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. TeEUd BIH-3/LES FORM-3

(P91 BT HTEYEE Bl ol SRS IS T
‘Where necessary please attach additional sheets)

Fafarear =g =5t ufaafa % <&t g smags
APPLICATION FOR CLAIMING REIMBURSEMENT OF MEDICAL EXPENSES
(3te T 3U= / INPATIENT TREATMENT)

e/ Applicants a) rH/Name
b) 9gA1 /Designation
¢) THIT/ZHTS /Division/Unit
d) &¢ &g § Ja-/Pay in Pay Band - 5./Rs.

¢) Ug ad/Grade Pay - %./Rs.

AT AT YT Ud R E.
Actual residential address & Tel. No.

a) T & AT/ Name of the patient

b) zrees & g1y Haw/Relationship with the applicant

HUHUEUE F1E TR UE SN A
CHSS Card No. with Dispensary Name

HITHTHTH GIAET 1 T Fa1 o 9 H1 BHROT
Reasons why CHSS facilities could not be availed of

[T, HEHT 1 T U SRS GHhe Y[EaH % Uod
Date, place of occurrence and time of commencement
of medical emergency

=01 4 T2 o 3y Wivauguy w5t ae Bear mar?

a7 & At fope? (afs o =& femar man, |t Fuar HRoT §an)
Whether reported to CHSS within 4 days, if so to whom?
(11 this was not done, please state the reasons)

HAETAA 1 A1 HEH IUFR HI-T 747
Name of Hospital from which treatment availed of

it simiy TeaTs STEifad g & e fhat o

M | UL TS &, At HET HRoT S
I medicines etc. have been bought from a shop other
than approved shop, please state the reasons




10. ?@w’Q T &g =7 f&raroT /Details of expenses incurred

T Amount
a) TJELH T UYR Stay charges - %./Rs.
b) YreafEHaT THR Operation charges - 5./Rs.
c) ¥ Investigations . 5./Rs.
d) ¥ Consultations : 5./Rs.
e) T Injections . 6./Rs,
f) garEal Medicines : &./Rs.
g) TFY-{ TR X-ray charges 1 %./Rs.
h) TR 38 Blood transfusion - 5./Rs.
HeT 6./Total Rs.
T o GHUF | ST W1 WHIOIH Gorr §
A Certificate from the Hospital in support of the claim is enclosed.
LAY Signature :
1% Date
e ah/Encl :
e I s (Fuguygey)

APO (CHSS)




(UETSTH WT3-3 1 3T{e=/Enclosure to LES From -3
Vs M & 37T fee/separate bill for each patient)

quH- 3-TU/PROFORMA - 3A

AT T 9cl/Address of the Hospital:

THIoTE/CERTIFICATE

TIfoTe foa st & o6 ___wf
& % HI I7a F IR % fore Faferedta
TR % HIUT ITHR T var i fafeeda qiony s usR &

Certified that was treated in

a medical emergency during the period from to for

and the clinical findings

Fn famm e fafhad v wead! 9re-fEER & emER W afg awre il weraen @ & s

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 is as follows:

¥/ Amount
a) A FT UNR/Stay charges:
fe=iep ksl
drfead_ Ffews. ufaie 5.
days from
to at Rs. per day Rs.

b) W U4/ Operation charges:

1) I TS YAtk it UHid ud 5T T, %./Rs.

Nature of operation performed & rate Rs.______

2) TAEIEE yuR &./Rs.

Anesthetists charges

3) YICATHYT R WU %./Rs.

Operation theatre charges

¢) Sir=/Investigations

(faeruT 3 give details)




d) REY/Consultations:

i) 3 st %./Rs. % ./Rs.
“Initial consultation
i) ST TR HE=/Nos. % ./Rs.
Subsequent consultation T./Rs.
¢) T199/Injections
i) $SifFzae 1 g Cost of injectibles T./Rs.
ii) §YERT TR T ¥[o Charges for administration F./Rs.

f) A/ Medicines
(a1 € give details)

g) THH-1 T9R/X-Ray charges

i) w2t @t & No. of plates

i) UE T HIUER S, %./Rs.
Charges for each X-Ray Rs. -

f) & 3maE/Blood transfusion 5./Rs.

e &./Total Rs.

vreTfore T e & o S foer o g off s e enfher E R

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

fafpeas & seamr

Signature of the Medical Practitioner
Name, Qualifications with rubber stamp.

e faror =8 fevw sdw, at gren witer R s

If details are not given, the Claim will be returned.



I/ CHES No rate/Date
gl FaaTy fa B gen 3y v, (w0 3

sy s, ares ¥E, g, HEd - 400 085 9 wrw g9

}towards cost of

medicines/CHSS Bills due to me.

Fu w /) Name of Bank

gy w1 et/ Branch Address

iy wral e/ S8, Ade. No.

srsvwuw! e Wen / IFSC Code No.

Taw / Signature

T/ Name .

4ie grar %.5,000/- 9 oiftres &1 81 & gadr $.1/- & rRd fewe g /
iease affix Revenue stamp of Rs. 1/~ if the claim exceeds Rs.5,000/-

iy -Hi- g w8 s & B/ Part-ii- For use in Accounts Division

B & AT ¥y Wiga vd wiid / Admitted and passed for payment of Rs.

wifom weaw [ DA RBETUS AWHR / AA, wETaw o Ffwd / A A O,



CHECK LIST FOR LES 1 & LES 3 CLAIMS

1. Outpatient fill LES 1 & 1A form for OPD treatment. | Put X’ whichever
is applicable

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

3. Reported the case to dispensary within 4 days of its occurance. YES/NO

~

3a. If No, details thereof for delay.

4. Submission of form within one month from the day of discharge. YES/NO
4a. If No, details thereof for delay.
5. Signature of the employee/retd. empl./spouse of deceased empl. YES/NO
in the LES 1/LES 3 form. '
5a. Signature of private Doctor with Name, Regn No., Qualification, and YES/NO
Rubber stamp on form 1A /form 3A obtained.
5b. Clinical findings mentioned on the form IA/form 3A. YES/NO
5c. Bank details furnished with Revenue Stamp (for claim above ¥ 5000/-) YES/NO
for the retired employee.
6. Reasons furnished for availing OPD/In-patient treatment exceeding YES/NO
7 days/15 days alongwith claim, (if applicable).
7. Xerox copy of CHSS card (both sides) of Parents/Children YES/NO
above 18 yrs/Retd. empl./beneficiaries of deceased empl.
8. Whether followup treatment has been taken from BARC Hospital.
P g YES/NO

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/BARC Website www.barc.gov.in



