Bl TEar: muntEH.,/ 7
Form no. IITM/7

AR dlaifarhr g Avs), AvSH(RA™A Ueer)-175001
INDIAN INSTITUTE OF TECHNOLOGY MANDI, Mandi(H.P.)-175001
Rifhcar ca $r gfagfa & fov eax
APPLICATION FOR REIMBURSEMENT OF MEDICAL EXPENSES
(fradr et & ﬁt/FOR INDOOR PATIENT)

1. aA T gg/Name & Designation

2. Fanyr w&ar/Employee No.

3. faarerm g @At ard/Name of School/Office

4. o d@r gwar/Bank Account No.

5. g g&ar/ Telephone No.

1S

() Qefr @1 a1 @ 3g/Name of Patient and Age
(@) HFART & a1y FFE=g/ Relation with employee:

7. & & afAr/7Amount Claimed
()3T afe gf/Advance if any
(@)vufagfd & ferw el grar/Total Claim for Reimbursement:

8. oo arswri &1 war/No. of Vouchers Enclosed

I hereby confirm that the above information furnished by me is true to the best of my Knowledge
# T W I I AT g 6 AN TADN F IR W ERT & IS SWIh A Hed & adl
and belief and the person for whom medical expenditure has been incurred is fully dependent on me.
ae <afe s fav Rfkca & cag fhar = § a8 quidar g5 « A9 § -

&=/ Date
F1/Place : (IR F TEAER/Signature of Employee)
HARAT WAfAhr Feara #vs), A (RATTe Uger)-175001
INDIAN INSTITUTE OF TECHNOLOGY MANDI, Mandi(H.P.)-175001
gATfOIT feam arar ® f6 S/ e/ . P IEAATT H Foltal b v s
Certified that Dr./Shri/Smt./Km./ was referred for treatment in hospital on
P NS I AT ST T fGaeh ¥ s as SR I/
(Date of referral)where he/she remained under treatment from
to

(@) W B 5T casat o A Folrs & 7S M T I3aTF M| 39 AT & FAMIT dFTR FAlad g T §

(a) The medicines which were prescribed for the patient stated above were necessary. The vouchers of those
medicines are attached herewith after due verification.

(W) U & HUSR A FITS IS s 3Ueed ol A I AT, preafers qour Hieamrs 6 gl 7 8 31 § |

(b) Prescribed medicines were not available in stock of Institute. They do not come under the category of food,
cosmetics or pesticides drugs list.

(31) 3EUAT §RT Srd fhU 7T aFeRy i Jolal ST aFal] § & 78 3d: SADT FeIgar GAOIT Hr S ¢ |

(c) The vouchers verified by the hospital have been compared with the above stated vouchers and are certified to be
true.




@) /R ANAN/P. Pl 2 (et # )fRd 7w Rfhea «ag & ufd yordr
& AT & AT & TAT GTaT orEr TS I Gl AT B HITAA & T aeTs e &g URd fear Srar @
(d) Dr./Sh./Smt./Km./ is hereby allowed ¥ (in words % -

) towards reimbursement of medical expenses incurred and the claim is
forwarded to Audit and Accounts Wing for necessary action for payments.

(3) carsdr & faaver FFHI YAT T F AT 94w ¥ |
(e) Detail of medicines has been given in the essentiality certificates.

Rfecar 3@/ Medical Officer
s.ot.g. v/ 11T Mandi

pu RArafafla & sfa & Sad [ar g 3y #er sean:
Please check the following in the absence of which the claim will be treated as incomplete.
@) carsdi & T e qur ol & e 3uaR W T el grr s fFd = g
(@) All the bills of Medicines and Tests duly verified by treating Physician.
(@) 3UIR P & Siae Pl & |
(b) Prescription of the treating Doctor.
@) AT TeToT JAT THH-3ST s foT grar foRar o T & Y wier ufaan |
(c) Xerox copies of all the pathological tests and X-rays for which the claim is being made.
(@) 36 B & N g8 g
(d) This form has three pages.

@r wier/AUDIT @/ ACCOUNTS
U o OAET AIE T, T & AT TR T,
Pre-audited forX.......... Passed for payment........
TR T o d T . 9T TR e
Financial Year ..........cocooviiiiiiiceie, Transferred inthe bank a/con..........c..ocvvvininns
ok s I B o 1 RSN RRR

Cheque no.& date;.......c.ooiiiiie i e
@ A+ grr Herarar fpA/if paid by cheque)

Herad Pl ARG (r@r T q o) fa g ar sfRed/ga wfRa
AR (Audit & Accounts) F&AO/ Registrar

#re/Note:-

(&) % 5000 TUT 3P & ad g LT ehe oM |

1. Affix revenue stamp for claim of Rs. 5000/- or more.

(@) T AR &b eI G Bl AT TEIA DY |

2. Submit your claim within the period of three months positively.
(M) qd @ g & e g Hr ufagfd a€ aeh |

3. No claim will be reimbursed unless pre-audited.



g gAOT 93/ESSENTIALITY CERTIFICATE
@rEudrer # o1t gU AP & A | @@ foRar Sw )

(To be completed in the case of patients who are admitted to hospital for treatment)

&1/ A/ NAN /. g /gt /aelr A S st #vd F g €
P YATOT UF AT ST ¥ |

Certificate granted to Dr../Mr./Mrs./Miss son/daughter/wife of
Mr. employed in the Indian Institute of Technology Mandi.
&, s FeaTud & g o -
I, Dr. hereby certify that -
@) A 3readrer /A Wl d & suarTda @ aur Reafaf@a garsar st #x FuRa
(a) the patient has been under treatment at hospital/my consulting room and that the

& ¥ T 3uER g AfAard A |

undermentioned medicines prescribed by me in this connection were essential for the recovery.

TR /SI. NO. garsat & Are/Name of medicines 7T (3)/PriceR)

© oo Nk~ wDdE

-
©

=
A

[EY
w

14, s e
1

dle: IfE garsat &1 dEar e @ a AT e M T |
Note:- If the number of medicines is more, please attach separate sheet.

@) Al o T E/2a1 gar BaATh q dh SUARTNT &/ |
a) The patient is /was suffering from..............cceceeeeeeev e v eennenn.c@nd is /was under my treatment
FrOM.eeei e, L( R TP ;
(@) TFE-YST, YIRS Geor 31 fSias faw & g fhar T AfFard O gor
b) The X-ray, laboratory tests, etc., for which an expenditure of Rs...................... was incurred was necessary
N WA A (3TEUATT AT JAWTRATSAT BT 1) H HEy T |
and were undertaken on my advice at ...............ccoeeiennnnn. (name of the hospital or laboratory);

fafcar 3RFSRT & gEaeR/Signature of the Medical Officer
3Fgared WHRT/ Incharge of the Hospital



