The Managing Director,

National Agricultural Cooperative 

Marketing Federation Of India Ltd.

No.1,Sidhartha Enclave, 

Ashram Chowk, 

New Delhi – 110 014



Subject: Application for Reimbursement of Medical Expenses

Sir,


I certify that I have incurred an expenditure of Rs. ……………. on treatment of self and my family members during the period …………… to …………………. Amount admissible vide order No. HO/AD/8/360/95-96 dated 4.3.1996 may be reimbursed to me.

2.
I also certify that I or any member of my family is not covered under the C.G.H. Scheme of the Government of India.

Signature …………………

Name ……………………..

Designation ………………

Employee Code _______________

Bank Account No.______________

Name of the Bank_______________

Date_____________

	NAFED / HEAD OFFICE

	SUMMARY OF HOSPITALISATION CLAIM BILL

	 (TO UE SUBMITTED IN DUPLICATE)

	
	
	
	
	
	
	

	NAME & DESIGNATION OF THE CLAIMANT
	
	
	

	NAME OF THE PATIENT
	
	
	

	RELATIONSHIP WITH THE CLAIMANT
	
	
	

	BASIC PAY AT THE TIME OF HOSPITALISATION
	
	
	

	NAME OF THE HOSPITAL
	
	
	

	DATE OF ADMISSION
	
	DATE OF DISCHARGE
	

	
	
	
	
	
	
	

	1
	2
	3
	4
	5
	6

	S. NO.
	BILL NO. 
	DATE
	PARTICULARS
	BILL AMOUNT
	ADMISSIBLE AMOUNT
	REMARKS

	1
	 
	 
	 
	 
	 
	 

	2
	 
	 
	 
	 
	 
	 

	3
	 
	 
	 
	 
	 
	 

	4
	 
	 
	 
	 
	 
	 

	5
	 
	 
	 
	 
	 
	 

	6
	 
	 
	 
	 
	 
	 

	7
	 
	 
	 
	 
	 
	 

	8
	 
	 
	 
	 
	 
	 

	9
	 
	 
	 
	 
	 
	 

	10
	 
	 
	 
	 
	 
	 

	11
	 
	 
	 
	 
	 
	 

	12
	 
	 
	 
	 
	 
	 

	13
	 
	 
	 
	 
	 
	 

	14
	 
	 
	 
	 
	 
	 

	15
	 
	 
	 
	 
	 
	 

	TOTAL :
	 
	 
	 

	
	
	
	LESS ADVANCES
	 
	
	

	
	
	
	NET AMOUNT
	 
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	SIGNATURE OF CLAIMANT
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	NOTE : All the columns excepting Col. No.5 & 6 are to be filled in by the claimant

	Please enclosed dependents declaration duly verified by RM/BM from Service book. 


