o, FA-14
= SCHOOL OF PLANNING AND ARCHITECTURE, BHOPAL
e fafeam = 31 gfaqfif @ uu=/ Form for claiming refund of domiciliary medical expenses
feaira AF®RY / Personal Details:
1 | w#fam @1 =m v ue / Name and Designation of Employee
2 aa=mT / Pay in the Pay Band and AGP/Grade Pay
3 | i uer /Residential Address
4 | 1 <wfi @1 5w/ Name of the Patient
2. oMy wd weranr 31 weer / Age & Relation with employee
5 | i eHard] g gl ove Bl 2/
Whether patient fully dependent on employee
SUER # wery /  Details of Treatment:
1 | wrEt o (e / gt we ﬁ)/ConsuItation ;
fee (Bill/Receipt is to be attached)
e ¢ Total
wfifres & goraer / Injections from Clinic: e =TSt / ga1 @1 AT/
2 | s firr /Intra venous Administering Cost of
sidfieia / Intra Muscular Charge Medicine
sy » Sub-cutanious
Uefleiiofl 2o s Pathology Charges
2w @1 = / Name of Test
3
(@it W uv uwer o= /e sofiet @ ofy oy
g a1/ fae / wiftaat weqa fear w=m 2
Certiticates/ Bills/ Kecelpts to be turnished a5/ Total:
AR ¥ Y @ TE gqrei , Medicines from the
market
Al &1 M e
Name of Medicine | Amount
4
%/ Total: Total:
(af o @ o W e B T ) T —
i 3 TR T / Admissible Amount
(use separate sheet if necessary) Total Claim amt.
At gR1 ywifdra/ Certificate by the Employee
. 8 TNV @R 8, 6 SR fafEw wmer w@ € @ R W ger @ g R o W st
FrfaEl & ol i o fer @ /| hereby certify that the details furnished above are true,
and if found to be false at any time, | shall be liable to disciplinary action.
fas1i® / Date: FIarl & gwER / Signature of the Employee
FRTAEI AT 8q/ For Office Use Only
T < @1 G/ Claim passed for payment of 2 ..o J- R )

gRaERT weria / Nursing Assistant fafee st / Medical Officer






