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UNIVERSITY OF DELHI
foeh fayfdemaa
WUS HEALTH CENTRE (WUSHC)
To] 9 TR FATE 9
Medical 2004 Form For Reimbursement of Medical Claim
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Retirement Medical Form

COMPUTER NO

(To be filled by the claimant)
(STRETE T 9T ST &)
1. WUS Health Centres Card No.
Toey I UH TR i S A4
validity of WUS Health Centres Card. From to , _
& entitlement. Private/Semi Private/ General
mqwmﬂﬁﬁmaﬁﬂml% il
e srfereT fAshi/erz fAst/aTTa
3. Full name of the card holder (Block Letters)
FTE T FT T AT (T FET H)
4. Full address
I Tl
5. Telephone no. (0) (R)
TATRA 747 () @
6. E-mail address, if any
.3 qar, A% AL A _
7. Name of the Bank Branch. SBI A/C
& FT T qEt T o S SIS AT &l
8. Name of the patient & relationship with the card holder
Treft 7 7T ST TS ATCE o A qA

3]

9. Status tick ( ) University Employee / Legal Heir / Others
Srae for () Al Sl [ g 9T [ o

10. Basic Pay/Basic Pension.
T /A T

|1. Name of the Hospital with Address.

a) OPD Treatment & Investigation.
b) Indoor Treatment.

T % ATT HEIATA H AH
2) A1 Y € STATT AT T
byﬂaftﬁgq?ﬂ(
12. Date of admission Date of discharge (In case of Indoor Treatment only)
FEREIRTIRS aftw & T (et ATF ITATT h AT )
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1V, Total amount Cladmed

() 0D treatmont and Investigations e
(hY 1Tndoor Treatment B e
arer b e afe
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(b siabyw gy . ,

14, botalls of Referral o - [
Detailas of Medicals advance if, any R
Ve faaem - '

Fafaen st an Gawor 9f2 5 @

DECLARATION

I hereby declare that the statements made in the application are true to
the bost of my knowledge and belief and the person for whom medical ezpenses
were incurred is wholly dependent on me. I am WUS Health Centres beneficiary
and the WUS Health Centres card was valid at the time of treatment agree for
the reimbursement as is admissible under the rules.

bate: Signature of WUS Health Centres Card
Holder/Employee

Note: Misuse of WUS Health Centres facilities is a criminal offence. Suitable
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.
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& eI SO A AT/AC g o s # G e {7 A & A g A e
foreare =i By =it o Frfie = o ao 7, 9 O a7 7 € 97 7 47§ 2o 7 v s
TaHd %I

famia: Toe] J UH FATET 57 12 % Zraray
YT /FHATE
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UNIVERSITY OF DELHI

feeeht fayfaeed
WUS HEALTH CENTRE (WUSHC)
& Y U9 WY §%
MODIFIED CHECK LIST FOR REIMBURSEMENT OF MEDICAL CLAIMS
Fafeean crdl @1 ufayfd & ferw Hefid Sid gl
1. WUS Health Centers Card No.
oy Y U TR HE PTG FaR
2. Validity of WUS Health Centers Card. (For pensioners) from to &
Entitlement Private / Semi Private/ General
o g U WRA g TS B auar| (Gl & ferg) o
3R g fasht / a1 felt / wm
3. Full name of Card Holder (Block Letters)
BTS YRS BT G H (T3 31&R1 H)
4. Status (College/University Employee/Pensioner/Temporary/ Permanent
fRufy (@Tao R sear/dRm /i)
5. The following documents are submitted (Please tick () the relevant column)
Prafefad 2waas TEd [T o € (U Fefid S () W e 3)
(a) Medical 2004 Form/ Afg@d 2004 ®TH YES / NO BT /7181
(b) Photocopy of WUSHC card/ S5 4 TF T G HTS B Il YES /NO ©I /78!
(c) No. of Original Bills/&ﬁﬁ?ﬁ &I =T
(d) Copy of discharge summary/%ﬁﬁmﬁﬂﬁf YES/NOETFI—E-‘T
(e) Copy of referral by Specialist /CMO/ YES / NO
Qs / HeHel gRI YHd 3t ufd 81 /el
(f) Whether the hospital has given breakup to lab investigation YES / NO
T SRUATE 3 A Wi B SH AT g g /8l
(g) Original papers have been lost the following document are YES / NO
7t TS B T § R e ¢ B /el
Submitted./ U¥Jd
1) Photocopies of claim papers/ 31a1 T Dt IeIHI! YES / NO 'GT /71?1
1) Affidavit on Stamp Paper/ T TR UR YUY U YES/NO%TF!%T
(h) Incase of death of card holder the following documents are submitted
TS R 3 g & ATHe H PR ! o by S 8
I. Affidavit on Stamp paper by Claimant/ YES /NO
TAER gRI @ 0% TR 20y 0 gl /el
II. No objection from other legal Heirs on Stamp papers YES/NO
T YR TR 3= S ARl 18 Smaf el &l /el
YES / NO BT /el

I11. Copy of death certificate/ Jcg WHIUI U D ufd

Dated/ f&T®: Signature of WUS Health Centers Cardholder/Employee
T J T WY dvs] P BER HISYRP/HHAR

Telephone no. (0) (R)

ERILIEECH ) R®)

Name of the Bank Branch. SBIA/C

& 1A BULGH| we dd i sfer@a____————
Branch MICR Code Tel. No. of Bank Branch

a1 TH 315 4 R B8 U e TE s A ————
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