TEEUH BH-1 /LES FORM-1
|G 1/%¥ast, 06/REV.1/FEB.06

_ T
W B U g e I

ST el W aRY, WTET STEVaE B SR H Sfdiad Y Herd W )

laim for each patient: where necessary please attach additional sheet)

PG DE TLied 1h DY Ine a;.);.;l;(.dli? Separate C

Ferfeere et @ g & e
CLAIM FOR REIMBURSEMENT OF MEDICAL EXPENSES
(ier Tt & B H 9T 3TGR / Treatment as an outpatient)

FTTEE T /Applicants  F/a) TH /Name
@/b) TEHM /Designation
T/e) WHETT /Division T2 /Unit
/d) S Ee /Present pay

H/e) di1. e G /Comp. Code No.

&)

/) HERT HEAT /Employee No.

ST 9T /Residential address

[RR/ay TPTERT ETE /Name of the patient

(w/b) =GETC % ™ HEH /Relationship with the claimant

Sy e by 5 ¥ { L
YR SR HEU gisTH] 618 9841 /CHSS Card No.

T SeET Feres Herd gisH1 gfadret @ ey
T o T %1 HRUT FAT / Please state why you could

not avail of CHSS facilities

5PN s % . *
0. TafwcdE ST S geAT 6 W U ariE
Date and place of occurrence of medical
eMmergency

7 T STV e e AT w4 7 % o) ghad
TRy T 7 At B dl T (s e el T T o e
TEIOT 1) Whether reported to CHSS within
4 days, if so, to whom (if this was not done,
please state the reasons)

N, EIEI AT, QST UE var ey STER S T

Name, qualification and address of the
doctor from whom treatment availed of

0. FHTETET 9 IYER ¢ F aRE §ar
Please state the date on which treatiment
was taken at home.

. T . Las g % - I . .
COL 3UEIT SRT STETY /Period of treatment C ¥ /From:_ <k /to: 4

f 1 7 b &

1 CaTEiTEE STy TehaT & STlreT It TR attey-fershar
T st i 81 o HUAT ST i WY T SR gard
If medicines have been brought from a
a chemist other than an ‘approved shop’,
please give brief reasous.

12 AT SUER 9% § AT W w5y T off e wer
&1 A1 ST ST HIAT USTSUy WU 3% T /If followed

by in-patient treatment please give details of claim

P DT - T . - B O - S




13. %ﬁgﬂ'@@'ﬂ EakIEy /Details of expenses incurred

F) YT (3UH A e yaR e 7)  Hew o e

AT WIH-1 /LS POURNM-]

e /e, 06/REV. UFET

a)  Consultation (including professional : Nos Amount
Service charges)
i) T fam e W ()
At home of the patient (visits)
i) & 9/ At the clinic
@ /b) I YA /Injection charges Rs.
T /c) S T HE /Cost of injections - Rs.
7 /d) TR gRI A TE statar anfe
Medicines, etc. supplied by Doctor : Rs.
7 /e) afre-fashar @ @R mg wiiat (S At
el UTEEE SEeX §RT &1 ATesenaiiT fopar =)
Medicines purchased from Chemists: Rs.
shops (cash memos to be counter-
signed by the private doctor only)
) TS usH-Y @ e TERI-T T FHA TR 5.
) Number of X-rays taken Total charges for X-rays Rs.
Teeh U= &1 U
charges for each X-ray.
W /g) WREH Ug /IR (2E) 5.
Dressing/Suturing charges Rs.
) AT S e FT IR 3.
h)y  Number of pathology tests : Total charges Rs.
Ui 779 2T / charges for each test
T /1) 3T WU /Other charges T. /Rs.
Rs.

£ ~p o . .
AT T UEAT /Number of enclosures:
T ~ » o .
(TFIAT TY 971 WU =BT WA %</ Please use pin or staples)

BRI /Signature

E\?i 7% / Date

HETH /To:
et e ATt /e, s [ (Hiveugua)
APOIAQ-II (CHSS)




(TeTEUH WuT -1 & erHe/Enclosures to LES Form-1
wegsrs T % Tere aterT et / Separate bill for each patient)
dones 1/eEd, 06REV.I/FEB.06

7 1 -/ PROFORMA 1-A

T2 ST 919 a7 arEard Tar / Address:

Name and qualifications of the doctor

THUGS /CERTIFICATE

x

1 AT € feh 1 favier kil B

st & anm Fateermy st ° & oo mggr T war 1 EERd Wi % oTER 3wH

w1 forerae g g 1 W faEw b, ok fafeere v faem oifefagl @ @ ffecrem

=R SR A A Iuleas O & e ook wau Siag g afgsraiomr Saswd g 1 * Sl st ke s

T U I R R T SR SO ST STEvas o foress T saest B o E e et ar 1 Ry fare, s sy 2

fied that was treated in a medical

emergency  during  the  period  from to : for

and the clinical findings are

In my opinion but for the immediate
medical aid given there would have been, on the basis of medical and attendant considerations, a
serious danger/hazard of severe or deleterious consequence to the health of the above patient.

Phe home visits were necessary in view of the severity of the ailment, which require the patient to

be confined at home. My bill, which has been paid, is as follows:

Taret /Bill ¥t /Amount
H rv—-w = L e
Lo TaHe (T SETaE 9T TR viEe §) AEa TEAE Tfer
Consultation (including professional : Nos  Date Amount

Service charges)
¥ /a) TR Fany v i (fate)
At home of the patient (visits):

% Uy / At the clinic :
2. ey Tasma | Wit 7% Tratia sttt & =

Names of rmdmmeﬁz bought from Chemist's shop/prescribed
FOar T 37180 H o7d / Please write clearly)

YRHMT /Quantity T /Amount
a) T./Rs.
b) N E./Rs
¢l %./Rs
) T./Rs
¢) T./Rs.

i ™ (2 2BR-Y ~ Y vy g o .
*TE ST T e T Qiribe auf i inannlisanhloe o




et &g o & M2 afufugt / 2Eeidl / WS / % W (FUA W Jew ° fd ) Names of

3.
medicines/tablets/powders/mixtures dispensed at the Medical Centre (Please write
clearly)
v;.f[}{S.
&./Rs.
5./Rs.
4. Y % I (Foar e il | fd) / Details of injections (Please write clearly)
F /A @ /B T/C B
1 INAME ST W | S T e | St oF & e fer
No. of Cost of R / Charges for
injections injections administering mnjection
W+ /a)
1 /b)
T ,!’(;"}—
w1 /d)
4 e) o
5. 3=y 1e / Other items:
6. T T vt e
No. of X-rays taken wr %1 /Total 6./Rs.
J
TfeT U qR
Charges for each X-ray
7 TEH UET / T (FERT o)
Dressing/suturing charges %./Rs.
8. EEUBEZC kot
No. of pathology tests T %l /Total B./Rs.
TR S TR '
Charges for each test
9. 377 79 /Other charges ./Rs.

%1 /Total &/Rs.

T femam e  fop SuRieRT farer | wiE 2ifees, SER a1 WA T oY i 76 E )
Certified that no tonics as such, food or toiletry items form part of the above bill.

WA AT T
Received payment

* FEATRIT (T W% o)

Signature (for payment)

gt (foret & form)
Signature (for the bill)

&A% /Date:

e /Date

* F.500/- § e S ¥ 3 o9 %1 8 Tz e / 1 Re. Revenue stamp for payment exceeding Rs.500/-.




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



