FORM - MRC (P}
(For pensloner beneficiaries}

CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM

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

1.(a) Name of the Principai CGHS Card Holder
(b) CGHS Ben ID No. ‘ .
{v) CGHS Weliness Center to which the card is _aﬂach_gd .
(dy Vvalidity of CGHS Card :
(8) Ward Entitlement — Pvi./Semi-Pvi./General
()  Full Address

-

{g) Mobile lelephone No. and e-mail address, if any
2. (@) Patient's Name

(b) Patient's CGHS Ben 1D No. S

{¢) Relationship with the Principal CGHS card holder G

3. Category of pensioner beneficlary - please spacify
(Cenlral Govt. Pensloner/Pensioner of Autoromous/Statutory body/Ex- MP/ Ex-
Judge of Supreme Court/ Former Judge of High Caurt/Freedom Fighter/Legal Helr/Ohers)

Governor/ Formsr

4. Name & address of the hospltal / diagnostic center /
imaging center where treatment is taken or {ests done:

5. Whether the hospltal/diagbosticllmaging center Is

empanelied under CGHS : ' i Yeas/No
6. Treatment for which reimbursement claimed

(a) QPD/Test & investigaticns
(b) Indoor Treatment
7. Whelher cradit facility was avalled. If not,
reasons thereof (clarification may be attached)

B.  Whether reatment was taken in emergency C Yes/No
9~ Whather prior permission was taken for the treatmant : - Yes/No
, p N
10. Whether subscribing to any healtivmedical insurarce . Yes/No
scheme, If yes, amount claimed/received
11, * Total amount claimed o
(&) OPD Treatment .
,. (b} Indoor Treatment ‘
(c) Tests/Investigation :
2. Name ofthe Bank t...ooooeevini e e SB AJCND. cvivviierarsrrratemsmirsnreas it cusineions
Branch MICR Code: .............cooen PP IFSC C0d@. . onnrisismn et

' DECLARATION ‘
| nereby deciara that the statements made in the applicalicn are true to the best of my knowledge end belief and
ths person for whom medical expenses wera Iricurred is wholly dependent on me. { am @ CGHS beneficiary and
the CGHS card was valld at the time of {reatment. | agree for the reimbursement as is admissikie under the

rules.

) /.,
~ :‘;Lﬂ—' [ @,A\na.LuM)



NATIONAL BOOK TRAST, {MBA EASANT KN, N
Modified check list forreins

RIS
irsement of medical-oigiing

01

CGHS Token No. and place of
issue (or-Ben ID of
Employee/Pensioner)

Validity of:CGHS €ard"

’FFQm LEXXEE Y] tO

i aensge

(KR TN

| Entitlement

Pvt. /Semi Put./Geperal

04 Full name of Principal Card -
. _ Holder I
05 ! Full name of patient'&
|Relationship with.the Princlpal |
' Card H_o}d er '
06 Thefo Howing documentsiare: |
 submitted (:P:leas'ei-tl_'ck (=)l the
L %relevant;co.l'umzn»). 1 -
' (a} Nledwal 2004 Form.(Revisec) | YesiNo
b Photocopy of CGHS Card ' Yes/No.v
{c) | No. of original Bills-
© o {di - [ Copy of»dlscha-cge:zgu.mﬁﬁ’ary .
(e Copy of referral Speciatist/ChOT
| (A | Whetherthe hospitalias.given|
; | bréak-up for ab investigations
g} | Original papers have-been lost -
. the following documents are
- submitted - A
'} Photocopies of claim.papers. e
* n pape Yes/No
| Il Affidavit on Stamp Paper '
1 | Yes/No.
| ) ‘In case of death-ofcardtholder 1
| the following documents are
i submitted:
|1 Affidavit on-Stamppaper by ,
i : : VeclN
, Claimant Yes/No
; Il No objection from:other: legal . '
i Heirs.on stamp papers Yes/No
; HI'Cepy of death certificate: "
LA | Yes/No

Date ...,

Place: ............

Signature of Principal-GGHS Cardholder

. ‘Tel: No.{0)
(R) C
nvﬁ
Name of the Bank ..., Branth. e, SB Account N’%
zhanck MICK Coag i, Tel. No.of Bank Branch ....e.evveecesvccsnnnn

!




‘.*'._

Dpcumems ta be attached

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

Emergency cerlificate (original), in case of emergency.

Copy of the discharge summary

Ambulance Certificate (original), if any.

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

RN -

T

IMPORTANT

Kindly ensure to provide the following information / documeants, wherever applicable:

&) Obten Break up of Investigations from the hospiglidiagnostic centerimaging center (details and rates of
indiidual tests and the exact number of tasts, X-ray films, etc.,) as the reimbursable amount is calculated as

per approved rates per test.

b) case of loss of ériginal papers, Affidavits as per Annexure | to be submitted. All photocopies of the bllls to be
atlested by the treating doctor/spsciallst.

¢) In case of death of the card holder, Affidewit as per Annexure il lo be filled anc atiached to claim
relmbursement,

c) In case of Implants, involce No. along with sticker with serial number of the implant {o be  attached,
d) Incase of Coronary Stents, outer pouch of stents 1s 10 be sndosed.

e) In case of replacement of pacemaker / ICD elc., copy of the wamanty certificate of earlier pacemaker /ICD may
be enclosed.

Note: Misuse of CGHS facHlities Is & criminal offence. Penal action Including canceliation of CGHS card may be teken
In case of willful suppression of facts or submissien of false claims / statements.



- Proforma-l|

( Certificate applicable for Indoor Patient only.)

UNDERTAKING

oo e ... (n@ame |, designation and contact no.) solemnly
Affirm that my husband/wife Shri/Smt................................... (name, designation and

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

| further certify that | or my spouse is not covered with Medi-claim insurance scheme/
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. | am aware

that in case the information is found false at any stage, | can be prosecuted under CCS (CCA)
Rules 1965/ Indian Penal Code.

Date
Signature
Name
Designation
‘ Residential
address.............c.oo .
ContactNo...................ol.

o Pl mark tick () whichever is applicable.



. ()

® a O o
—_— e O

10.

11.

FORM — MRC (S)
(For serving employees)

CENTRAL GOVEBNMENTI HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM

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

Name of the Principal CGHS Card Holder
CGHS Ben ID-No.

Employee Code No.

Ward Entitlement ~ Pvt./Semi-Put./General
Full Address

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

Patient’'s Nams
Patient's CGHS Ben ID No.
Relationship with the Principal CGHS card hclder

Name & address of the haspital / diagnostic center /

hY
imaging center where treatment is taken or tesis done:

Whether the hospltal/dlaghostic/imaging center is
empanelled under CGHS

Treatment for which reimbursement claimed
(a) OPD Treatmenl /Test & investigations

{b) Indoor Treatment

Whether treatment was taken in emergency

Whethaer prior permission was taken for the treatment :

Whether subscribing to any health/medical insurance :

scheme, If yas, amount claimed/received
Details of Medical Advance taken, if any

Total amount claimed
(a) OPD Treatment
(b) Indoor Treatment
(c) Tests/Investigation

Yes/Ne’

Yes/No

Yes/No

Yes/No

Name ofthe Eank: ... . ... .. . OB ASE NO. ottt e v e e
Branch MICR COde: ..o eeeeee v (1SS T0R 07 oYs 1= TR IR R
QECLARATION v

| hereby declare that the statements made in the acplication are tue to the bast of my. knowledge and belief
and the person for whom medical expenses were Incurred is wholly dependent on me. | am & CGHS beneficiary -

ard the CGHS card was valid at the time of traatmert. | a

rules.

) 7 I

gree for the reimbursement as is. admissible under the

[ Q1)



NATIONAL BOOK TRUST, INDA VASANT KUNJ, NEW DELH
Modified check list for reimursement of medicalcldims
01 CGHS Token No. and place of 1

issue (or Ben ID of
Employee/Pensioner)

02  Validity of CGHS'Gard" 1 FrOMere e O
03  Entitlement Pvt. /Semi Pvt./General
04 Full name of Principal Card
B Holder
05 Full name of patient & i
Relationship with.the Principal -
Card Holder
06 The following documents-are-
- submitted (Pleasetick (/) 'the -
. relevant column)

(a) - Medical 2004 Form - (Revised)
) Photocopy of CGHS Card

(c) No. of original bills-
{d) - Copy of discharge:symmiary

(e) Copy of referral ‘:Sgpié-c:i:al‘-iS:-tffCMG}f ' '_
(f) Whether the hospitalhas:given -
- break up for {ab investigations
ig) Original papers have been lost -
zhe following documents are
submitted -
I.P?hotocopies of claim.papers-- |

‘' Yes/No
H Afiidavit on Stamp Paper
Yes/No

th) In case of death-of-card‘holder -
the following documents are
submitted:
1 Affidavit on-Stamp-paper by -
Claimant e Yes/No
li No objection from-otherlegal |
Heirs.on stamp papers , . Yes/No
Il Ccpy of death certificate '

e , Yes/No

o E1 X R Signature of Principal-CGHS Cardholder

21aCe! i Tel. No. {0)
(R) : e

&
. Wod .
Name of the Bank ... Branch.....eovveevevienen...SB Account N’g. ........................

srandn MICK Loae . e ——— Tel. Nc.-of Bank Branch oo




Proforma no.-1

UNDERTAKING

L (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 medlcal clalm from hls/her
department in respect of self or family or both.

| 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. | am aware
that in case the information is found false at any stage, | can be prosecuted under CCS (

CCA) Rules 1965 as amended from time to time

Date: :
Signature

........................................

.........................
............................................
............................................

...........................



