
       BHARAT SANCHAR NIGAM LIMITED
                   CALCUTTA TELEPHONES
                       ………………….. AREA
        MEDICAL REIMBURSEMENT CLAIM FOR THE INDOOR/OUTDOOR TREATMENT
	1. Name of Employee :                                                                                                 2. Staff No:

	3. Designation:                                          4. Registration No:                                   5. Employee Code:

	6. Salary (Basic+DA) as on :

	7. Place of Duty:                                        8. Name of Patient:

	9. Relationship with Employee :                                                                                 10. Age :

	11. Reimbursement Claim Under  (Tick Relevent Box)                  Treatment from RMP (as per para 2.1.0)

                                                                                                                   Treatment from P&T Dispensary

	12. Nature of Illness :

	13. Name of Doctor/ Hospital :

	14. Details of Claim : (attach prescription voucher etc in duplicate)


	SL NO
	               ITEM
	Voucher No.
	Amount

	i)
	Consultation
	
	

	ii)
	Diagnosis /Tests
	
	

	iii)
	Medicines
	
	

	iv)
	Appliances
	
	

	v)
	Special Treatment (e.g. Physiotherapy, Yoga etc.)
	
	

	vi)
	Others
	
	

	                                                                                                                            Total
	



(Rupees ……………………………………………………………………………………………………………………………………………….)
Declaration:
I hereby declare that the statement given in application are true to the best of my knowledge and belief and that the person for which medical expenses are incurred is wholly dependent on me










(Signature of the employee)
Date: ……………

    



             Unit…...........................................









PPO No……………………………………….








             Mobile Number…………………………..
