Eferom sefrr ferafererer Z5 CENTRAL UNIVERSITY OF HARYANA
HET o ATAF=IT 25(2009) & T TATIUT (Established vide Act No. 25 (2009) of Parliament)
= .
ST ( ; )_ 123031 N Mahendergarh (Haryana)-123031

Website: www.cuh.ac.in

“‘_.A J e

Emp.ID:

(Rrfpcaaa aRerdm srerEr gerrsl @d a1 ufgfd 29)

Form of the application for claiming refund of Medical Expenses incurred in connection with Medical
Attendance and or treatment of University employees and their families:

3rafdl/Period: - (7071 1 JPPOTO '\’EflTo .................................................. GE2

g I B IGLESE B BT YITT &N | N.B. - Separate form should be used for each patient.

1. PHANI BT 99 TG A

Name and designation of the employee
JTIT /Department

HTRITE foIfdr/Date of Joining
Zb—l'?jﬂ'f%ﬁ CAORGIR) ?If% [SINN ?f)/Date of rellevmg (if applicable):

(i) T %ﬂ/&laa o /Whether married or unmarried

(i) Tf/aet sef FRika 8?7 (@fe @y 8 d)
e 8 A1 puAT HYh BV B JiAfrd Fev &
If married the place where wife/ Husband
of the employee is employed (Where applicable)
If yes please attached copy of Joint declaration.

(I® =T 99 # Ugel fddt & A Ul Uil SFT & §RT SR SIvoms S+ 1 & )
In case employed a Joint declaration duly countersigned by the employed wife/husband may be
furnished) at the time of first bill in each financial year.

2. Ja9AM Ud 3= uRefert (ST T—aTet )
Pay of the employee, and other emoluments,
which should be shown separately

3. 3T UdT/ Residential Address:

4. AN @1 M U HHART B AT Fae
(G & a1 S9 W ford)
Name of the patient and his/her relationship to the employee:
N.B. — In the case of children state age also.

5. P8l dHR _g'?ﬂT? Place at which the patient fell ill:
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6.

i) fafdca®d @1 WIRA/Fees for consultation

anfise ¥f3r &1 faavo / Details of the amount claimed:

Ifhedd I URTIT / MEDICAL ATTENDANCE:

®H | b weieRl | Rifbcaay | Ribcaaa | gs HHie R | [Kifbaaay KISINELS]
TR/ | BT AM, AR, NEIE NI Hor g &/ NEIE RD
Sr.No. | Ug-TH/ a1 fafer faoT =1/ | Annexed at page @l I STIAR
the name, /Date of ] number /Fee for SR,
qualification and Consultation Bill No. Of' Consultation (Eﬁrm‘am
designation of Consultation E’W’ITQJ()/
the medical officer
lted Amount
consu admissible as
per CGHS
Rate (for
office use)
@l NIRRT /Total amount
i) IOTR | WIS T3 gargdl &1 Al
Costs of medicines, purchase from the market :
(GaTgal &) G, WS T = T U5 T Herw B)
(List of medicines, cash memos, and the essential certificates should be attached)
EL| CCICINER] fdeT @ daRIE/ | g HHid WR | ]I/ ASY=gd &% & AR
G/ et/ Date of Bill o & / Amount e R (Grater
Sr. No. SYINTT
Bill No. of Medicine Annexed at =)/

page number

Amount admissible as per
CGHS Rate (for office use)

fel R 3T /Total amount
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iii) TRIETT @7 fdeRor
Details of Test:

B e Bl fael o o TR | g e | IR SIEIESIETEFC RGN
T/ - / Date of Bill a2/ /Amount e T (Gt
NI,
Sr. No. SERIEID)
. Annexed at page o
Bill No. of Test Amount admissible as per
number

CGHS Rate (for office use)

@ X 3 /Total amount

iv) Ybor/ufshar &1 faavor

Details of Package/Procedure:
DA Yaor/ufpar & e | 9 & dRig | g HA6 ® | IRy Wﬂwa’??ﬁsﬂﬂﬂ
?:?INTZ <rezn/Bill No. of / Date of Bill Horg &/ Amount T NIRRT (HrTer

Annexed at page Qj)/

number Amount admissiblcla as per
CGHS Rate (for office use)

Package/Procedure

fel R 3T /Total amount

7 Pl IS X3 /Total amount claimed :

fazafaemer & HHaRI &1 =N / Declaration to be signed by the University Employee:

(1) § Tdg gRT 99T SRAl/AR! & b 59 3mded # &1 8 g #_) SFaR) Gd [Iea/ & i8R 9 &, iR

R fafecrer @9 fdar a1 €, 9 qofdar 51 R R 2 | hereby declare that the statements in this

application are true to the best of my knowledge and belief and that the person for whom medical expenses
were incurred is wholly dependent upon me.
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(2) # T W v FRal/FRA & fF R A & 3 fF & SRR # Pl RN AgHRI TR/ ARG 78 ¢ |

also certify that there is no co-operative store/medical store run by government or Super Bazaar within the radius
or 3 k.m. from my residence.

(3) # TAEART EIYOT &Rl & & SURKh fda &1 qar 7 af W fa uRaR & Aol gRT fhar a1 8 ik 9 &
BT ToIT §RT / | hereby declare that the above bill neither claimed by my dependent family members nor
from insurance/any other agency.

(4) # udEaRT BN PR B fb HWR Y T GRAR P A g0 oRE I g3 W R € &R S9! aftha ey X 9000/— wid
Y I F B 7| (T IRaR & AR 9 e g9 @ wrTet § o)) /I hereby declare that the above family member
is fully dependent upon me and his individual income is less than Rs. 9000/- plus DA. (Applicable in case of claim
related to dependent family member)

Note:

1. fo1 1< & |1 B 1 / Bill is Pre-Receipted.

2. fafear g & JeSi UR BRER 3R AT &R feam a7 B 1/ All the pages of the medical claim have been
signed and verified.

(PHART BT BHER /
Signature of employees)

(é@T SITHNT gRT 9XT ST / To be filled in by the Accounts Section)

gHTfoTe b ST € fob amazae dforal # aoi wR forar a1 8 | ffheqdly uoll & I8 WAoo D HHID.
....................... TR o1 & / Certified that necessary entries have been made in record. Entered in the medical Register on
page No. Sr. No.

IR 1 faeT TrlRayBill PASSEA TOF RS..ocveuieiiceeterereeeteeseetereveereteseter e e e era e e eeaeeeeanenns

Rifepear TR

Medical officer

PR WD IR ARBRIfET)  AoEeR (NaRe oer Wee) fad sifter ESAIEE]

Dealing Assistant S.0. (Finance) Consultant (Internal Audit) Finance Officer Registrar
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JOINT DECLARATION FOR CLAIMING REIMBURSRMENT OF MEDICAL EXPENSES/LEAVE TRAVEL
CONCESSION/CHILDREN EDUCATION ALLOWANCE
(IN CASE BOTH HUSBAND & WIFE ARE GOVT. EMPLOYEES)

DECLARATION BY HUSBAND

, hereby declare that my spouse, Smt. is working in

as .l also declare that | will avail all the benefits such

as Medical Facilities, Leave Travel Concession, Children Education Allowance, etc. from my office/ from the
office of my spouse for myself and my family members as mentioned below:

Sr. No. Name Relationship
1.
2
3.
4

Signature of Employee

Designation

Date

DECLARATION BY WIFE

, hereby declare that my spouse, Shri is working in

as .l also declare that | will avail all the benefits such

as Medical Facilities, Leave Travel Concession, Children Education Allowance, etc. from my office/from the
office of my spouse for myself and my family members as mentioned below:-

Sr. No Name Relationship
1.
2.

Signature of Employee

Designation

Date

Note:

1. Acceptance of the declaration by the Competent Authority in the spouse’s office should be
submitted along with this declaration, failing which it would not be accepted.
2. In case of any change in future, the same should also be intimated jointly.



