TS R-HET T ATHLT HEAT (HTTANRATE) CSIR-Central Leather Research Institute (CLRI)
TSI, =13 Adyar, Chennai - 600 020

e Faeht / YIHITET iR 3ok TR eht ferfereaT afierat sitvat suem & d@ety # gy fafercar s 6 wfoafd
TS T ATAEA T
Application form for claiming reimbursement of medical expenses incurred in connection with Medical

Attendance and / or treatment of Council Servants/ Pensioners and their dependent family members

1 TG Hareh / GRIRTT / OTIETIeR YRR 31 18
Name of Council Servant/ Pensioner/ Family Pensioner
AR UG / HATHG T o THT TG
> Present Designation/ Designation at the time of Retirement
FHAR TEaH H, / Hiehd Fle daX (UTHWIRET / dTiaTieE
; IR o AT W)
Employee Id No./ Medical Card No. (In case of Pensioners/
Family Pensioners)
Tt 3/ Tt T+ 5e Ae
* Basic Pay/ Basic Pension + Grade Pay
LT T T (TG Haeh o AT ) / S8 SRTRITGT & HaTie 8¢
s (T o e H)

Place of Duty (in case of Council Servant)/ Lab from which

retired (in case of Pensioner)

6. | SATaTET UaT Residential Address

7. | HieTEd €. Mobile No.

8. | 37 AE<) Email 1d

9. | S @rar €. Bank Account No.

T ohT T 37 TNEE Haeh / UMW b T SHehT Herel

10.| Name of the Patient and his/ her relationship with the Council

Servant/ Pensioner

11.| qfr 6y 3T Age of the Patient

12.| SraT Sl Tl'st A M Total Amount Claimed

13.| foram mm 31 Advance Taken

3T 3hY TS oftmT T3, Afe RIS =1 (Efekf wfaat Her %) Insurance

amount claimed, if any (attach sanction copies)

14.

2T 31 7%, Toaret TRT (FTET AT T3 et TR - Foralt T S T <l
i 18 sfmr Tfa)

Net Amount Claimed (Total Amount Claimed - Advance Taken

15.

& Insurance Amount Claimed)
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16.

HeAeht st Ef«ﬁ List of Enclosures

(IS ST 21 a1 sitee T FRIE @d, 37K afe
~fr F T TSt T e e e A
A Ay e for)

(Check the boxes if attached and mention
‘NA’ if below documents are not applicable

in your case)

o IffIEYH Referral

[]

o TEUATS § FTRge B hit TaTdeRTey Rufa # U= & aret Eiaet
1 THIUH ()
Certification of treating doctor (original) in case of emergency

hospitalization

[]

® TREICIE o SUANT o HIFCT H, TR i ATt STFeX T I THTONHT foh
forelt o1 v @ Ooft ot & ST @ Ffar w9 @ et o Sfew @@ d
g ST AT 3k ferfa srcafiren fanre sanfi

In case of usage of ambulance, certification of treating doctor that
conveyance of patient by any other mode would definitely endanger

the patient’s life or would grossly aggravate his/her condition *

o Tt TS WIS [SFETATet § well T o I H]

Original Discharge Summary [in case of Inpatient]

o U [GaTgAl, ST 3T TR o fofu |

Prescription [for medicines, investigations & therapy]|

o T fo ¥R Wi [Fwrm foqa foa foeror "o i e
O]/ STl STCRIqOT/&aT3T 3ATTS T forartor, 3 7R St St aie
=il
Original Bills & receipts
[Please attach the detailed bill break up which contains the details,
rates and exact number of tests / investigation / implants / services

etc.]

* T ST TTeX 3 oftaw it ST =R journey should be undertaken within the same city

=T DECLARATION

T TAGEIT SO ST/ § 1o AT H T 7T, Foremor #t SIahrdt 37 foram o S e © I ot ek o o fefercan s

foram T 2, a8 otar: Tt o forefe 1 # formt o st 2o wigfd o oo wema g

I hereby declare that the statements made in the applications are true to the best of my knowledge and belief and that the

person for whom the medical expenses were incurred is wholly dependent on me. I agree for the reimbursement as

admissible under the rules

fa=ies DATE:

TRUE ATh/AIAHRIT o SEaTerR

SIGNATURE OF COUNCIL SERVANT/ PENSIONER

Page | 2




F=AT NOTE
Tcdeh Y o ToTT STAT-STRT U9 ohT SURAT fohaT ST |

Separate forms shall be used for each patient

JIRIYUT & HHS § (WfcRnfes Teil & Amel § TeIrifva o dfed), sreare gi faferea swmfora sermior s s
HEAT AT Reeeh S fopam St = |

In case of Implants (including lens implanted in case of cataract surgery), Sticker containing the serial no. of
Implant, duly certified by the Hospital, to be submitted

I T2 o WA H, T T ATEL 1S ol ST SIHT =M1T |

In case of Coronary stents, outer pouch of stents to be attached

UEHERY/HATSHIST ST(S ok TTREATI o HIHCT H, T8 oh UHHRY/STTEHIST o A JHTUT U5 shi SIfef Her aht STTar |

In case of replacement of pacemaker/ ICD etc., copy of the warrant certificate of earlier pacemaker/ ICD shall

be enclosed

0T AT T T o A H, T YA T T 2reor 5 6T forar ax1i ATl et aret et st/ SE A
1A |

In case of purchase of Hearing Aids, empty box/boxes or the carton(s) with label showing details of hearing
aids purchased/supplied

HArgae / g/ I U= o wiHet H SO A Fer TR ST ey |

Certificate ‘A’ should be enclosed in case of Ayurveda/ Siddha/ Unani treatment

T AT G YeTsig/ TR SFeqaratt ol g fmfetiiaa ser fofer 1 ST shteh <t ST weh @
List of Hospitals empanelled / approved by this Office may be viewed using the following web link:

https://clri.org/DepartmentDetails.aspx?D=81

AT i TS UTHT (TS 3T - T WI=TdT T8 ST g o fo1e) i & 8 2
Ward Eligibility of individuals (for both NABH & non-NABH accredited hospitals) is given below:

EH HeA oA T (78T HuTET) AT AT TRt SRR T feRtraT
S. No. Basic Pay Level (7" CPC) Applicable Ward Admissible Room Rent
1. Upto T 36,500 Tk T A€ General Ward T 1500/-
2. 36,501 ¥ to % 50,500 T 314-FST A€ Semi Private Ward | % 3000/-
3. 50,501 3R and 399 3T above | =M 9TE Private Ward T 4500/-

Tt T o ATE (WA ATe/37d-TsTt AT/feit aTe) o foTe TSI (e T 5400/- 8 ST I H HAL T FohTrT
it 81 ICU charges is ¥ 5400/- for all categories of ward entitlement (General Ward/ Semi Private Ward/

Private Ward). ICU charges are inclusive of Room Rent.

oot fafrer ufskar (61 @ 85T wdf) & faw, ar€ umar it foreft ot ooft it v forw fomm, e =t

fRTRT£1500/- 81 For Day care procedure (6 Hrs to 8 Hrs admission), irrespective of any category of ward
entitlement, Room Rent is ¥1500/-.
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