P I foeadt Rreror IwRME

Central Institute of Higher Tibetan Studies

e} IUAR g ufayf gar uua
REIMBURSEMENT CLAIM FORM FOR OUTSTATION TREATMENT
(ﬂ»—ﬁ?l'lﬁ GRT HRT SITT)(To be filled in by the employee)

T /MOD. NO oo $-0d UdI/E-mail ID

1-(37) HHART BT A1H/Name of the EMPIOYEE .ttt et
(&) 1Tc{-"-ﬂ'ﬁ[_cl'ﬁf‘l-ﬂ"T/Designation BUDEPAMMENT .t et s
) 3(TATHY Udl/Residential Address

2-(3) It T ATH/PAtIENT'S NAIME ..ottt e e et e ettt esa et e eae et eae st eaesaeeaes
@) FHARY B Y FEU/Relation With the @MPIOYEE ......vvveereeeeeeeerececceeeereeeeeeseeeeesseseeeeeeseeseessessessseeessesseseeeesssses
3- 3RYATA DT ATH T R S5l TR SUIR BT T-T/Name and place of Hospital where treatment was obtained

4- TR & HHART B ER b S1ER FATl o T GRIM P Al Faiehh U1 afe g1 dl/Reference letter of Institute
permitting the Institute employee for outstation treatment if any :
T UTHT/LETEE NO.: oo LS5
(CRRIRE] P TP Ufferi a9 H/Please attach a photocopy of the letter)

5- (3) et et SUAR/4HRI SUDR/Whether Indoor/Outdoor TreatmMENTt ...........oouiiii oo
@) afe ¥l Wil BT ITTR g1 1 T IUTR =/ foft /A aré & gai

If Indoor whether treatment was carried out in Special/Private/General Ward ............ccccceeerrininionnnnnenneienneseeen,

6- STER & AT & I b BT A1 9 UgH ot ¢ 3@ T JuAR gail

Name & Designation of the Doctor under whom treated at the outstation Hospital..........cccooverrreeeeinceeeeeee

7- SUER & ]%IEE'I%[ Al Q'Iﬁ[/Amount of claim for treatment :

(31) ST BT FTT/HOSPILA Bill T oo eeeeeeseeee e seseeeeseeeeee s

(F) ST/ OTNEE ... (CREVED AT/Enclosure NO. ..o, )
3d B Pd RAMRT/Total AMOUNE OF CIAIM ....oooeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeseseeennene

N NIRIEIRE e T@T/Amount of advance taken ...
SN TGHT/O.B. NO. oo femib/Dated oo g BIS B/if any.

8- &W/WFUTCI?[ Gl ﬁ?ﬁ/List of Enclosure/Certificate :
(i) 3G & IUTRGT! (b gRT gxarefd ifarfar yamors

Essentiality Certificate signed the Hospital treating Physician
(EI'IEﬁ HWdTel/Outstation Hospital) BTYes/:Ié ' No (CREMED JBJAT/Enclosure NO. oo )

(i) SRYATd & IUARG ! fafbde gRI fafad gedaia gaed Toa Uil
All the Cash Memos duly signed by the Hospital treating Physician

(EI'IEﬁ HWdTel/Outstation Hospital) BTYesFIé ' No (CREMED JAT/Enclosure NO. oo, )
(iiii) 3RUATA ¥ Gg! BT YHIUGA/Hospital Discharge Certificate —
g8l Yes/"a! No (31U D H-AT/Enclosure NO. ..o )

(iv) ﬁyfﬁ@aﬁmﬁm faawor (Eff Eﬂ%ﬂﬁﬁ) Statement (in duplicate) showing-
Bl Yes/T6I No (3IAUD HBAT/Enclosure NoO. ...oocceeere )



(31) FTHE U TBIT/Cash Memo NO. oo
(\’rﬂ)ﬁ_'ﬁib_/Date ..............................................
®) Wﬁﬁ:lm/ﬁrm’s NBIMIE oot ae s s s ass s ssss s s ssssnees
(_sc) T@T/Amount S ettt sttt a s nn .
3) WE’I’&?W ﬁﬁtﬁﬁ$ 3TTHR)/Name of each Medicine/Articles (as per Cash Memo)
|y ﬁr@ﬁ/—dﬁﬂ)(dearly written/typed)
($) Sﬁtﬁ@/sﬂa?ﬁ IR & ATHal B FRifrcs gry fordt 718 g=f &t 1;rf?f/Copy of Doctors prescription in case of
O.P.D./Follow-up treatment — Bl Yes/T5I No (3T TAT/Enclosure NO. ......ovoever, )

HHIRI gRT 9IYUM/DECLARATION BY THE EMPLOYEE

o ﬁ‘STEE{H? YOI &l f{vﬁ?/l Solemnly declare :

TR GRI <1 T SWRIekd FEE, T e T St 3R fa4r 8, T € SR e 1S Farn e urdl wifell © it 59 e g9t
G AR WR FTHER 38T S | That the information furnished by me as indicated above is true and correct to the
best of my knowledge and belief and if any information is found incorrect, | shall be held personally responsible.

31d § Wew Tohe Udf ga/aRdiad g 9T Wd/AR TRaR & Y & SUAR I YafRid g Sl {3 FRmmgar 8 amy &1 e § 8iR
EEEU&IHTHETW 313 B 1 That the Cash Memo included in the claim are Original/Genuine and pertain to the treatment
of Self/my family member eligible for such benefit as per rules and he/she is wholly dependent on me.

39 3afy & oY IR gq carsh & Td 4 aid Pis ot gof a1 31l grar 2R a1 Ieft & GRT SR a1 ufargf & e oft
@Hﬁﬂﬁﬁﬁmw%l That no claim either in full or | part pertaining to the medicine expenses on the treatment for
this duration has been submitted earlier to the University or any other source for reimbursement, either by myself or the
patient.

T T/ faUTTeae)/AHRY /Briaarss & gieR B 1L BN TS

Signature of the Dean/Head of the Deptt./I/C / Office . .

TR e/ With seal TGATH DESIgNAtioN .eovcceeereeeeercereneeeesimeesssesessssnsesssseseesens
faumT DEPLL. ittt
FQATE DALE oo

=T SFYUTT & WART 8/FOR USE BY ACCOUNT SECTION :

1. ad &1 Iquf IfRI/Amount of total claim S
2. IR 37 € 8/Amount not admissible DR et
3. WiPpd &rar R/Claim admitted for o S
4. 3\ ® B, I HIS §/Deduction of advance, if any DR bt
5. H"I?ﬂ*[% for urikd 1fR/Passed for payment of OO
JU-F (e el Perdla(ErD STHIT PR Siedl/Checker
Dy. Registrar(A/c) Asst. Registrar(A/c) Section Officer T SFHIT/Fi Sect;
$§ﬁe]%l[sﬁra/rcm€rs fad S{JHNT/Finance Section fa S{JHNT/Finance Section %ﬁﬁ;gr}gwﬁg on
S P IfARF. /CIHTS & IfARF. /CIHTS S
Pedied/Registrar Feufd/V. C.

FIfafnd. /cHTS &3 faRE. /CIHTS




