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,FORM - MRC (8)
(FOrAIVIng emp,oyHS)

CENTI\AL GOVERNMENT HEALTH SCHEME
MEDICALBEIIBUUeNENI §LAIN FORM

(To be flied up by 1he Principal Card holder in BLOCK LETTERS)

1. (a) Nameof 1M PrincipalCG':lSCardHalder
(b) CGHSBan ID No.
(e) EmplOyee Code No.
(d) Ward EntItIe!'Mnt - PvtJ$em1·~
(e) Fun AddreH

(1) MobIle telephone No. and e-mail add,..... If any

2. (a) Patler1faName
(b) Patient. CGHS,Ben IDNo. • .
(c) RelatiOn$hlpWIth the PrinetI* COHS,c.rd holder

3. Name &,addfMI of the hospital' clagnOiticrCenter I
Imagingcenter where treatment IItaken or teate'done:

4. IfJhether the hospitaIIdtagnosticMtaging center Ie
ampaneVed under COHS

5. Treatment for whtcrb reI~t claimed
(a) OPO Tcea1IMnt /Test & Inveltlgauone
(b) Indoor Treatment

e.

7. VVhetherprior pemlilsfon was taken for the trealment : YellNo

8. VVhether sub8criblng to any heehh/m8CICeI inauranct
1Cheme,lfy.s;amountc:IaJr'ned/r'eC

YetINo

9. o.talIl of Medlc8I Actvance taken, 11any

10. To1:8Iamount clalmtd
(a)oPe Treatment
(b) IndOorTreatment
(C)T .. ~n

11. NarneClfth. 8$nk: SB'NcNo.: ., " .
8nInc:h" MICR Code: ~ ,.. ,........ IFSC Code , .

, ~~Dm'
I lMM'eby deCI.... ~. the ~ made' .. ~ .... true to the bat of tray knOWledge and baUef
end the pcmon for whom meditat exptiI1Mtwere Inca.ir'Nd Ie wholly dependent-on mo. I em a CGAS beneficiary
and'the CGHS card was valid at thelma of treatment. I agree for the relmbur&ement as .'admlsslble Uf1derthe
Mea.
o.te : .~..- .

Pt.~ ..•....~ - Signature of the Principal CGHScard holder



D9CUnHUrt!tob.aUached

1. Photo copy of the CGHS card of the emplOyee alongwfth the patient's CGHS Card.
2. Copy of pennlulon letter, If any.
3. Emergencycertificate (original), In caae ~ ~rgency.
4. Qopy of the disCharge aummary.
6. Ambulance Certificate (origina!), "any.
e.' Otlgbi.BIbills /cash memoIYOO.dhellere: fOrtfii relffi~ement amount claimed.

IMf?()8J'ANI

KJncIy 8tJlure to provide the foUowing fnform~JIonIdocumen~, wharev_ereppllcable:
a) .Obtaln Break up of InvastIgatJona fnHn the'h~dlegnoatlc c8nternmag.ing center (deta8. and rates

of individual teata and the exact number of teata. X-ray film., etc.,) al the ralmburnble amount IS
calculated aa par approved CGHSl"Iiea per test.','

b) In ~se of loGsof original papal'l, AIftdavtts as per Annexure I to be submitted. All photocopies of the
,bOlato be atlelted by the treating ~L

fn case of death of the c:aId holder, AffidaVIt •• per Annexure " 10 be filled .and aHac:hedto claimrelmbunsemenl,
c)

c)

d) ,
In case of Implants. Invoice No. along.with stldcarwith aerial number of lhe Implant to be attadled.

'In case of Cororwy Slents, outer ,j)ouch of stenta.ls to be endoeed.

.__..:___... ----- ...--6)- .. ' .In. ca88 ·,of, rapl8C81T18nt of pacemaker-' ICO etc;~ copy 'Of- the' warrantY eertIficate of earlier
'~cemak8rnCO may bee~aed.

-. MialN of CGHS facmlJeB Is 8 crlmlnal offence. PenalacIIOO Including aanc¥lllalJon of CGHS card may be taken
In case of willful SUPPIJI=on of facts or aubmlUion of ftls. statements. Suitable disciplinary action shall bet8ken In cue 01serving empJoytHlB. .

FOR .OFFICE USE ONLY.

1. -Amount BIF

2. Add claim as per this bill
3. Progressive total

..Sanctioned and passed for~-
., ,__(Rupees

Sr. Ar. AAO SAO/Claims Sr. DAG/Admn.====:=::::= _... ,...


