smhed) sfafamer, 1995 (1996 &t 1)
@ arr 2(1) # uifa Rwdirar geft St fF A vegqa #r 78 @

Disability: will be as defined in Section 2(1) of the persons with disabilities (Equal opportunities protection of
rights and full participation) Act, 1995 (No.1 of 1996) which is reproduced below:




"Reriarar H1 g™
“DISABILITY MEANS”

(i) 3FUTIT /Blindness

(ii) FH R@e/Low vision

(iii) 39uRE Fsa/Leprosy cured

(iv) Yolell dog & I™AT 8/ Hearing impairment
(v) T A & FATE /Loco motor Disability
(vi) AT 37a¥eedr / Mental retardation

(vii) Al fAr /Mental iliness

TfAd/Dependency:
IRAR F TeET (/g F BHT S A1AF 3T 3500/-+ AFEIME o1 ¥ HH § 36 AT
AT AT IR A AT FeT THR FEEYT et anndt F arg waS §)

Members of family (other than spouse whose income is less than Rs.3500/-+ DA per month are
treated as dependents and are normally residing with CGHS beneficiary.

Arafaf@a eraEas go9d fFe S|

The following Documents are to be enclosed:

(1) e gATOTNAGE F Aara-Re FE/faete ggae gEarEadETes, T, Aeafagarea Err
it ggae gA/de gregs Ife A wfd) Proof of Residence/Stay of dependents —(copy of Ration
Card/Election Id/Passport/ Identity Card issued by College/School/University/Bank Passbook, etc.

(2) 97 #Y A FT FAN Proof of age of son

(3) wew WfaF{ garT S Rveirar yaor-aT f goaia (I nfia g3 1 3y 26 a1 38 AfAw

%) Attested copy of Disability certificate issued by Competent Authority (in case of dependent son
aged 25 and above)

Tt & T 37 ggell IR el AR TEELT AT F15 & AT Jaed 7 @ &, [Aefafad
FfaRed gra@s aRv:

For Pensioners applying for CGHS card for the First time the following Additional Documents are
required:

(4) VAT Freld FelT TFR TS AT FIS G FT GAOT-97]

Surrender Certificate of CGHS Card while in service.

(5) 9erd At e / HedHA AdT YATO-UA Y Fearg wid|
Attested copy of PPO & Last Pay Certificate.\

e g@RT 3G “'da Ud AWRFHY, FhiT THER Faed Aaen, a8 o™ & amw Reah &
&7 d% gwe (T 3F) qErr S frar s oo

Contribution by Pensioners should be made by Bank Draft (Scheduled Banks) payable in Delhi in
favour of Pay & Accounts Officer CGHS, Delhi.



1.(a)
(b)
(c)
(d)
(e)
M

(@)

(b)
(©

12.

FORM - MRC (P)
(For pensioner beneficiaries)

CENTRAL GOVERNMENT HEALTH SCHEME

MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled by the Principal Card holder/Claimant in BLOCK LETTERS)

Name of the Principal CGHS Card Holder

CGHS Ben ID No. 1
CGHS Wellness Center to which the card is attached :
Validity of CGHS Card

Ward Entitlement = Pvt./Semi-Pvt./General

Full Address

Mobile telephone No. and e-mail address, if any
Patient's Name

Patient's CGHS Ben ID No.

Relationship with the Principal CGHS card holder

Category of pensioner beneficiary - please specify

(Central Govt. Pensioner/Pensioner of Autonomous/Statutory body/Ex- MP/ Ex-Governor/ Former
Judge of Supreme Court/ Former Judge of High Court/Freedom Fighter/Legal Heir/Others)

Name & address of the hospital / diagnostic center /
imaging center where treatment is taken or tests done:

Whether the hospital/diagnostic/imaging center is
empanelled under CGHS

Treatment for which reimbursement claimed
(a) OPD/Test & investigations
(b) Indoor Treatment
Whether credit facility was availed. If not,
reasons thereof (clarification may be attached)

Whether treatment was taken in emergency

Whether prior permission was taken for the treatment

Whether subscribing to any health/medical insurance
scheme, If yes, amount claimed/received
Total amount claimed
(a) OPD Treatment
(b) Indoor Treatment
(c) Tests/Investigation
Name of the Bank ©.........cccccvnniininnne
Branch MICR Code: .......coovvvviiiiniiiiiiiieee e

DECLARATI

Yes/No

Yes/No

Yes/No

Yes/No

IFSC Code.......ooviiiiiiiiiiiiice e
N

| hereby declare that the statements made in the application are true to the best of my knowledge and belief and
the person for whom medical expenses were incurred is wholly dependent on me. | am a CGHS beneficiary and
the CGHS card was valid at the time of treatment, | agree for the reimbursement as is admissible under the

rules.

DVAO L anias semsn e Sa s e s SR ERR

Plaee: o nramessaisins

Signature of the Principal CGHS card holder / Claimant



Documents to be attached

Photo copy of the CGHS card of the principal card holder along with the patient's CGHS Card.
Copy of permission letter, if any.

Emergency certificate (original), in case of emergency.

Copy of the discharge summary.

Ambulance Certificate (original), if any.

@ o bW

Original bills /cash memo / vouchers etc. for the reimbursement amount claimed.

IMPORTANT
Kindly ensure to provide the following information / documents, wherever applicable:
a) Obtain Break up of Investigations from the hospital/diagnostic centerfimaging center (details and rates of
individual tests and the exact number of tests, X-ray films, etc.,) as the reimbursable amount is calculated as

per approved rates per test.

b) In case of loss of original papers, Affidavits as per Annexure | to be submitted. All photocopies of the bills to be
attested by the treating doctor/specialist.

c

In case of death of the card holder, Affidavit as per Annexure Il to be filled and attached to claim
reimbursement,

c

In case of implants, Invoice No. along with sticker with serial number of the implant to be  attached.

d

—

In case of Coronary Stents, outer pouch of stents is to be enclosed.

e

—

In case of replacement of pacemaker / ICD etc., copy of the warranty certificate of earlier pacemaker /ICD may
be enclosed.

Note: Misuse of CGHS facilities is a criminal offence. Penal action including cancellation of CGHS card may be taken
in case of willful suppression of facts or submission of false claims / statements.





