FORM ~MRC {8)
(For serving employees)

CENTRAL GOVERNMENT HEALTH SCHEME

MEDICAL REIMBURSEMENT CLAIM FORM
(7o be filied up by the Principal Card holder in BLOCK LETTERS)

1.(a}) Name of the Princlpal CGHS Card Holder
(b) CGHS Ben!D No.
{c} Employese Cods No. :
{d) Ward Entittement - Pvt./Semi-Pvt./General
{e} Full Address

{®  Mobile talephone No. and e-mail addréga, ifany b
2,(g) Patient's Name
(by Patlent's CGHS Ben D No. H

(c} Relationship with the Principal CGHS card holder

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

4. Whether {he hospital/diagnostic/imaging center Js

empanelled under CGHS YesiNe
5, Trealrment for which relmbursement clairﬁed

(2} OPD Treaiment /Tast & investigalions
{b) Indoor Treatment i

6. Whether treatment was taksn.In emergency £ Yes/No
7. Whether prior permission was taken for the treatment :. Yeos/No
iR Whether subscribing to any health/medical insurance - Yes/No

scheme, if yes, amount claimedfrecelved

Q. Details of Medical Advancs taken, if any

10, Totat amount claimad
(a) OPD Treatment
(b} indoor Treatment :

(¢} Tests/investigation ’ 3

1. Nameofthe Bank ! cn.cuinimmineitifrmmier. SBACNOI (e
Branch MICR Code: .iviiiinmiimiinmminmniions FSC COO8. e msterenesnsisi s tens s aessns
- DECLARATION .

} hereby declare that the statemenis made in the application are frua to the best of my knowledge and befief
and the person for whom medlcal expenses werd incurred [s wholly dependent on me. { am a CGHS beneficiary
and the CGHS card was valid at the time of freatrent. | agree for the reimbursement as is admissible under the

rules.

Date s nsinie

Slgnature of the Princlpal CGHS card holder




Poguments to be attached

1. Photo copy of the CGHS card of the smployse along with the patient's CGHS Card.

2. Copy of permission letter, If eny.

3. Emergency cerlificats {(origlnal), in case of emergency.

4, Gopy of the discharge summary.

5. Ambulance Cedificate {originel}, if any.

6. Original bills /eash mema / vouchars slc. for the relimbursement amount claimed,

IMPORTANT

Kindly ensure to provide the following infarmation / documents, wharsver applicable:

a) Obtein Break up of Investigatlans from the hosphal/disgnostic centerfimaging center {details and rales
of individual tests and the exact number of tesls, X-ray films, elc,,) as the reimburgable amount is
calculated as par spproved CGHS rates pertast.

b) In case of loss of original papers, Affidavlls as per Annexure | to ba submilted. Al photocaplas of the
bills to be attested by the treating doclor/spacialist.

c) In case of death of the card holder, Affidavit as per Annexure |l to be filled and altached to claim
relmbursamart,

()] in case of Implants, Inveoles No. along'with stickar with s_erlal numbser of the Implant to be  aliached.

d) In case of Coronary Stents, outer pouch of stents Is to be enclosed.

g) in case of replacement of pacemaker / |CD setc., copy of the warranly cerdificate of earlier

pacemaker/ICD may be enclosed.

Note: Misuse of CGHE facililies is & criminsl offence, Penal action Ingluding canceliation of CGHS card may ba taken
in case of willful suppression of facts or submission of lelse stafements. Suiteble distiplinary action shall be
teken in case of serving employess.




