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py SCHOOL OF PLANNING AND ARCHITECTURE, BHOPAL
ety fafeem ag @ wRmgff 29 wu= / Form for claiming refund of domiciliary medical expenses

arfdra wi@) / Personal Details:

1| gotad @ am g 95 /Name and Designation of Employee
2 | 4awmr / Pay in the Pay Band and AGP/Grade Pay
3 | amarda g/ Residential Address
4 | 1. ¥ @1 AW/ Name of the Patient
2. ¥y @ wHard § ¥au/ Age & Relation with employee
g | T A FHaN o g ave e 8/
Whether patient fully dependent on employee
IUHR # ER / Details of Treatment:
1 | e e (e / uradt @@ @) / Consultation ;
fee (Bill/Receipt is to be attached) &1/ Total
alfrs ¥ goiaer / Injections from Clinic: way =/ zal @ e/
2 | i1/ Intra venous Administering Cost of
et / Intra Muscular Charge Medicine
arerea / Sub-cutanious
Hefietall e / Pathology Charges
& @1 4™ / Name of Test
3
{ v a3/ fae vee frn W &)
(certificates /bills/ receipts to be furnished )
_ * ) @ / Total:
e & wa @ ¢ @ / Medicines from the
market
TaETl & AW wfd
Name of Medicine | Amount
4
% / Total: s
(af2 amama & @ Jue e & g ) 3/ Tatal:
(use separate sheet if necessary) i i T A IR
otal Claim amt. Admissible Amount
wHarfl g1 garfra / Certificate by the Employee
. T8 gl @l € 6 Sude fafas aeer v @ @ ) of wew @ 3R ol o w sgamaiie
mrardl & ford # v fowmem wwm /| hereby certify that the details furnished above are true,
and if found to be false at any time, | shall be liable to disciplinary action.
fé=i / Date: A & gwer / Signature of the Employee
wrafeaa watm 2g/ For Office Use Only
gran wif¥n @1 e | Claim passed for payment of ¥ el S SRR )
w HEHE ST AfIFT ELEERIEG] e
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