[bookmark: _GoBack]FORM-MRC (S)
(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)
1. (a) Name of the Principal CGHS Card Holder		:  NIKETA VINODCHANDRA VASAVA
    (b) Designation					:  POSTAL  ASSISTANT
    (c) Basic Pay/Pay Level				:  28700
    (d)CGHS Ben ID No					:   8033759
    (e)Employee Code No				:                   10262364
    (f)Ward Entitlement – Pvt./Semi-Pvt./General	:
    (g)Full Address					:   30 JANAKPURI SOCIETY, OPP VIDYA VIHAR 
                                                                                                            SCHOOL SUBHANPURA VADODARA
    (h)Mobile telephone No. and e-mail address, if any  	:   9725027017
2. (a) Patient's Name					:  NIKETA VINODCHANDRA VASAVA
    (b) Patient's CGHS Ben ID No.				:  8033759
    (c) Relationship with the Principal CGHS card holder	:  SELF
 
3. Name & address of the hospital /diagnostic center/
    Imaging center where treatment is taken or tests done:  

4. Whether the hospital/diagnostic/imaging center
    empanelled under CGHS				:	YES		Yes/No

5. Treatment for which reimbursement claimed
    (a) OPD Treatment/Test & investigations		: TEST & INVESTIGATIONS
    (b) Indoor Treatment					:

6. Whether treatment was taken in emergency		:	 NO		Yes/No

7. Whether prior permission was taken for the treatment:	YES		Yes/No

8. Whether subscribing to any heath/medical insurance	:	NO		Yes/No
    scheme, If yes, amount claimed received

9. Details of Medical Advance taken, if any		:

10. Total amount claimed 
    (a) OPD Treatment					:
    (b) Indoor Treatment 					:
    (c) Test/Investigation					: 2975Rs

11. Name of the Bank:…………………………………………………	 SB A/c No:………………………………………………
       Branch MICR Code:………………………………………………..	IFSC Code:………………………………………………
DECLARATION
I 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. I am a CGHS beneficiary and the CGHS card was valid at the time of treatment I agree for the reimbursement as is admissible under the rules.

Date:.............…………..

Place:.............………….					Signature of the Principal CGHS card holder
















     



FORM-MRC (S)
(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)
1. (a) Name of the Principal CGHS Card Holder		:   
    (b) Designation					:   
    (c) Basic Pay/Pay Level				:    
    (d)CGHS Ben ID No					:   8033838 
    (e)Employee Code No				               :   10289238
    (f)Ward Entitlement – Pvt./Semi-Pvt./General	:
    (g)Full Address					:   Vill. Kadachhala Tal Desar  Dist Vadodara
	127 JAYNARAYAN KUNJ   SOC
                                                                                                           OPP SWAMINARAYAN MANDIR                  
                                                                                                           CHHANI 391740
                        h)Mobile telephone No. and e-mail address, if any  	:  9974192319
2. (a) Patient's Name					:  Vipulkumar B Barot
    (b) Patient's CGHS Ben ID No.				:  8033839
    (c) Relationship with the Principal CGHS card holder	:   Brother

3. Name & address of the hospital /diagnostic center/
    Imaging center where treatment is taken or tests done:   Satyam Hospital
                                                                                                          Ramakaka Road , Chhani ,vadodara,Gujarat
                                                                                                           391740              
4. Whether the hospital/diagnostic/imaging center
    empanelled under CGHS				:			Yes/No

5. Treatment for which reimbursement claimed
    (a) OPD Treatment/Test & investigations		:  OPD
    (b) Indoor Treatment					:

6. Whether treatment was taken in emergency		:			Yes/No

7. Whether prior permission was taken for the treatment:			Yes/No

8. Whether subscribing to any heath/medical insurance	:			Yes/No
    scheme, If yes, amount claimed received

9. Details of Medical Advance taken, if any		:  NIL
10. Total amount claimed 
    (a) OPD Treatment					:
    (b) Indoor Treatment 					:
    (c) Test/Investigation					:
11. Name of the Bank:…………………………………………………	 SB A/c No:………………………………………………
       Branch MICR Code:………………………………………………..	IFSC Code:………………………………………………
DECLARATION
I 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. I am a CGHS beneficiary and the CGHS card was valid at the time of treatment I agree for the reimbursement as is admissible under the rules.

Date:.............…………..

Place:.............………….					Signature of the Principal CGHS card holder










FORM-MRC (S)
(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)
1. (a) Name of the Principal CGHS Card Holder		:  HARESHKUMAR  VASUDEVBHAI PRAJAPATI
    (b) Designation					:  POSTAL  ASSISTANT
    (c) Basic Pay/Pay Level				:  27900
    (d)CGHS Ben ID No					:   7727052
    (e)Employee Code No				               :  10271395
    (f)Ward Entitlement – Pvt./Semi-Pvt./General	:
    (g)Full Address					:  B-5 DADA SHYAM SOCIETY-2 NEAR PARVATI     
                                                                                                       NAGAR HARNI ROAD VADODARA GUJ-390022

    (h)Mobile telephone No. and e-mail address, if any  	:  9998444071
2. (a) Patient's Name					: HARESHKUMAR  VASUDEVBHAI PRAJAPATI 
    (b) Patient's CGHS Ben ID No.				:  7727052
    (c) Relationship with the Principal CGHS card holder	:  SELF
 
3. Name & address of the hospital /diagnostic center/
    Imaging center where treatment is taken or tests done:  VRAJ DENTAL CLINICS PVT LTD.VADODARA

4. Whether the hospital/diagnostic/imaging center
    empanelled under CGHS				:	YES		Yes/No

5. Treatment for which reimbursement claimed
    (a) OPD Treatment/Test & investigations		: TEST & INVESTIGATIONS
    (b) Indoor Treatment					:

6. Whether treatment was taken in emergency		:	 NO		Yes/No

7. Whether prior permission was taken for the treatment:	YES		Yes/No

8. Whether subscribing to any heath/medical insurance	:	NO		Yes/No
    scheme, If yes, amount claimed received

9. Details of Medical Advance taken, if any		:

10. Total amount claimed 
    (a) OPD Treatment					:
    (b) Indoor Treatment 					:
    (c) Test/Investigation					: 350 Rs

11. Name of the Bank:…………………………………………………	 SB A/c No:………………………………………………
       Branch MICR Code:………………………………………………..	IFSC Code:………………………………………………
DECLARATION
I 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. I am a CGHS beneficiary and the CGHS card was valid at the time of treatment I agree for the reimbursement as is admissible under the rules.

Date:..12.10.2023.

Place:.............………….					Signature of the Principal CGHS card holder
















FORM-MRC (S)
(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)
1. (a) Name of the Principal CGHS Card Holder		:  PAREKH JIGNESHKUMAR
    (b) Designation					:  POSTAL  ASSISTANT  FATEGANJ HO
    (c) Basic Pay/Pay Level				:  27900
    (d)CGHS Ben ID No					:   7067788
    (e)Employee Code No				               :  10271416
    (f)Ward Entitlement – Pvt./Semi-Pvt./General	:
    (g)Full Address					:  G-201 ARYA ELIGHT , B/H VELANI   
                                                                                                        ATLADRA-390012
                                                                                                       
    (h)Mobile telephone No. and e-mail address, if any  	:  9725384746
2. (a) Patient's Name					: PAREKH JIGNESHKUMAR

    (b) Patient's CGHS Ben ID No.				: 7067788
    (c) Relationship with the Principal CGHS card holder	:  SELF
 
3. Name & address of the hospital /diagnostic center/
    Imaging center where treatment is taken or tests done:  SAVITA SUPERSPECIALITY
                                                                                                         HOSPITAL.VADODARA
4. Whether the hospital/diagnostic/imaging center
    empanelled under CGHS				:YES		Yes/No

5. Treatment for which reimbursement claimed
    (a) OPD Treatment/Test & investigations		: TEST & INVESTIGATIONS
    (b) Indoor Treatment					:

6. Whether treatment was taken in emergency		:	 NO		Yes/No

7. Whether prior permission was taken for the treatment:	YES		Yes/No

8. Whether subscribing to any heath/medical insurance	:	NO		Yes/No
    scheme, If yes, amount claimed received

9. Details of Medical Advance taken, if any		:  NA

10. Total amount claimed                                                        :    1900/-
    (a) OPD Treatment					:    
    (b) Indoor Treatment 					:            
    (c) Test/Investigation					:      

11. Name of the Bank:…POSB …………	                                SB A/c No:
       Branch MICR Code:………………………………………………..	IFSC Code:………………………………………………
DECLARATION
I 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. I am a CGHS beneficiary and the CGHS card was valid at the time of treatment I agree for the reimbursement as is admissible under the rules.

Date:..12.10.2023.

Place:....FATEGANJ.					Signature of the Principal CGHS card holder













FORM-MRC (S)
(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)
1. (a) Name of the Principal CGHS Card Holder		:  
    (b) Designation					
    (c) Basic Pay/Pay Level				:  
    (d)CGHS Ben ID No					:   
    (e)Employee Code No				               :  
    (f)Ward Entitlement – Pvt./Semi-Pvt./General	:
    (g)Full Address					:  
                                                                                                       
    (h)Mobile telephone No. and e-mail address, if any  	:  
2. (a) Patient's Name					:  
    (b) Patient's CGHS Ben ID No.				: 
    (c) Relationship with the Principal CGHS card holder	:  
3. Name & address of the hospital /diagnostic center/
    Imaging center where treatment is taken or tests done: 
                                                                                                        
4. Whether the hospital/diagnostic/imaging center
    empanelled under CGHS				:	YES		Yes/No
5. Treatment for which reimbursement claimed
    (a) OPD Treatment/Test & investigations		: TEST & INVESTIGATIONS
    (b) Indoor Treatment					:
6. Whether treatment was taken in emergency		:	 NO		Yes/No
7. Whether prior permission was taken for the treatment:	YES		Yes/No
8. Whether subscribing to any heath/medical insurance	:	NO		Yes/No
    scheme, If yes, amount claimed received
9. Details of Medical Advance taken, if any		:
10. Total amount claimed 
    (a) OPD Treatment					:
    (b) Indoor Treatment 					:
    (c) Test/Investigation					: 

11. Name of the Bank:…………………………………………………	 SB A/c No:………………………………………………
       Branch MICR Code:………………………………………………..	IFSC Code:………………………………………………
DECLARATION
I 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. I am a CGHS beneficiary and the CGHS card was valid at the time of treatment I agree for the reimbursement as is admissible under the rules.

Date:.. 

Place:.............………….					Signature of the Principal CGHS card holder





















FORM-MRC (S)
(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)
1. (a) Name of the Principal CGHS Card Holder		:  HARESHKUMAR  VASUDEVBHAI PRAJAPATI
    (b) Designation					:  POSTAL  ASSISTANT
    (c) Basic Pay/Pay Level				:  27900
    (d)CGHS Ben ID No					:   7727052
    (e)Employee Code No				               :  10271395
    (f)Ward Entitlement – Pvt./Semi-Pvt./General	:
    (g)Full Address					:  B-6 DADA SHYAM SOCIETY-2 NEAR PARVATI     
                                                                                                       NAGAR HARNI ROAD VADODARA GUJ-390022
    (h)Mobile telephone No. and e-mail address, if any  	:  9998444071
2. (a) Patient's Name					:  HARESHKUMAR  VASUDEVBHAI PRAJAPATI
    (b) Patient's CGHS Ben ID No.				:  7727052
    (c) Relationship with the Principal CGHS card holder	:  SELF
3. Name & address of the hospital /diagnostic center/
    Imaging center where treatment is taken or tests done:  VIROC SUPER SPECIALITY ORTHOPEDIC                
                                                                                                          HOSPITAL VADODARA-390018
4. Whether the hospital/diagnostic/imaging center
    empanelled under CGHS				:	YES		Yes/No
5. Treatment for which reimbursement claimed
    (a) OPD Treatment/Test & investigations		: TEST & INVESTIGATIONS
    (b) Indoor Treatment					:
6. Whether treatment was taken in emergency		:	 NO		Yes/No
7. Whether prior permission was taken for the treatment:	YES		Yes/No
8. Whether subscribing to any heath/medical insurance	:	NO		Yes/No
    scheme, If yes, amount claimed received
9. Details of Medical Advance taken, if any		:
10. Total amount claimed 
    (a) OPD Treatment					:
    (b) Indoor Treatment 					:
    (c) Test/Investigation					: 700/ Rs

11. Name of the Bank:…………………………………………………	 SB A/c No:………………………………………………
       Branch MICR Code:………………………………………………..	IFSC Code:………………………………………………
DECLARATION
I 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. I am a CGHS beneficiary and the CGHS card was valid at the time of treatment I agree for the reimbursement as is admissible under the rules.

Date:..15.02.2024.

Place:..FATEGANJ.VADODARA				Signature of the Principal CGHS card holder
























FORM-MRC (S)
(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)
1. (a) Name of the Principal CGHS Card Holder		:  INDRASINH RATANSINH RATHVA
    (b) Designation					:  POSTAL ASSISTANT
    (c) Basic Pay/Pay Level				:  28700
    (d)CGHS Ben ID No					:  8417427
    (e)Employee Code No				               :  10271417
    (f)Ward Entitlement – Pvt./Semi-Pvt./General	:
    (g)Full Address					:    C-101 TAKSH ANGAN SOCIETY AJWA ROAD    
                                                                                                         VADODARA-390019              
    (h)Mobile telephone No. and e-mail address, if any  	: 9714873803
2. (a) Patient's Name					: SELF 
    (b) Patient's CGHS Ben ID No.				:  8417427
    (c) Relationship with the Principal CGHS card holder	: 
 
3. Name & address of the hospital /diagnostic center/
    Imaging center where treatment is taken or tests done:  VRAJ DENTAL CHARITY CENTRE VADODARA    
                                                                                                          
4. Whether the hospital/diagnostic/imaging center
    empanelled under CGHS				:	YES		Yes/No

5. Treatment for which reimbursement claimed
    (a) OPD Treatment/Test & investigations		: TEST & INVESTIGATIONS
    (b) Indoor Treatment					:

6. Whether treatment was taken in emergency		:	 NO		Yes/No

7. Whether prior permission was taken for the treatment:	YES		Yes/No

8. Whether subscribing to any heath/medical insurance	:	NO		Yes/No
    scheme, If yes, amount claimed received

9. Details of Medical Advance taken, if any		:

10. Total amount claimed 
    (a) OPD Treatment					:
    (b) Indoor Treatment 					:
    (c) Test/Investigation					: 4560/ Rs

11. Name of the Bank:…………………………………………………	 SB A/c No:………………………………………………
       Branch MICR Code:………………………………………………..	IFSC Code:………………………………………………
DECLARATION
I 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. I am a CGHS beneficiary and the CGHS card was valid at the time of treatment I agree for the reimbursement as is admissible under the rules.

Date:..29.01.2025.

Place:.VADODARA				Signature of the Principal CGHS card holder
















(For serving employees)
CENTRAL GOVERNMENT HEALTH SCHEME
MEDICAL REIMBURSEMENT CLAIM FORM
(To be filled up by the Principal Card holder in BLOCK LETTERS)
1. (a) Name of the Principal CGHS Card Holder		:  HARESHKUMAR  VASUDEVBHAI PRAJAPATI
    (b) Designation					:  POSTAL  ASSISTANT
    (c) Basic Pay/Pay Level				:  29600
    (d)CGHS Ben ID No					:   7727052
    (e)Employee Code No				               :  10271395
    (f)Ward Entitlement – Pvt./Semi-Pvt./General	:
    (g)Full Address					:  B-6 DADA SHYAM SOCIETY-2 NEAR PARVATI     
                                                                                                       NAGAR HARNI ROAD VADODARA GUJ-390022
    (h)Mobile telephone No. and e-mail address, if any  	:  9998444071
2. (a) Patient's Name					:  PREKSHABEN H PRAJAPATI
    (b) Patient's CGHS Ben ID No.				:  7727054
    (c) Relationship with the Principal CGHS cardholder	:  SPOUSE
3. Name & address of the hospital /diagnostic center/
    Imaging center where treatment is taken or tests done:  PARAMOUNT DAIGNOSTIC &RESEARCH                 
                                                                                                          CENTRE VADODARA-390007
4. Whether the hospital/diagnostic/imaging center
    Empanelled under CGHS				:	YES		Yes/No
5. Treatment for which reimbursement claimed
    (a) OPD Treatment/Test & investigations		: TEST & INVESTIGATIONS
    (b) Indoor Treatment					:
6. Whether treatment was taken in emergency		:	 NO		Yes/No
7. Whether prior permission was taken for the treatment:	YES		Yes/No
8. Whether subscribing to any heath/medical insurance	:	NO		Yes/No
    scheme, if yes, amount claimed received
9. Details of Medical Advance taken, if any		:
10. Total amount claimed 
    (a) OPD Treatment					:
    (b) Indoor Treatment 					:
    (c) Test/Investigation					: 1860/ Rs

11. Name of the Bank:…………………………………………………	 SB A/c No:………………………………………………
       Branch MICR Code:………………………………………………..	IFSC Code:………………………………………………
DECLARATION
I 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. I am a CGHS beneficiary and the CGHS card was valid at the time of treatment I agree for the reimbursement as is admissible under the rules.

Date:..07.03.2025

Place:..FATEGANJ.VADODARA				Signature of the Principal CGHS cardholder




