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JAMIA HAMDARD
IHamdard Nagar, New Delhi-110062

Form of Application for Medical Claim

(0PD)

Name of Employce......... T PPAPION TP PETTTS TP TP PP Csresiniiiinien 1r0s0sssrines
Dosignation.....ovuiuvineensaenens rerssggrassesarans 030 | Deptts/Paculty ovovvonsicnesririnnnn, oy Tovie v
Pay (BP4+GP) Rs..ccccvvniiiiiiiiiiiniiienninnnnn, " 05:’ Maiital Status....ocsvnsrsirensreraiionioissonen,
Residential Address......ooovveiviiiennnnnnnn, 404008 be0 a0 s an SR nes e ir saa n 08 a9 s 80 eT R ISR SR it see s eress
Information of Patient
Name of PAtEDL......ccviiiiiiiiiiiiiii it esesteesassaasessisssss et sesssssssssss s
Relation with Employee.........ccuuvieveeneeeenneeerensrensnnnn, 09. AgCuwveevevvvvvvvvvveanvirieerernnna..
Marital Status (for son/daughter)...................... 11. Monthly Income (if any)..................
Occupation of patient.................. SRR S R
Place at which patient fell ill............ccovvueviiiuiiiineiieeeeeeeeeeeeeee e eeeeeeeeeeoooeo
Nature of JlINess.......ccivuiiiiiiiiiniinienieite et ee e e e e e et e e e
Medical Officer Consulted.............ceiiuiiiiiiiiieieeie et
Hospital/Dispensary /ClDIC.........cccuiirueireernenineasiorneeseesseessssssnssecorsereseessesmesesssnsesmsssses
Details of consultation

Date/CR Amount (Rs.) Date/CR Amount (Rs.)
Details of Pathological Tests

Date/CR Amount (Rs,) Date/CR Amount (Rs.)
Cost of Medicines consumed

Date/CM ~ Name of Medicines Amount (Rs.)




21’

Declaration to be signed by the employce

(Name) hereby declare that the information in the

I".-n ----- TR R T TN “esveburrennsrnes aveasnsaaene

application are truc and that I have actually spent an amount of Rb,.ovvnnin, esseoesss Geriee as per

details mentioned in the claim form on tho treatment ofvu.viveveivvisinsissssrsssisissassirsesnsnn (NamE
& relationship of patient) who is wholly dependent on me. I also declarc that the medicines

purchased have been fully consumed by the patient,

Signature of Employee

Countersigned by HOD
(Affix Rubber Stamp)

CERTIFICATE BY MEDICAL OFFICER

I, D HKD. ciiiciisisssisseissesssavensiasssosssasminases b iusvsiriviniaiava sin hereby certify that the patient
DAMELY .ottt e et reeraee e e e ae e e aaeanans has been under my treatment
AL iseernansssnancentinsvsionssssaiies Hospital. The patient is/was suffering from......ccccceeaaracaccnnirannns
and is/was under my treatment from.........cceuveeren. 10 e, e and that the tests &

Place......ccoeusee...

Date........c.uunnsen. soenresenes Signature with Official seal
FOR OFFICE USE

Financial Limit RS sisviunannsssensvonsonsasnsionioss "

Amount already paid Rs. ........ TP G

Amount admitted RB, oriivininvessasnsnvesamyissrsiiiesns
ﬁalﬂncc availablc Rﬁ- WO P PP IR PR L N RIRPR I IROIRPERAIRAIONROI VYOS
Dealing Asstt. : SO/ AR (F)




