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Medical Reimbursement  Claim Registration Form

Employee Name G VIJAYA BHARATHI

*All Fields Are Mandatory

School Details

District Name Guntur Mandal Name EDLAPADU

Village Name THIMMAPURAM School Name 28173700904ZPHS TIMMAPURAM

Personal Details

Treasury Code 0619231 Name of the Employee G VIJAYA BHARATHI

Gender Female Date Of Birth (DD/MM/YYYY) 14/12/1963

Designation Select Mobile Number 9949707504

Aadhaar Number 639661658973 ATO/STO/PAO Name  

Employee Address Details

House Number Street Name

District Name Select Mandal Name Select

Village Name Select Pincode

Patient Details

Relationship with Employee Select Name of the Patient

Nature of Disease/Illness/Treatment InPatient Number

Date of Admission (DD/MM/YYYY) Date of Discharge (DD/MM/YYYY)

In case of death, during the treatment Select Total Amount claimed(Rs.)

Hospital details

Hospital District Name Select Hospital Names Select

Date Of recognition from(DD/MM/YYYY) Date Of recognition to(DD/MM/YYYY)

Documents (Proof in support of claim)

Bill number Bill date (DD/MM/YYYY)

DD/MM/YYYY

Discharge summary PDF (PDF SIZE 6KB
to 1MB) No file chosenChoose File Essentiality Certificate PDF (PDF SIZE

6KB to 1MB) No file chosenChoose File

Emergency Certificate PDF (PDF SIZE
6KB to 1MB) No file chosenChoose File Dependent Certificate PDF (PDF SIZE

6KB to 1MB) No file chosenChoose File

Submit

Copyright @2015. All rights Reserved. Designed, Developed & Maintained by
  

 : Submit Original Bills, Proformae and Online application Print to your MEO/HM
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Retired Employees  Claim Registration Form
*All Fields Are Mandatory

Personal details

PPO ID Name of the employee

Gender Select Date Of birth (DD/MM/YYYY)

Designation Select Mobile number

Aadhaar number ATO/STO/PAO Name

PPO NUMBER

Employee Address Details

House number Street name

District name Select Mandal name Select

Village name Select School name Select

Pincode  

Bank details

Bank name Select Bank branch Select

IFSC code Account no.

Account holder name  

Patient Details

Relationship with employee Select Name of the patient

Nature of Disease/Illness/Treatment InPatient number

Date of admission (DD/MM/YYYY) Date of discharge (DD/MM/YYYY)

In case of death, during the treatment Select Total amount claimed(Rs.)

Hospital details

Hospital District Name Select Hospital Names Select

Date of recognition from(DD/MM/YYYY) Date of recognition to(DD/MM/YYYY)

Documents (Proof in support of claim)

Bill Number Bill date (DD/MM/YYYY)

DD/MM/YYYY

Discharge summary PDF (PDF SIZE 6KB
to 1MB) No file chosenChoose File Essentiality Certificate PDF (PDF SIZE

6KB to 1MB) No file chosenChoose File

Emergency Certificate PDF (PDF SIZE
6KB to 1MB) No file chosenChoose File PPO COPY PDF (PDF SIZE 6KB to 1MB) No file chosenChoose File

Submit

Copyright @2015. All rights Reserved. Designed, Developed & Maintained by
  

 NOTE 1 : Submit Original Bills, Proformae along with covering letter 
















