MdoTe Faer Bicor
MOTILAL NEHRU COLLEGE
(Reeht Rzafdame)
(DELHI UNIVERSITY)

Afrer spamor aivef, o€ Reef-110021
BENITO JUAREZ MARG : NEW DELHI - 110021

1. Name of Employee | TATEY P AT,

Bank Account No. §& WTAT S&AT. Designation/ U@.

B. Pay/ & . AlOWANCE! T eevccernensecnsnenasensanasases Total/ P,
2. Date of Submitting the Bill/Bills/ f&®@/f&® wrar aw=ar @t faf¥.
3. Nature of Bill @ o uafa. No. of Bills / TG Bt BB cvemrererseresserson

oo o Rawor
Bill No. & Date / f&@ siae Name of the Patient Relationship / Amount / TIf3r
1 ¥voft T STeT T

Consultation/ TRT3TEF. Medicine/ aT.
LabTest/ &d &
Others/31od].
Total Rs./®¢5 &

Signature of Employee /

Harst @ geaTae

Bill/s entered in the Medical Register at Page No./ Tt T¥IT UT Afddes vforece 3 7of fHQ g R{d.een....

Permissible expenditure of total Bills Rs./ B¢} et @r Cﬂw AT T
Debatable to Medical Reimbursement A/c/ 3fdc Yoar ffdrrer ufdgff w/eft. & fose

Asstt./ Sr. Asstt./ S.0. (Admn.)/ S.0. (Acctts.)/
apram aftw agra® sepyTor SferrE (uzmmeer) HepoTeT e (BeT)
A.O. Acctts./ A.O. (Admin.) Bursar/ Principal/

vuTafe sfted ymrafe sttt (womerr) e wrarf



UNIVERSITY OF DELHI
foeell fawfemer
WUS HEALTH CENTRE (WUSHC)
Te g H FATE
Medical 2004 Form For Reimbursement of Medical Claim
afRad @ £l oo aftwa 2004 s
Retirement Medical Form
COMPUTER NO
o A
(To be filled by the claimant)
(RTIART. FTT 9T AT 8)

I. WUS Health Centres Card No.

oY I UH TTEL &g TS FaX
2. Validity of WUS Health Centres Card. From to

& entitlement. Private/Semi Private/ General

T=Y Y UH T % HTe 7 Jaamn ¥ il

37 srferem EEUEFARETAIRIE
3. Full name of the card holder (Block Letters)

FTS YR T YT ATH (42 Herd H)
4. Full address

QT T
5. Telephone no. (0) (R)

AT 737, (3 ®)
6. E-mail address, if any

S-H qaT, qf2 FE &,
7. Name of the Bank Branch. SBI A/C
8. Name of the patient & relationship with the card holder

T T ATH ST F1E IT0F & 919 G99
9. Status tick ( ) University Employee / Legal Heir / Others

weq fog () Frafeemes w=rd [ w ailie / a=
10. Basic Pay/Basic Pension.

qF Ia/qA T
Il. Name of the Hospital with Address.

a) OPD Treatment & Investigation.

b) Indoor Treatment.

qd & |79 FEqATA FT ATH

a) 3T 97 <7 I9AT7 3T 19

by#rafts ITAR
12. Date of admission Date of discharge (In case of Indoor Treatment only)

yay i1 fafy gt #it arie (Faet AT IT=T F A )




LV ool oot o bmed
() orb veeatment and Tnvest vgal bonn
(M Todoon Troatment
A ad e alg
) N e e g o e
() by ey ) S B

FlLobetatln ol Reteral
Detar s o Medieals advance §f, .uiy_ ; . N — o

Ve b -
Pl sifam s Gaaor, a1t @d

DECLARATTON

I hereby declare that the statements made in the application are true to
of my knowledge and beliot! and the person for whom medical expenses
I am WUS Health Centres beneficiary

the time of treatment agree for

the host
were dtncurnred s wholly dependent on me,
and the WOS Health Centres card wan valid at

the yeimbursenent as 1o admissible under the rules.

Date: Signature of WUS Hecalth Centres Card

Holder /I".n'ip'i (;y:u
Note: Misuse of WUS Health Centres facilities is a criminal offence.
action including cancellation of WUS Health Centres card shall be taken in
case of willful suppression of facts or submission of false statements
Suitable disciplinary action shall be taken in case of serving employee.

Suitable

gryon
i e Ao AT § o s i v m wa 3w & o A § 9 s
feparer sire fomr =1t 7 fon e =y f o 4, 7€ O 7 & & 99 T i & g T o F=e
iz ATATAT § A T 9 U SATEST i ATE AT A A0 e Tt o g wHfd afeyfw o«
TEAT 2

T
HTTT/aH =TT . oo
1z . T T UA meﬁgﬁmmﬂmwwaﬁnﬂglqu@a
T AT AT P T AT 3 3o 7 UA FATRA A AT TE (AT ST AT S AT T TA

ST A7 F A § ITY AALTAATCHT FEATE i At FHAT



UNIVERSITY OF DELHI

feeed) fasyfaemem
WUS HEALTH CENTRE (WUSHC)
T J I @R %
MODIFIED CHECK LIST FOR REIMBURSEMENT OF MEDICAL CLAIMS
fafarur el &) wfagfd & fore genfia sia ged
1.  WUS Health Centers Card No.
& Y U] WA $F HIS AR
2. Validity of WUS Health Centers Card. (For pensioners) from to &
Entitlement Private / Semi Private/ General
3] T4 WA dg B1S $i qudl| (il & f) ¥
IR urErar foelt / a1 At / AT
3. Full name of Card Holder (Block Letters)
DTS URS $T T 1 (T3 3R] H)
4. Status (College/University Employee/Pensioner/Temporary/ Permanent
fufa (@ Taw/fRuyfaeneaa s/t sremd emd
5. The following documents are submitted (Please tick ( ) the relevant column)
fFrafafEa e wRgd feu o ¢ (@ ve&fta siam () R e 39)
(a) Medical 2004 Form/ AfS@d 2004 BIH YES / NO B /ol
(b) Photocopy of WUSHC card/ S&g g U Td Tﬁﬂé CaR AEEaNI YES / NO ST Fré’t
(c) No. of Original Bills/ & fo<ti ot g=m
(d) Copy of discharge summary/ f&TS IR & ufd YES / NO & /el
(e) Copy of referral by Specialist /CMO/ YES / NO
ferdrorg / Sftamad g1 YwRa @t ufd VGG
(f) Whether the hospital has given breakup to lab investigation YES / NO
T SRTATd ¥ A WY B SHey fgar g B /e
(g) Original papers have been lost the following document are YES / NO
T BT @1 Y € Frefifed gwa ¢ B /18
Submitted./ U¥&Jd
) Photocopies of claim papers/ GTdl T3 B BIcpIdl YES / NO &l /gl
I1) Affidavit on Stamp Paper/ ¥THI R UR <70y U YES / NO BI /Agt
(h) Incase of death of card holder the following documents are submitted
F1E uRS F g $ "a § Fafafed awaas s ey o ¢
I. Affidavit on Stamp paper by Claimant/ YES / NO
TR gRT €I JqR TR A0y B /8
IIl. No objection from other legal Heirs on Stamp papers YES / NO
T AR W 3 ST Al 9 B St T8 B /8
Iil. Copy of death certificate/ g WHIUT U &1 Ufd YES / NO @1 /A8l

Dated/ feai®: Signature of WUS Health Centers Cardholder/Employee
g6y 4 UY W $5i] & GAIER DIeURD/DHAR

Telephone no. (0) (R)

Giackr il (i) ()
[Jame of the Bank _______Branch, SBIA/C

4% &1 am BiIEG I we da e ¥ @
Branch MICR Code________Tel. No. of Bank Branch

W TE A W AR WS gy d i @




