
NTHR 

Employee ID No. 

Employee Name 

Residential Address 

NATIONAL INSTITUTE OF TECHNICAL TEACHERS' TRAINING & RESEARCH, 
Shanti Marg, Shamla Hills, Bhopal 462 002 

Hay/Patient's Name and 
Relaionship with the employee 

Patient's Occupation 

Monthly Income of Patient 

Nature of illness 

Duration of illness 

fia /Date: 

1.4 iH/ 
Consultaiton Fee 

2A/ Injecton 

H. . / 

No 

1 

fafchHI GIaT Y4T IMEDICAL. CLAIM FORM 

2 

Ihereby declare that the statement in this application are true to the best of my knowledge and belief. I further declare that the person on whom 
medical expenditure were incurred is wholly dependent on me. 

No. of Consultations/ Injections 

IH/Lab/Hospital Name 

Designation 

h 

Department 

SaH/ No. 

Canara Bank Ac. No. 

/ Cash Memo 

ye dr/ Basic Pay 

Hat gT aqUI/ Decdaration of the Employee 

|fies / Date 

f 3E t t fufa | In case Patient is a child 

qaT IT aT faGUT/ Details of Amount Claimed 

A:I40 ra GgT AH / Consultation Fee & Injection Charges 

Dates of consultations / injections 

Total No. of Children 

B:U, Maret e fafhl yaA /X- ray, Laboratory and Hospital Charges 

No. in order of Children 

Name of Medical Oficer 

fafary/ fsit 
Hospital / Dispensary 

Investigation 
Code (CGHS) 

5 

Name of Investigation 

6 

1AT / Signature 

TIT /Amount 

TAmount 



No. 

. 

In Fig. 

Hal Enclosures 

1 

fei / Date. 

4/Name of 

Medica/Surgical Store 

DEDUCTIONS 

3 

Hr V4G 4 I / Total Amount Claimed by an Employee : 

1. Inadmissible Medicines 

4 

2. Doctor's Fee 

1 

2 

Rupees 

3 

Total deducions 
Net Payable Amount 

C:zagt a HNchet / Medicines & Surgical 

Certified that the patient mentioned at form had been under my treatment as indoor/outdoor patient and the mentioned medicines, Surgicals and 

investigations had been prescribed were absolutely essential for the treatment of the patient. 

G4j6/No. 
3 

yR 

Certfed that the patient have been undertaken indoorloutdoor treatment on my advice for whichexpenditure of ? 
essential for recovery/prevention of the patient 

Checked by 

4 / Cash Memo 

In Words 

fais/ Date 

Cash Memos and recajpt have been chkecked and verified for Rs. 

4 

Quantity 

fafreh/ fafarTA AI YHUT4A / Certificate by DoctorlHospital 

TOTAL CLAIM 

hTufi- 34UTA/ For Office Use only 

qasi N A, vÔyu frr vi HAYT 
documents should be attached sequentialy. 

5 

Dispensary (fsta) 

4/ Name of 
Medicines/Surgical 

Supdt 

6 

fey guz - yy* AÁ Ì/ Separate form shouk be used for each patient. 

Ht ÍTH fard q Ì Al the oolumns are mandalory to fil 

R...............s*. 

ufT/Amount 

/ Signature of Doctor with Seal 

Medical Officer 

Accounts Oticer 

Was 

d HTA Gt/ List of Medicines, cash memos, investigaton reports and essential 
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