Y Eaaa«u gl Gﬂiﬂ.@.@.ﬁ/ COMPREHENSIVE MEDICAL SCHEME, IASST

LETTERS)

L @) HBIBIS YRS Bl AH R T/

Name & Designation of the Principal Card Holder

(€C)) ﬁ%ﬁﬂv—l@?{/ Medical Card No.
HHARY MYDIT Mzl I/
Employee/Research Scholar ID No.

IS UTAdT-UT/3{-UT/"THT=/
Ward Entitlement -Pvt./Semi-Pvt./General

E[Uftr(ﬂ/ Full Address
Aesd ¥ T 3Hd dl/

Mobile telephone No. and e-mail address

g d9 g 3

ﬁTﬂ T ATH/ Patient's Name

@) U BISUYRS & 1Y Jae/
Relationship with the Principal card holder

IRUATA/SIURe® e/ZRMNAT e BT A1 3R Udl
gl SR fHaT SITdT § o1 Uterun fu Srd &/ Name &

address of the hospital/ diagnostic Centre/ imaging center
where treatment is taken or tests done

T RYATA/ eI SRR By MSUTITT & UTd

ﬁQ'IT&IF[%/ Whether the hospital/ diagnostic imaging center
is empanelled with IASST

IUAR o fore wfagf &1 arar fosa T Treatment

for which reimbursement claimed

(P) ISt IUTR/URIEUT U SE/OPD Treatment

[Test & investigations
€C)) $:|3-|? SUdIR/ Indoor Treatment
R SAUTAD e YT T FUAR foran -1 41/ Whether

treatment was taken in an emergency

T ITAR & fam 11?:‘ &@Tﬁ Sl Tl'sf ot/ Whether prior
permission was taken for the treatment

T 31 fohdt Tarea)/fafdred ST gl &1 o]
o W ®, Tfe e O S1aT B TS/HTE AR Whether

subscribing to any health/medical insurance scheme, If yes,
amount claimed/received

forg U fafrean sif¥r &1 faarur, afe &1 8

Details of Medical Advances taken, if any

SIS IRIGLIG] GIdT. YU/ MEDICAL REIMBURSEMENT CLAIM FORM
LeLC2 PISURD ARE 3{&‘@' " W OITW / (To be filled up by the Principal Cardholder in BLOCK




10. EFIHTEI'ﬁTIEFWTIﬁT/ Total amount claimed
(h) YISt SUAR/ OPD Treatment
(M) 3{7dfes IUAR/ Indoor Treatment

(TT) URI&UT/ ST/ Tests/Investigation
11. §% BT/ Name of the Bank T YT/ SB A/C No

TMRAT THIATSHISR TS/ Branch MICR Code STSUHUHH DI/ IFSC Code

Eﬁ'ﬁl'UIT/ DECLARATION

T TAEaRT 91NN &l § foh 3Tde H T T8 SO 3R-) s STHSRT SR [y & iR
%ﬁ?ﬁﬂﬂ%%%ﬂﬁ%@ﬁﬂﬂ%%@ﬁﬁ@ﬁﬁﬁ% ﬁwaﬂwwwzﬁ
g 3R AT & IOy AfSHd 18 a4 U7 H ol & dgd Wi Ufayfd o 8 TeHd &/ | hereby declare

that the statements made in the application are true to the best of my knowledge and belief and the person for whom
medical expenses were incurred is wholly dependent on me. | am a CMS beneficiary and the Medical Card was valid
at the time of treatment. | agree to the reimbursement as is admissible under the rules.

W/ Date:
T/ Place:

U AfTPrd PISYRS & gER

Signature of the Principal Medical Cardholder




e gATONT
ESSENTIALITY CERTIFICATE
gATOT ‘T/ Certificate ‘A’

Med-103
SAN B FHART oot A JATOIT f&ar Jrar ©
Certificate granted to SME/ Sri/KUMAT....c.cooicueriee ettt ettt et et et b s st e et aasste s berane e e
1 FS OO $r Yool qF/ gAY
WiTE/SON/AAUGNTEE OF SHFi..eievivieiceeeet ettt ettt et et et ea s e ebe e ses st etesebesens et sensessnsetenensenes
........................................................................................................................................................... H HRRA
EMPIOYEA IN Th@.c.eeeeceee ettt et st st st e e e bbb e b e e e aeaae et st ste e sensenberaetantarnanas

YHTOTYS “T/CERTIFICATE ‘A’

(BerrsT & foIT 3Rgdrer & HT 7 gl aTel ARSIl & ATHl H IRT ST 1Y)

(To be completed in the case of patients who are not admitted to hospital for treatment)

Lo BTttt ettt g% SaRT JATOIT o gl

DT ettt e e ettt et a e et b shesaeeae e b et e a b e s e et nee st sheene et aeraeees hereby certify.
@) AT W & AR/ 39T WAT FET Hoooocceeeee e, R WHAT & fav
................. FAT & Yok foram| (M & e arenr fafaem)
That | charged and rECEIVEA RS.......cuiiiieeiece ettt st ste st st e ettt ss e esesaestesaennnns
for consultation on ......cccceveeeeveeeriennne. at my consulting room/at the residence of the patient
(Dates to be given)

(@) H I & A/ T WRIALT FET Heevveeccceeeeeeee e W SEHATFGER (3cRTIel)
3UTH SN BT TS, GOl T L AT HT Yoo foraT| (3MT & St
arelr fafdam)

That | charged and rECEIVEA RS........ccoieeieeietieteeee ettt st ste st e e b ettt e s eae et eaas for
administering......ccccecveeveeveenenne. Intra-muscular subcutaneous injections oNn ........cccoeeveeeceinreneenn at

my consulting room/at the residence of the patient.
(Dates to be given)

@M & I JafT SO ATT S0 & Sl JANET ol AT Yifthelldesd & fow =g fohar
ST &l
That the injections administered were/were not for immunising or prophylactic purpose.

(@) o WM, 3T/ AY WAL F&T H Iellol A QT ¢ AR 59 q&Y
A M En Ui sedf@d gare Wi & fufa & gury/ weiv e & Jhy| & e
Haegs A Jedl@d garsdl & Ao AFAT & Igfd & fAT GRYde &1 AE)

That the patient has been under treatment at ........cccceveeeveevveienene. hospital/my consulting room
and that the under mentioned medicines prescribed by me in this connection were essential for
the recovery/ prevention of serious deterioration in eh condition of the patient. The medicines
are not stocked in the (Name of the Hospital)......cccceeeveeeeeeeeecceieeiereeee e, For the supply to
private patients and do not include proprietary preparations for which cheaper substances of
equal therapeutic value are available not preparations which are primarily food, toilets or
disinfectants:




%. ¥ | gd1g & 1 ® 4 | % T | gds & A

SI.No. | Name of medicines | Rs. p. SI.No. | Name of Medicines | Rs.

(F) B I e, dfifsa a1 3R/ N s F dgd
............................ £ SRR~ - )
That the patient is/ was suffering from.........ccccveevvviveeeccree e, and is/was under my treatment
FrOM e e L0 ittt e

@) & Wi A N-Aed (F=7) WRe- ded( T9T 3Wid) IR 4T 2T I=7 27|

That the patient is/was not given pre-natal or post-natal treatment.

(®) T Terg- Y, JIRTRITET 9AET0T Scante asd fow e, AU F JF 3TITH
AT 3R e, (3TETATS IT FARATSAT T ATH) FH AN Folrg R Far
IT AT|
That the X- Ray, Laboratory test etc. for which an expenditure of Rs.......cccccoeveeeveecevenicvinienen.
was incurred were necessary and were undertaken on my advice
= | SO (Name of Hospital or Laboratory)

(o) for He Mo A AT WAT F AT 3 e, & YW fRar 3R
......................................... (AT gerahg Rfecar fRwr &1 &) & @6t & ded
3MaRIH TAHIT HT ured |
That | referred the PatieNt 1O Dl cceeeiece et for specialist
Consultation and that the necessary approval of the ..o, as

(Name of the Chief Administrate Medical Officer) required under the rules was obtained.

(37) T MM Fr I3ETarer F oAl I/ AT T I T IS g
That the patient did not require/ required hospitalisation.

fe&sTier/ Date: -

RAfhcar FMUFRT & gEaeR 3R ISt T2AT Teldel

AT/ Sar@rar
Signature and Designation of the

Medical Officer and

the Hospital/ Dispensary to which attached.

foqofl: Y wATOr 97 IgAeh A€ & 37 ger A Iw, Ao v sfaart § 3k @l Anre &

Rafrcar s garT v R smer aifel

N.B. certificate not applicable should be struck off Certificate ‘A’ is compulsory and must be file in by

the Medical Officer in all cases.
99 ¥g, Fohdl- 54
Forms Centre, Cal- 54.




et gAOOT
ESSENTIALITY CERTIFICAE
YHTOTYS “efY’/ CERTIFICATE ‘B’

AS/Med: 104
(31 AR & A F O AT § S gersT & v 3redcel & a1l g @)

(To be completed in the case of patient who are admitted to hospital for treatment)

............................................................. A ARTTT Ao T T/ /AT
AT AR ... F YA f&ar ST B
Certificate granted 10 MIS/MI/IMISS....ci ittt ettt st bes e v s e be s st sbesaasenan
Wie /SON/ dAUGNEEE OF SNIi...iuecvieieieeiectee ettt ettt ettt e a et e s e et sr et seseaesreteseeerenen
300 ] o] Lo )Y7<Te I T o I o V=TT

T T/ Part ‘A’

(3ETATT H ATHS & FHRT AfShel AHRAFRT garT gEdeIRa frar S g)
(To be signed by the Medical Officer in- charge of the case at the hospital)

B, Bl UACEaRT JAIOIT YT §:-
) DTttt sttt ettt et et she sttt b e a s e e et she she eueeaeen et e enees e aenaes hereby certify: -
(&) T 3T T A T TR ITTATT H FAT IRIAT TN,

That the patient was admitted to hospital on my advice of .......cccvvvviverecice e,

(A3Fer 3SR FT A/ Name of Medical Officer)

(@) TF T, 3UAR & dgd ¢ 3R 39 §9Y H A garT
fuiRa seaf@d gamsit st el & Fufa & 73R PRrae fr dwam#A/careeT o
& fou et § & daa & dgd g1 s 3mqfcd & fow gamsit &,
(3TETdTT I A1) H HSIRA Igr fohar ST g

That the patient has been under treatment..........c.oeeeve e e, And that the
under mentioned medicines prescribed by me in this connection were essential for the
recovery/ prevention of serious deterioration in the condition of the patient. The medicines
are NOot StoCked INThE ... e for supply to private
(Name of the Hospital)

Patients and do not include proprietary preparations for which cheaper substance of equal
therapeutic value are available nor preparations which are primarily foods. Toiled of
disinfectants:




HH.F | gar F A F/Rs. §d/p. | SI.No. | Name of Medicines | Rs.

SI.No. | Name of medicines

() foh SoterereT EIhIeUT AT TIhISclfdesh 3662 & foIT =18l |

That the injections administered were/ were not for immunising or prophylactic purpose

@) QM T DT &/a7 3 A 3TOR F T8
e GESIAIT
That the patient is/ was suffering from.......ccceeeeeveeeveeccecieeceeene and is/ was under my
treatment from.......coeeeeceieeieiecee. L0 s

(31) fF TFg-Y, TARTATAT GAETUT ScATTe, S 3TaTS T AT fSHepr e 9.............. U
F = CUR: I | F-= C R (3T EAATAT AT TANIRATAT T ATH)
That the X-ray, Laboratory test etc. which an expenditure of Rs........cccccevvveene. was incurred
were necessary and were undertaken on my advice at ..o

(Name of the Hospital or Laboratory)

@ F RATT GUAT F T Bl & F
OO TS IeTAIG Gol H (ITIATS o THRT ATT A ToIh
AfShel ITTSRT AT ATH)
That the PatieNt tO Dr.....ceeceeeeeeee et for specialist consultation
and that the necessary approval of the ... as

(Name of the Chief Administrative Medical Officer-in- charge of
the case at the Hospital)

# gATOIT I g o el HEIATT H ST H @ &

YT 38 Y&l HT I FIRAUT ~gAdd oA, S A & gl & v maegs o

| certify that the patient has been under treatment at the .......ccevvveeeeeie s, hospital

and that the facilities provided were the minimum, which were essential for the patient’s treatment.

Rfrcar AI3s 3rETdrd

Medical Superintendent Hospital




T/ Place: -

f&sTe/ Date: -

feroqoft: St waATOT 9 U Adt § 3 ger Rar sv, wHorgy @y wfaart § i @t Awrer &
RfFrear e @arr wa fFar s a@rfgel

N.B. Certificate not applicable should be struck off. Certificate (d) is compulsory and must be filled in
by the Medical Officer in all cases.

Y9T &g, Fhdl- 54
FORMS CENTRE, Calcutta- 54.




