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CLAlr':'J FOR JU-:Il\lBURSEMENT OF M~DDI!':A.I'EXJ~l~l\SE~
(tint;] itrTI -~ ~ ij' 'R' 3Cjem: 1 Treatment as an outpatient)

l > 3Tri1~cf, "fiT 'Applicant's Cf)/a) :;:rrT1 IName

13/b) ~rr:r /Designation

, f

'TIc) U'U,T'T/Division ~fir~ /Uni1

Wd) (',n111RilFPT IPre50l1t pay

'tT/c) WT,~~ /Comp, Code No. :

'5/1) Ch~:.nTI<i1§:ff /Employee No.

'(I'm /Residential address

"4fU ;'.,ame ofthe patient

(tJib) ~ril~iT ~ W..:r~::r /Rclationship with the claimant

5, ':fJ\Te~r .jT!1T'~IL[t F.rr~J.:r~:mj1t~l~;:rl'flfurt-.rr;:rit Cfif~'. ~
:;i B ~ c::nr CfiRUT ~ / Please state why you could

iHI\ avail ofCHSS facilities
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;,) iC{lc{'ilGf .j{ Iq 1(1Cf) Ifl CPt ~ CfiT ~ ~ c=m.:mI

Date and place of occurrence of medical
emergency
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::r~H;Jfq(n[t) Whether reponed to CHSS within
1 days, if so. 10 whom (if this was not done,
pleusc stare lilt reasons)
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0.anlC, qualification and address of the
doctor from whom treatment availed of
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-g-7mT m 'IT- Yf-crR ~ ct-i (fRJ@ ~rfI11:
PkJSI.: state; the date on which treatment
was taken at home,

:it /From: ?fCfi !to: _

1l. ~31iLill<fl 3WCf l~..jif.m ~if,- 3TfiTCiT <IT,,{ fCfl {fl 3~1-t{'tf~17:l ~, fll

.~{<3nqftT1r -At if ill~T '3~ m&1'~~ it ChKDT ~nt
l f rued icines have been brought from a
L1 chein 1St other than an 'approved shop',
i,lease D,iH: bnefreasons.
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13. ~ 1"f'Q" ~ CFiT ~ fOetai Is of expenses incurred
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a) Consultation (including professional:

Service charges)

~
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i) Urft iB \~611fl 0>-TFf tIT (f~Frl2.)
At home of the patient (visits)

ii) ~f~Cf) Lf{ / At the clinic

(Sf /b) ~'rhf~H):fqf{ /rnjcclion charges

:rr Ie) 'fiJlCf~t::j q:;j ~ least of injections:

cr Id) ~ mr qT lrt ,'3~ ¢-~

Medicines, etc. supplied by Doctor:

Rs.

Rs.

Rs.

'Cf / e) 3~a -lCiJll('il ~ (iHI~1~ ~ (~n in:IT
en cl('"l ~ ,slife::{ "[RT it ):1~ l~fl,qI 0ln!,)
Medicines purchased from Chemists:
shops (cash memos to be counter-
signed by the private doctor only)

Rs.

{). ---_ _ _------_ .

Number of Xvrays taken
~·~-tCfiT~

charges for each X-ray.

Total charges for X-rays

'0l/g) ~ q~i!~ (c:tcnr)
Dressing/Suturing charges

0.
Rs.

$1) ft~I\'1I'511~ em ~
h) Number of pathology tests

qf(1 ~;{ I charges for each test

~>1'liR
Total charges Rs.

'If Ii) 3M '!J.'IiR' /Othcr charges 0". IRs.

Rs. ~ _

f.@m ISignature

~!Datc ---_._---------
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~ mf in RY1Q ~ f>ikl i Separate bill for each patient)
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'tfffi !Address:
'vurnc and qualifications of the doctor

~~/CERTIFICATE

ftYfQ,3q'q!{ Y8Fi;r..:rr 1TL,1"T I .~ ,"i'fi"'q in ¢l~R 0-iif

.n ~ if, ~ P;Jq;ffiEhl<01 1fq' f"cFcr4R qf\~fd~l if qR f~rCtH:~·ril?~

,. ,- '.

',Fr; ,:.••" :.-~-rr("11~9"'1f. !

ecru fled was treated in a medical

emergency during the period frOIn _ to.. for

and the clinical findings are

In my opinion but for the immediate

mvdical aid given there would have been, on the basis of medical and attendant considerations, a

~C:H)US danger.hazard or severe or deleterious consequence to the health of the above patient

, lhc horne visits were necessary in view of the severity of the ailment, which require the patient to

he confined at hOIne.My bill, which has been paid, is as follows:

~ IBill m't!f IArnount

r. r ". " -..... r-. ~,
«T~ (,H-i+-i ~lcl-tl!FFh (TClT~ ~ll!li~~)

Consultation (including professional
~..:rvice charges)

;:;;;'a) TrTTr -$ f.::rqH1"{~FT "(H"(fuW)
At horne of the patient (visits):

31!Slld ~ -uRrr
Nos Date Alnount

$1f::i':h TR" / At the clinic

3{'rr:rrT h~[iErn~. ~ ::r~f.,tlWh'i 3{llify.~ ~ ~

Names of medicines bought from Chemist's shop/prescribed
«~r (l1TZ 3T~m -it Y~cll Please write clearly)

qfZ4101 /Q~~~g..!~r "Um /Amount

<l} ,.. _ ______ ~./Rs. _

il) _ ~'/Rs.

c) .. __________________ .. ._.. {i"./Rs. _

el)

c) _._ ..._---- ---- ____ ~./Rs. _

* ~?-aIrI;J77; S!h ..jVe ('lIlt ·iFin~lJ''\nljcqhl,:)



3 f:"~fd:;r-J~I:i? !i tiT ~ 3nrrrJW I ~ I ~ !<t ~ (~ Mf!>! ·31~..-f ri Ir'1J~) ames l!'
mcdicmcs-tablctsrpowoers/rnixtures dispensed at the Medical Centre (Please \', rue
clearly)

__________ Tl.lRs. _
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t>.IR~, _

4. tit("".r~r;:r~ "&i~ll(<pTtn "ftl·rz ~:\ianT.:rf~@) i Detai Is of injections (Please write clearly)
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No, of
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Cost or

TIle

1.3 'b)
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~'i~l( Charges for

adrnrnistcnng injection
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,~-., ~. -- -- .-

Fr d)

';1 e)

5. ,3=[~ -m: I Other items:

6. ~ -rn::r Q,r.fH-t <if tiJ.!:~~!

No. of Xvrays taken
TJfu ~ -t :;jqn:-
Charges for each X-ray _

1 "rH iTo1al (iJRs. _
)

~ ~ zrcpr (fZiT~I{'1 Jl].~)

Dres: uig/sutunng charges

-1 i'; 'H Ch Ji i..-..l t:hnT134T

No. of pathology te ts r ~ .Total x. Rs. _
.-'

;.;t"'!~<'h v:rM IJ'.:nT

Charges for each lest

'IT,:::q ~m /Other charges ~.I Rs. _
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Certified that no tonics as such food or toiletry items form part of the above bill.
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Rec ivcd payment

m1&1'{ (~iF. r-r-1T()

Signature (for the bill), _
lc."ii<ti iDate: _

Signature (for payment)

~!Date
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-------- 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


