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FORM_;M~c (P)

. .' {fpr p.enslon~ro~maficiaries}

CENTRAL GOVERNMENT HEALTH seHEMt;
iii' . - ._.- - . - .' ~ ," 1-;,," • , .

MEDICAL REIMBURSEMENT ctAIM FORM
- -. -' p.. ;

(To be filled by the PrincipalC~(dtJolderiCIa,irnantin BLOCK LETIERS)

Nameof the Principal CGHS Card Holder
CGHS Ban 10No.
CGHSWallheS$obeot~dowhiqh the qar£iis a,tioched , -. '

Validity of CGHS Card
Ward,Entitlemeot - Pvt.lSemi·Pvt.iGsneral

Full Address

(9) lV.()biIeJelephone.No.and a-mail aAqn~~s,if ~ny
2. (a) Patien\l$Narni'!

(bi Patient's CGHS Ben ID No.
(c) Reia'tioftlshipwith the Principgl C(3HS card polder

3. Category of pensioner beneficiary .' please specify
(Centra! Govt. Pensioner/Pensioner of AutoneffitWs/Statutory body/Ex· MPr Ex-GovernQrl Former
Judge of sUpreme Court! Parmer Judge of HIgh'C;lurt'freedom Fighter/Le~a~Heir/Others)

4. Name &. addre&,S_pfltrle't\ospltal f diagnostic center /
im~gln9 center where treatment is taken ort~stsdone:

5. Whether the hospltalldia,gnosticlimaging'center Is
ampagelled WIder CGHS

YeslNo

Treatme.ntfor which r~irnb~rsement claimed
(a) 'OPOtrest &. investigations
(b).Indoor Treatment

7, Whether creditfaclltty was availed. If not,
. reasons tfiereof (clarification may be attached)

6.

8. 'Nhether treatment was taken in emergency Yes./No

9,- Whether prior permission was taken for the treatment Yes/No

10. Whetoof suPscribing to any health/medical lnsurarce
scheme, If yes, amount claimedlreceived

,
Yes/No

11. it Total amount clalmed

(a) ~PO Treatment
I (b) Indoor Treatment

<c);Te·~t§!/lrnvestigation
.12. Name of the 'S'a'nk:.,....................................... SBAle No.: " " " ,~ ';" .

Branch"MICRCode: :................. IFSC' Code ·.. ··········;~·-·",.· ..· , "

DECLARATION'
I herebydeclare that the statements made in the ~RRlicaoonare true to the best of my I<nowled.geand belief and
tha person for whom madiea! expel1$e$ were'incurred iSIlvi10lly dependent on me. I ama CGHS benefic\ary and
the CGHS'card was 'laUd at the time of treatment. I asrea far the reimbursement as is admlssibie under the
rules.

/



N-A:rIO N At BOOK ':PRt9:S'T:J.':U~iJ~~~~V~At5fi\~N:~JQLJ;,NdJ.WJ~B~Y:;,$~i!;\lli!~~
M'od if~ed",;Ghie,:~J~-li~$t.'f0r<r.·e.i~~lr~e.~Iml;e'rnt.·of,m:,e:~~i~~"ajl~;'~Il:aijj~S.------1 CGH5 Tol<en ~No/~and:p'fac~of .,.'I' . '. '" ~. . .' '. . .

issue (or Ben'IIIJ,·br' "
Employ,ee/.P.en;$Jp,l;l;er)· . ,

1 Entitlement ~vt. /;SemLPvt./G''e;r!!e.:t·aJf--.- ....-.-+-_;_---,---------'--+------.:......;__~~c:.:.....:: ___'__._.;.;.._ _'__ .,____f ..
04 ' Full name of Principal Card

Holder,.....-.._--._----+---- --..--_.:._----+----...:...__--------,...~~.
05 i Full narne ofp:at+eflt-&

I·Relationship with the ·Princip.aJI . .

; Card Holde.r,.-- -1-,-

The followingdocume·nts:are.
, subrn itted (Flease'tltk 'h1)lthe

i i relevaht;column). .r- .. - ~ ..

' (a;' ! Medical 20G4 For:rn,(Revls.e.C.1 YeslN.;q
........._-----..___._.,--_. "';;"'___",;...;,_'..,..;..,...-.:....._~---.--...,_---...........~----.....,_,-----j
it) , Photocopy ofCGHS Card Y:esK~o..._ _-- .-:--,~,-.--+-, - '. '. ,'. . .

. (c) ; No: of odgTryaYbiJls
f"---(~T~'" ! COpy of.discr;:~ibge:;~:u,hm'rn'qry
[".-~ J Co:py ofrefer~a:l:S:p;~~(~Hstl¢1Vle~:,.··

I ..(f) ! W:h.etherthe:ho:s:p;it~l:{$~a~fg:ilj,~~.:.,": .
i H . I f lab. '" '.r------ r : reaK·Up.· .or' a ,rnves~'lgaitlons

(g) : Origin-aI papers<haNe'beer-t lost- .:
I

, me following documents are .1
subrnitted --

: ' ..Photocopies ofclai:m papers·

i 1,1 Affidavit on Stamp'Paper
II !rr---(h)-''''Fn case o.t~eath-:ofcar:d'~holder .

, I the following ·9.pcuments are .
su-bmitted:

• I Affidavit on-Stamp.·:p;ap·er,by
Claimant
II No obiectlon from;other·.lega!:i<
He irs :on sta mp papers .
III Ccpy of death .certificate. !

01

I 02
!
Ir--

03

11

.- .~.
;r;r.pm ,.,. .to, ·.,~, "" ..Validity ofCGHSi:@ard'

I" . ' ...
, .

06

, -_:'

Ye'S/No

Yes/No

Yes/No

YesjNG

i Vos/.' .',No'-.-..------...__-.----- ......:..-------.L_----'---....::....: ....~...:..:.. ;__ _J

D te: .Stgnature,of Principa-l'.€GHS:.Car:d;f.loJde.r
P . -

r
ce: , ,.... TeL No. ((OR))

",;'<}J
if.,"~

!\l me of the Bank ·.. · ·,,·· Bran:::h SB Account Nt: .
:,' dllen J~lICHCoae ."". " ..·..· " Tel. No. <?f i3(1nk -Bran,ch , .



n
~'

1.
2,

3.

4.

5.

6.

~ocuments to beattached

Photo .copy ·3f the CGHS card of th~ principal car>d hdder along with the patient's CGHS Card.
Copy of permission letter.' if any
Emergency certIficate· (original); in 'i:ast:!ofemefger;cy,
Copy of the ~ischarg~ summary
Ambulance Certificate (original), if Jny.

Orlglnal bills leash memo 'vouche~ etc. fori;'1€ reimbursement amount claimed.

IMPORTANT

KIndly ensure-to provide the following information I documents, wherever applicable:

ei) Obje.i,n Break up of In1Jestigatiomr from the Ilospftalldiagnostic centerlimaging center (details and rates or
individual tests and the exact number of tests, X-ray films. etc.,) as the reimbursable amount is calculated as
per ,apPlOvec rates per test.

b) tn cese of Iq~s of original papers, Affidavits8$ per Annexure, ho be submitted. Air photocopies of the bills to be
attested by tns tre2tlng doctorlspeci~lIst.

0) In case of death of the c~rd holder, ·AffidavIT as per Annexure II to be filled ana attached to c.lairrn
reimbursement, .

c) In case-ot Implants, Invoice No. alongWith sttckerwifll serial number of the implant to be attached.

d) In case of Coronary Stents, outer po~chof stools IS to be sndosed.

e) In cese of replacement of pacemaker IICD etc, copy of the warranty certificate at eanler pacemaker IICO may
be enclosed.

Note: MlsuSi1of CG'HS facilities Is 8 crimini!! offence. F"efIti action including cancellaflon of CGHS card mey be takell
in case of willfUl suppression of tects:or submi,ssronof fe/sa claims / statements. .



Proforma-II

(Certificate applicable for Indoor Patient only.)

UNDERTAKING

*1 (name, designationand contact no.) solemnly

Affirm that my husband/wifeShri/Smt. ' '" , , .,., (name, designationand

Contact no.) has been working in the office/ministry · · ..
(name, address and landline no.).! I am a pensioner.

I further certify that I or my spouse is not covered with Medi-claim insurance schemel
has not preferred any claim from such health insurance organization against the present
medical bill.

The above information is given to the best of my knowledge and belief. I am aware

that in case the information is found false at any stage, I can be prosecuted under CCS (CCA)
Rules 19651 Iridian Penal COOe.

Date
Signature

Name
Designation

Residential
address ' .

Contact No ,, , , .

• PI mark tick ( ) whichever is applicable.



FORM - MRC (S)
(For s6lVing employees)

1. (a) Name of the Principal CGHSCard Holder
(b) CGHS Ben 10 No.

(c) EmployeeCode No.

(d) Ward Entitlemenl- Pvt.lSeml.Pvt.lGeneral
(e) FullAddress

CENTRAL GOVERNMENT HEALTH SCHEME
MEOfCAl REIMBURSEMENTCLAIM FORM

(To be filled up by the Principal Card holder in BLOCK LETTERS)

(f) Mobile telephone No. and e-ma]] address. if any

2. (a) Patient's Name

(b) Patient's CGHS Ben to No.

(c) Relationshipwith the Principal CGHS card holder

3 Name & address of the hospital I diagnostic center I
imagingcenter where treatment is'taken or tests done:

4. Whether the hosPltaudlagnostlCllmagingcenter is
empanelled under CGHS

Yes/No'

O. Treatment for which reimbursement claimed

(a) OPO TreatmenllTest & investigations
(b) Indoor Treatment

6. Whether treatment was taken in emergency
Yes/No

7.
Whether prior permission was taken for the treatment :

Yes/No
8.

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

,
Yes/No

9. Details of Medical Advance taken, if any

10. Totalamountclaimed
(a) OPD Treatment
(b) Indoor Treatment
(c) Tests/Investigation

tt. Name of the Sank, <<<<< < « <<< «< «< «< ««««< « ««< S8 IVc No.: ««<<< <<<<-'<< <<<<<<««« <<<<<< <. < .«« «< <<<<<

Branch MICR Oode;:'" , ,..................... IFSC Code , , '.,'" .

. QSCi..ARATION , ,
I hereby declare that the statements made in lhe aop'lilatioo are nue to the ~est. of my knowIo<ig. OIl<! belief
and the person for Whommedico' expense, were I""","", i.whOllydependent on me. 'am' oOMS -c'orr
and the CGHS card was valid at the time of frea!mert I ag(~e for the reimbursernel1i as is admissible under therules,



NATIO NA L BOO I( TRUST, ,r'~4!fD'i~\/iA'SA'Nl" KUNJj PN'Bj~!!E)jei~!M~
Modified check list fGr''red;~~rs;e:l81e'l]t'oT' m.e~ii;~ail"ct;":~Njrtl$,

11 CGHS Token No. and place of
issue (or Ben IDof
Employee/Pensioner:)

2 , Validity ofCGHSGard ,From .to " .1

1;
Entitlement

4 Full narne of Principal Card
I Holder i

-------I'S---Full name--;f-p·-a-t-ie-n-t-&----il~--~------~--~--..--,j

Relationship with the Principal
Card Holder
The followingdocumen±S;ar.e· .'.f

. submitted (Please -tick '(4)lthe
, ,!
: relevant column} t

" (E=_~.~~__~~edjC~12004_F_o_rm_.-~('R_e_,.:.v_;,_js-e_.d;:_)---.:i1i--__ - y_8-s;:._{N.;_;' •._o--__ -_--l
\6) Photocopy of CGHS Card! Yes/No-_.' ..._-_-_._ ...._ ,..-...._.._._--_._

(' )

rr ,. ,.~~'

submitted --
I .Photoccpies of claim papers i

1

i
~

IIAffidavit on Stamp Paper

Yes~No
Yes./;Np
Yes'rN·o -

Yes/No

In case of death-'of-card'~holdEr
Yes/No

the following documents are,.;
su-bmitted:

. I Affidavit onStarnppapar by
Claimant
Ii No objection from-other legal<: .
Heirs on stamp papers
III Ccpy of death certificate

1
I

I
Yes/No

f:! . No. of originalbUls r
:--~~.--(~I~=;'C?Pirofdischarge's:u.r:r;rlTlqry .. 1

.r) COpy of refer raJ'SPe:clalist/CfYlC,?,..

r'l . Whetbertheho:SP.it.;.a.-I ...':.h.a.g.,gi.verS' .
.:break up for +ab ..:.:.in;;.:_v;;::.es.::::t~'ig~a·::::.ti=.;o,n:..:.:.$::__,. ~~ ---I

---'---(i-,)-"--~-Original pa-pe~~have been lost
rhe following documents are

Yes/Noi
I...----------_.- .L Y_e......;s/:_,··N~o ------!

Date ..........................
;')Iace _ _ ..

Signature of Principal'CGHSCardholper
Tel, No. (0)

(R) .If':4~'..
_.....\~.''\lam" of thE B" ~ B ch 1!~'. .. an ran 58 Account No. _ ..

:' ~1rl'': !1J11Cf-( (.ooe "'-" Tel. No. of Bank-Branch .



Proforma no.-1

UNDERTAK1NG

I. ,. '" (name, designation and contact no.) solemnly

Affirm that my husband/wife ShrilSmt. , (name, designation and

Contact no.) has been working in the office/ministry ·· .
(name, address and landline no.)He/She has not preferred any medical claim from his/her
department in respect of self or family or both.

I further undertake that he/she has not been paid medical allowance from his/her office.

The above information is given to the best of my knowledge and belief. I am aware

that in case the inforr::ation is found false at any stage, I can be prosecuted under CCS (

eeA) Rules 1965 as amended from time to time

Date:
Signature

Name .

Designation ,..

Residential address .

Contact No .


