
(~~ 3iICl~lNi m-~ 3ifctRCffl ~WlTtt
Where necessary please attach additional sheets)

F~f~~!"&f(fqft Ufctq@ ~~E ~Ha~.,
~!:.I'LI~!'\...ILQ!i_EQnCL~~'U~G~~!MBUR~EMli:N't.9F~JmICALEXPENSES

(ai Iii~U1:IT dq~.~iONPATI~NT 'I1U~A~fF:.NT)

1, 3~/App1icants a) ';,l'Tli/Narne

b) 'i~rl1 /Designation

c) !JWT/~It /Division/Unit

d) itff;r~~sit ~/Pay in Pay Band .."{}./Rs.

e) m ~/Grade Pay - ~ .IRs.

~f'~ " . .2 . q 1'("(1 q q:; -31IC! I {ll <:j 'Gi1T ~ ~'l1J1'f'U <

Actual residential address & Tel lo.

j, <1) TPfr em ;:m:r/Name of the patient

b) ,31Tc)~Cfi'€l1~Tl:f -~tci~.r/Relatjonshipwith the applicant

4,H1T(T~v'fl~f1 ~~T~ ~CFT.-:nl{

( I1SS Card No. with Dispensary Name

) ~il(~rW{l~fl ~"1 em BN ~ ~ 'll"R epr CfiRUT
Reasons why CHSS facilities could not be availed of

(l, ~, 'QZ1T <-nT ~ ~ 3i ICfiW1Ch ~ Wffi em ~
Date, place of occurrence and time of commencement
of medical emergency

7 . ~;'TI 4 ~ *~ ~:f1Qf4Q, {j(~{i cr?r n:qIt ~Pl(:lT?

71K6Tmf6f:'~? (~Ltm~MTJ7TT, m~T~~)
Whether reported to CHSS within 4 days, if so to whom?
(If this was not done, please state the reasons)

?) ?,-j ~ffiTff ern;:m:r ~ ~ ~ Tfm

Name of Hospital from which treatment availed of

9. e:rf~3Wrr1r~ 3'liq'!I~{f~~ ,31fWITM ~

~Ff -H &fttft Tft t.m~ CfiT~ ~

1[' medicines etc. have been bought from a shop other
than approved shop, please state the reasons



10. ~llQ ~ q;r fa:q<OI/Details of expenses incurred

a) ~~!.T'1iR Stay charges

b) :{[(f£ifu?(;ij ~ Operation charges

: '{)./Rs.

. ~ (R·· s. ;;".!,~ .

c) ~ Investigations : (iJRs.

d) q<fl1~i Consultations : "fi .lRs.

e)~~~I~ Injections ;Q'./Rs,

:~./Rs.

g) ~-t >fGT{ X-ray charges : ~ .IRs.

h) TCRl 3lr'f.:rFl' Blood transfusion : (iJRB.

-ufu Amount

~~./Tota1 Rs.

~ '\t ...4. . ..:\.,
~Jq en flq~~ ~ 31fttolfi Cffi l'Ii1tuI451fiC::P4 f.1

A Certificate from the Hospital in support of the claim is enclosed.

~«9l&R"Signature:

fit!I'4Eh ChIMCf) ~ (!D~;q~~~H)
APO (CHSS)



(~H~Q~ w=Br~3(fii 3iiH1'1Cfi/Enclosure to U~S From -3

~"Urft~ 3TWf~/separate billfor each patient)

~- Ftr!PROFOR1\itA - ~~

a:tfYdl61 (fii'tfdT/Address of the Hospital:

~4rulq~/CERTIFICATE

~ ----

Certified that , ____________ was treated in

a medical emergency during the period from to for

__________________________ and the, clinical findings

-~--.---,-.---.---.------,

m fu'Et[{liflH fi:lfCf)('fll(~~ fI~<::m1tfl't?1-lqi:lH c); 3'ft'i:TR', t:ft ~ nfCfllH filWlMI fI~14m ~ ~ ~ m
'3~ Urft -$ ~ cnT tTrTh: 1:§Rffi/~ ~1WCITmR tIT~ m Im mu 'TRfR fq:;m -rmr ~ f"iCifHRgd t:

In our opinion but for the immediate medical aid given there would have been, on the basis of medical
and attendant considerations, a serious danger/hazard or deleterious consequence to the health of the above
patient. Our bill which has been paid isas follows:

~/Amount

~------,--*~~.~~
______ daysfrom _
to ,__" at Rs. per day

~.-------
Rs. _

1) q:,l ~ ~ lf4f>fl~1q:,l W!,Rn~ct~ ~. _
Nature of operation performed & rate Its. __ ,

~.IRs. _

2) ~~'qR
Anesthetists charges

<=tJRs. _

3) !.( I,"'41¢fJ1TT ~' .~'Z
Operation theatre charges

~.IRs. _

c) ~rT=I/!~y.'-:§t,igC:ttig}1.~'
(f~q~(J! ~ give details)



d) ~l{~<2ns~lt>atio_~..:.·
i)~~

Initial consultation

ii) &1j6tffl 'RfIffl ~/Nos.
Subsequent consultation ~JRs .. _

i) ~~Yik<i{~ <:f>T~ Cost of injectibles

ii) ~;:;;iCWH ~ CFT ~ Charges for administration

t) i.'\c{I~(:ti/Medicines

(fqcF{uj~ give details)

g) ~-t ~/X-Ray charges

i)

ii)

~qft~ No. of plates _. .. _

~~-t Cf?T>NR~. ~_

Charges for each X-Ray

f) "{CR1 3TJ"l:W1lBlood transfusion

!>lIi IMo ~ 'fflm ~ fFfr dq 46R1 fcwr -q: mm >Rm:FrmmIT :(nflwr ~ ~ f
.;;

Certified that no toiletry items form pan of the above bill.

filfq;r<426 *~
;wr, ~~~11li{i1 ~Cffr~~
Signature of the Medical Practitioner
Name, Qualifications with rubber stamp.

~fC!C{<ol ~~~1 m~~~~1
If details are not given, the Claim will be returned.

<J .lRs. _

~./Rs ", .._

~ .lRK _

~.IRs., _



\-B1~!RECE!FT- ..

-------- t~tq;iDate

:Nl ,1l1{f\'.nifimC;i~~fl'1"~ it 'F"" ~<J~i. (,,'lir ---------------
,,,,,,\ ;"f,inmil, 'lTli3! ii';;:;, ~, ~ - 400 085 <1UT'0. ?;; I

f\ecelv8cl from Accounts Officer, BARC, Trornbay, Mumbai - 400 085 a sum of

\r\i_J~"'C~, . . . ) towards cost of

medicines/Cl+SS 8i1ls due to me.

<)qi Cftl'lrq / Name of Bank

7lK<fi (f>1em] !Branch Adaress _

ililT! '-!<T<11 ~ / S.B, Nc. No. .

;>ir~"u'\rmfl <hTIxf&'lT llFSC Code No.

7Jl11 ! Name:

':if,~<:['1j".5,000/- <l ;Mfu<r; Gi1 '(:1 (11 '[i1.T<n ".1/- Qi] '{[\iH« ~Qic <'flTf'i I
Please affix Revenue stamp of RS.1/- jf the claim exceeds Rs,5,OOO/-.

-------------------

11r'J -111-~ 'Q11r'J it ~ '$ ~! Part-III- For use in Accounts Division

'(i, '$ ~ ~ x;0,~Jd -c;<i l:llful! Admitted and passed for payment of Rs.

~~Bm~/A.A.O.



CHECK LIST FOR LES 1 & LES 3 CLAIMS

1. Outpatient fill LES1 & lA form for OPD treatmentyput 'X' whichever
is applicable

2. Inpatient fill LES3 & 3A for inpatient treatment.

3. Reported the case to dispensary within 4 days of its occurance. YESINO

3a. If No, details thereof for delay.

4. Submission of form within one month from the day of discharge.
YESINO

4a. If No, details thereof for delay.

6. Reasons furnished for availing OPD/ln-patient treatment exceeding
7 days/iS days alongwith claim, (if applicable).

I
YESINO

I
YESINO

I YESINO

YESINO

YESINO

5. Signature of the employee/retd. empl./spouse of deceased empl.
in the LESi/LES 3 form.

Sa. Signature of private Doctor with Name, Regn No., Qualification, and
Rubber stamp on form iA / form 3A obtained.

5b. Clinical findings mentioned on the form lA/form 3A.

5c. Bank details furnished with Revenue Stamp (for claim above ~ 5000/-)
for the retired employee.

7. Xerox copy of CHSScard (both sides) of Parents/Children
above 18 yrs/Retd. empl./beneficiaries of deceased em pI. YESINO

8. Whether followup treatment has been taken from BARCHospital.
YESINO

9. Enclosure viz. '(a) Original Hospital Bill (b) Prescription of purchase of medicine
(c) Original cash memos with signature and stamp (d) Details of pathology tests
(e) Breakup of disposables, if any (f) Breakup of consumables, if any
(g) Discharge Summary (Xerox copy) (h) Clinical notes from the Hospital where the

patient was admitted (i) Reports of MRI/CT Scan if any.
(Any test or items/procedure performed which is not included in the form may please be

mentioned before the calculation of the expenses).

NOTE:

1. If the inpatient treatment is taken outside Greater Mumbai, (only in case of emergency) by
the retired employee. The claim, may please be preferred in MED 97 A under CSMA Rules
1944 and send to Accounts Section of the Unit concerned. Emergency Certificate from the
Hospital should be obtained and enclosed with the form.

2. Retired employees are not eligible for OPD treatment outside Greater Mumbai.

3. The claim will not be entertained if the qualification of doctor is BAMS/BHMS, which is
not recognized under Indian Medical Council.

4. Total amount of the claim should be clearly mentioned in the appropriate column, all
supporting bills mentioned as above should be enclosed.

Forms are available on BTS/BARCWebsite www.barc.gov.in


