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A Rffear deen F @ga s $ g ¥ Rv o
o FORMAT TO.CLAIM REIMBURSEMENT UNDER POST RETHREMENT MEDICAL SCHEME

T, Fgeq FAERT & AT
Name of the Retired Employee

2. FHTRT &5 7./ Emp. Code No.

(®/A) | TET 399R / DOMICILIARY TREATMENT (FATOEHIOT MU WX / On Certification basis)

ararhd Fel Uf/Total amount claimed : |

(@/B) | IF9aTell 3TaR/HOSPITALISATION TREATMENT (7 dramus atser & fv A 7 MNot applicable for
New PRMS)

(i) | 3FETare, A/ BF F7 A1 30

9dr / Name & Address of

Hospital, Nursing Home

(i) | IETIS A ITER F S
Duration of Hospitalisation

(il}) | 3FTarer F Fel qol
Total Hospital bill

g @ F THA (F+@)Total Claim (A+B)

ITUTGEAEH Uie, EERT BT wdrasdr § & " T & ET & R '/ 9fy /e,
AR & Rfdcar svar & v 39wq o9 aeag & ® g @
[Eaki

The undersigned hereby declare that expenses mentioned above for medical treatment for self/spouse

ShrifSmt.___ during the Period from to has

acturally been incurred by me.

A T ¢ fBawor & FgER $UEr A 6 @ AR F6 S g SHET oo B Aiadfd @ S,
The amount may please be reimbursed to me by crediting the amount in my bank account as per

details given below (FILL THE BELOW DETAILS ONLY IF THE BANK DETAILS ARE CHANGED)
Uty 3afa == § v §& @ . :
Amount to be transferred to Bank Alc.No

d% =1 @BT / Name of Bank

ST FT 717 AR gar
Branch Name & Address

d% F 9 BoT tHIEHaR FiE AT
9 Digit MICR Code No. of Bank

dF #7111 Bf5c Srerad a7 a7
11 Digit IFSC Code No. of Bank

B¥dgiy / Signature

AT / Name

9ar / Address :_(FILL THE ADDRESS
COLOUM ONLY IF THE ADDRESS IS

CHANGED)

&AW / E-mail

gAY & ./Telephone No. .| JraTHAResi. ASaMob.
&= / Date )




