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NATIONAL INSTITUTE OF IMMUNOLOGY

gad @rar 9/ S.B. A/C No.

Website:- https://nii.res.in/

I w1 Telephone No.

RafFcar gar %?f__’ 3TdET TIAFORM OF APPLICATION FOR MEDICAL REIMBURSEMENT CLAIM

1 A#H/Name ( §3 38T & In block letters)

2 Y&eATH/Designation

3 AT/ AMTET/TARTRTT TSgd  SRRA & Office/Branch/Lab in which employed

4 el ddeT Basic Pay

5 TG Tl 9dT Residential Address

REfY T AT TAT 3HHT TIHRT FFANT T e

Name of the patients and his/her relationship with Govt. servant

7 E'Q‘?I' hl YT Place of duty.

8 T Fr EIELﬁI' TG 37af Nature of illness and its duration

9 ard Fr A Details of the amount claimed(RIfFcAT AT Medical attendance)

3N RIAA Ao arer RAfFcar 3SR &1 A1 Td U d2ar 3E9drel/
Rfrcarer fog#d $RITg & | Name and designation of the Medical Officer

consulted and the Hospital/Dispensary to which attached.

§) R H FEr qur ity AR g@E Wl & AT e fr oo

$F  The number and dates of consultation and the fee paid for each consultation

) FIT WA /ZoF2T 3Tl 7 v 7w a1 Rifescar 31fOeRy & weder

T 37ar Wl & EH W/ Whether consultation/Inject ion were had at the

hospital or at the consultation Room of the Medical Officer or at the residence of the
patient.

g) fohdel gotaeeT oeme a0 fAfd afga 3R & o & v fRder
Yoeh ST foham I | fAerT aetor & fav  fhder sErcre fohar I |

The number and date of injections and the fee paid for each injection including
fee/charges paid for clinical tests.

) IR ¥ TG T TS Garsd H Hed (FFaor 9 e A § 1 Cost of

the medicines purchase from the market ( details overleaf) ®0T # inRs.

10 93N ¥ () I+ Pl grd T P F. Total amount claimed 9(a) to (e) (in Rs.)

1 Heldadh &T H‘\?ﬁ List of enclosures.

HIYoT  FHAART g@RT §EATAIT Y ATT DECLARATION TO BE SIGNED BY THE EMPLOYEE.

# IE OO T § % Jdes yom A feam g fawer A% St e e 7 o &9 @ @@ & 3R Se/fSe cafeaat & Rifeear
W g AT aar & gg/ & gl Ay anfAa &

| hereby declare that the statement given in the application form are true to the best of my knowledge and belief and the person/ persons for whom
medical expenses were incurred is/are wholly dependent upon me.

fafr Date FHANY & gEARR Signature of the employee.




farferear wfaqfet a@T MEDICAL REIMBURSEMENT CLAIM

296K ¥ @lg $ir 71 amé:fr T 4R Details of Medicine purchased from Market

%F.9.SL.No. Wit &1 A T FET aar &1 gl H 9 9T 9 | gar$Ai Medicine(s) | &% gar #r e [ F7

Name of the patient and AT Name of the faf¥ cash $AT Amount of | TN Total of
relationship drug Store/Chemist | memo No. & each Medicine each Cash
date Memo

®IYUIT  DECLARATION

1 ¥ yiorg war § B o cafFarsafFadt &1 Rifvca gfaafd aar seqa R o § aed a7 s qof &9 3nfaa ¥ 1 certify

that the patient(s) for whom medical reimbursement claim has been made in the bill is/are wholly dependent upon me.

2 & gl axar § 7 AN ool el st @ & Ffoa adt § sk e #18 arar weqa adt R ) certify

that my wife/husband is not employed in Government/semi-Government service and he/she has not submitted any claim.

3. & yfora e @ § BF g 9O WEEl gadl A ghe A mar § ar fret e i oRelt F Rwa agt w00

certify that the super Bazar or any other Co-operative drug store is not within two kilometres of my residence.

4- ﬁfu’aﬁr—rm@aﬂméﬁvﬁmﬁﬁr%mmﬁm ST AY AdA/Ade/ JhedwI ¥ FE FT AT ST TWT & 1 | certify that

monthly contribution for medical fund is being deducted from my salary /stipend.
G & §EATRR/ Signature of the claimant
eR e gfa BEAI&TY Accepted and Countersigned

@ QAT ACCOUNTS BRANCH

£ FT 9 fFAT ST & Claim passed for Rs. (Rs.

Hel% Assistant

fcq v d@r AWEN FA0




