Documents Required for Medical Reimbursement (As per IRMM)

e Forwarding letter from the concerned Department Head/Officer/Supervisor.

e Self-application addressed to CMS/UBL if the employee is under Division; retired
employees must furnish residential address.

e Declaration on a separate sheet stating that no amount has been received from any other
source like insurance, staff benefit funds, etc.

e Family composition certificate (Original or Color Xerox) if bills pertain to dependents; in
case of a newborn baby, birth certificate must be enclosed.

o If referred by Railway Doctor, the referral certificate should be enclosed.

e Copy of the latest salary slip if the employee is in service.

e Xerox copy of UMID cards of both employee and patient.

e Xerox copy of Medical Identity Card and Departmental ID Card.

e Forretired employees: Xerox copy of RELHS card, PPO, cancelled cheque, and passbook
(all with attestation).

e GR-3 Form in duplicate, filled and forwarded by Head of Department (not required for
retired employees); pay scale and basic pay must be mentioned.

o Certificate A & B is filled by the treating doctor with stamp, seal, and signature (forms
available at CMS/O/UBL).

e Essentiality certificate (available at CMS/O/UBL).

e Emergency certificate if treatment was taken in a private hospital.

e Annexure form if treatment was in a private hospital (available at CMS/O/UBL).

e Detailed discharge summary if the patient was admitted.

e Summary of bills in a separate sheet (Duly signed by Claimant) in the following format:

SL. No. Date Bill No. Particulars Amount

Total Claimed Amount

e Original test reports for lab tests and investigations (Attach in chronological order).

e Submitrecords if treatment was taken at CH/UBL.

e Bills must be counter-sighed with seal by the treating doctor (Attach in chronological
order).

e Claim should be submitted within six months of the last date of treatment.

e One original and one Xerox copy of all documents must be submitted.



CERTIFICATE ‘A’ & ‘B’

(To be completed in the case of patients who are admitted to hospital for treatment)

FORM ‘A’

admitted to hospitalon my advice/onthe adviCe Of .......u.iiiiiiiiiiiiii e
(Name of medical officer)

(b) That the patient has been under treatment at ...,
.............................................. and that the under mentioned medicines prescribed by me in
this connection were essential for the recovery/prevention of serious deterioration in the
condition of the patient. The medicines are not in stock in the (name of the hospital)
...................................................................... for supply to private patient and do not include
proprietary preparations for which cheaper substances of equal therapeutic value are
available, nor preparations which are primarily foods, toiletries, or disinfectants.

Name of medicines Price

(c) that the injections administered were not forimmunizing or prophylactic purpose.

(d) that the patient was suffering from.......ccccooiiiiiiiiiiiii s and was under my
treatment from................ Lo JOT NN

(e) that the X-Ray, Laboratory tests, etc. for which an expenditure of Rs.......... was incurred
were necessary and were undertaken on my advice................ (name of hospital or
laboratory).

(F)that I called iIN Dl e eeea e eee e for specialist consultation
and thatthe necessary approval of the......cccoeiin cieiiiiiiiiiii s (name of the principal

medical officer) as required under the rules was obtained.



| certify that the patient has been treated at ..
........................................................................... hospital and the
RS was incurred vide bills and receipts attached, were
essential for the recovery/prevention of serious deterioration in the condition of the patient.

Place:
Date:

Signature and designation of the
Medical officer/in-charge of the
Cases at the hospital.

Counter signed.

Principal Medical Officer.

PART ‘C’
I certify that Shri/Shrimati/Kumari.....cccceeeiieiiiiiiiiiiiiiieiiiiieeneceieeeeeeenn, Wife/son/daughter
.................................................... (o] FUUT PN Employed in the
................................................... has been under treatment for
.......................................................... disease from.....c...ccce....tO0ueeeeeeeee.. At the
........................................ hospital and the facilities provided were the minimum which were

essential for the patient’s treatment.

Date:
Place:

Medical Superintendent

NOTE: Certificates not applicable should be struck off. The essentiality certificate as given in
part A(b) above is compulsory and must be filled in by the medical officer in all cases.



ANNEXURE

PROFORMA FOR SUBMISSION OF CLAIM FOR REIMBURSEMENT OF MEDICAL EXPENSES
INCURRED BY RAILWAY EMPLOYEES FOR TREATMENT IN PRIVATE HOSPITAL/NON-
RECOGNISED INSTITUTIONS.

1. Name of Patient

2. Age

2. Relationship with Railway employee

3. Designation/P.F. No

4. Pay

5. Name of the Institution where taken for treatment:

6. Date of Admission

7. Date of Discharge

8. Date of submission of claim

9. Reasons for delay if delayed for more than 3 months:

10. Total period stay as Indoor patient

11. Reasons for long stay (If stayed for more than 49 hours):
12. Type of Medical Emergency

13. Was there no Railway/Govt. Facility available to deal:
14. Distance of the nearest Govt. and whether facilities available there:

15. Distance of the nearest Rly. Hospital and whether facilities available there; if not, how far
is the Railway Hospital with facilities available:

16. Distance of the Private Hospital from residence/place of illness, where facilities
available:

17. When the Railway Medical Officer was informed about such admission:

18. Did the patient take any treatment before or after for present sickness (if this existed
before) and if yes, when:

19. Total amount claimed (with break-up of charges):
20. Item wise break of expenditure had treatment taken place in a Govt. Hospital:
21. Verbatim views of CMD/UBL:

22. Verbatim view of F&CAO:
SIGNATURE OF EMPLOYEE



Name & Designation of the Employee:

Name of the patient: Age:
Relation to the employee: DOA. & Time:

Emergency Certification

‘Any condition or symptom resulting from any cause, arising suddenly and if not treated at the
early convenience, be detrimental to the health of the patient or will jeopardize the life of the
patient.

e Admission details: -

1) Date and time of admission.

2) Admitted through OPD service / emergency service.

3) Admitted to an ICU bed or general bed or cabin bed.
e Clinical findings at the time of admission.

a. Pulse rate.

b. BP.

c. Level of consciousness.

d. Any convulsive feature.

e. Urine output.

f. Any other feature of shock.

g. Body temperature.

h. Extent of external wound.

i. Extent of active bleeding.

j. Extent of chest pain or pain in other part/s of the body.

(b) Types of Emergency medicines used immediately after admission.
1. List of emergency medicines used immediately after admission.

2. List of surgical procedure done immediately after admission.

Place of Residence

Place of Injury

Availed treatment in the nearest & suitable private hospital

Condition of the emergency is confirmed by the AMA ex - post facto
Emergency is established beyond doubt / Not established beyond doubt

Signature & Seal of Treating Doctor



ESSENTIALITY CUM EMERGENCY CERTIFICATE

I certify that Shri/Shrimati/Kumar/Kumari = .o
wife/son/daughter/dependent .......coooiiiiiiiiiiiiiiie e, relative of  Shri/Shrimati
........................................... , employed in Indian Railway as .....c...ccoevevviienienieieieenenenenn., has
been under my treatment  for disease  from
........................................... L (o OO UURRURRUOPPRRUPRRTURRE - | i [ S PU OO PR PPN

hospital and that the treatment as described in the attached Discharge Card No.
........................................... and attached bills thereon were provided due to an emergency
situation, treatment for which could not have been delayed. | further certify that the
treatment provided was essentially required.

Signature of the Medical Officer
In charge of the case at the non-Railway hospital
With Name and Stamp/Seal

Signature of Hospital In-charge or
Authorized signatory with Stamp/Seal



REIMBURSEMENT CLAIM FORM
. Name of the Railway/Retd. employee (In Block Letters): ...cooeevineiiniiiiiiiiiiiiiinieenenns
. Designation of the Railway /Retd. Employee (In Block Letters): .....ccovveeeiiiiiriiiiiiniiiienennnn.
. Office and Station of employment: ......ccooeveeiiiiiiiiiiiiieeeeeeeeens
. Pay/Last Pay of the Railway/Retd. Employee including grade pay: .....cccccccveeievnereeenerennnnennn.
. Residential Address: ....ccceevvieeeeiieeieeieeiieeeeeenee,
. MIC/RELHS No. and issuing AUthOrity: ....ccevevenieiiiiiiiie e e
. MIC/RELHS registered at H Unit/Hospital: .....cccceeeueiiiierieneniiiinienneeennns
I (A) Name and age of the patient: .....ccccceeeiiiiiriiiiiciiinienieiennnns
| (B) Patient’s relationship to the Rly/Retd. EMployee: .....ccuuvviueiiiniriinnriiinieneneenans
[I. Details of Indoor Treatment at Non-Railway Institute
A. Name of Hospital: ...cceeeeeerienieiiiiiiiieiiiien e
B. Date of AdmISSIiON: ..coeeiviuiiieiiieeeeeieee e
C. Date of Discharge: ....ccooeuvieieeiiieniieeniiieeennnns
D. DiagnosSis: c..ieiuueiineiiiieeiieeeeeeeeeieeeaaes
E. Amount of Total Hospital Bill (Attach detailed bill): ....ccceeuviniiiiiiiiiiiieeeene,
F. Whether Treatment was taken in €mergency: ....cc..ceeiueeiiierieiieiieeeneeeennns
G. Are you a CTSE member (Y/N): covueeeiieiiiieeeeeeeceeeeee e,
IV. a) Whether subscribing to any Health insurance Policy or covered under any other health
scheme: i,
b) Whether any advance payment was processed for this claim, if yes details thereof:

NO O WN-=

(If yes, have you received any amount from insurance company for the treatment in question.
Give details if any on separate sheet of paper)
V. Total Amount Claimed: ......cceeeerveiiieiriiinienrreeneeeeees
VI. Details of Bank account where Reimbursement amount is to be paid:

a.Name of Bank: .....ocevviiiiiiiiiiiiiciicieees b. Account NO.: ceeeeiiiiiiiiiiiciieeeeee,

c. Branch MICR Code: ....ccovvvueeiiiinienniiennnns d.IFSC Code: ccuueereirieeriiiiieeeeeiieeees
VII. List of enclosures (Please Tick the documents attached and write additional documents)

A. Photocopy of MIC/RELHS card

B. Essentiality cum Emergency Certificate by the Non-Rly Hospital

C. Discharge Summary

D. Original bills of Hospital

E. Original Cash vouchers of Drugs/consumables/implants etc. if relevant

F. Outer pouch of stent, pacemaker, Implants etc.

G. Any other encloSUre .......covveeeiiveiiiieeeeceeeeceeeeaans
(In case of many enclosures, write humber of additional enclosures here and attach a
separate sheet with details)

DECLARATION TO BE SIGNED BY THE RAILWAY EMPLOYEE

| hereby declare that the statements in this application are true to the best of my knowledge
and belief and that the person for whom medical expenses were incurred is wholly dependent
upon me. | am aware that misuse of medical facilities or misrepresentation of any kind can
attract penal action, including cancellation of MIC / RELHS Card. | hereby declare that this is
my final claim, and | shall not make any claim in the future to Rly or any other health scheme
in respect to this treatment episode.
Date: coveeiieeeeee e
Place: ..o,

Signature of the Railway Employee



Zfeyor ufegs Yo S 3R 3GR. 3.

SOUTH WESTREN RAILWAY ST 397 Uh. G.397F

YoT Agept 3R 357 IRART & SolTel & TaY H 3 3TTR W FY 7T @ AT 19 ¥ T ART & foIv 3aesT 93
Application for claiming refund of medical expenses incurred in connection with medical attendance and/or
treatment of Railway servants and their families

..................................... TIHTET/Department ......ccvveeeveeeeeeenane., FIRATAT/OFFCE oo EERTST/Station

1.3 9% FT AH AR AT
Name and designation of Railway Servant
(&) (TISC 31&RT H) (a) (In block letters)

(@) i (b) Class

2. fFa Frater & AT § Office in which employed

3. ¥ Hak # dad o1 F adAe At & ofenRa § 3k 3
gRefetr e 3terer fe@m@r afge Party of the Railway servant as

defined in the existing Rules and any other emoluments, which
should be shown separately.

4.37¢Y &1 ¥4 Place of duty

5.37191" T aEdiash-9dr Actual residential address

6.397 T AT 3R TeT Agesh & 37T TaT Name of the patient and his/her
relationship to the Railway servant.

a9y feoqoft. swat & #Arra 7 3y o forw

N. B. In the case of children state age also

7.1 5781 WM 1 SIART g8 Place at which the patient fell ill

8777 97& TeH 1 s3RT: - DETAILS OF THE AMOUNT CLAIMED: -
1. 3M&FeXT 39aR/Medical Attendance
(i) ITHLY Yeh 3EH Ig §ff ford: - Fees for consultation indicating: -
(@) Rfercar 3 &1 e 3R geara forw & e form 3R sreadare

T T T ATH, TG 98 FIeY g1 (a)The name and designation

of the medical officer consulted and the hospital or dispensary to
which attached

(@) RIALT FA T ARG 3R 3AFT FEAT 3R Jedh WAt & forw fezar

araT eh (b) the number and date of consultations and the fee paid
for each consultation.

@T)eraT TRIHSY 39T & foRar arar a1 Rifsrcar 3nfaed & gree Fem &

79T & HTE W (c) whether consultations were had at the hospital
at the consulting room of the medical officer or at the residence of
the patient.

(ii) 9T foerar o aRTeT a7 d=Ariareh, SfaTo] darfeles, Tra-Y 3R 4 v
@ 3T I A & AT fgar arm ek o g7 & fAd: Charges for

pathological, bacteriological, radiological or other similar tests

undertaken during diagnostic indicating.
()3TEATS AT TANIT LATAT T ATH ST8T o hr a78/31R (a) the name of
the hospital or laboratory where the tests were undertaken-and
(@)eFar ST e Rfhcar derrd 1 Gellg 9 #1718 M2 afy &, o,
g TS H Teh JATUT 9T Helded Y| (b) where the test was undertaken




on the advice of the authorised medical attendant. If so, a certificate
to that effect should be attached.

(TR & @A 7S gar3dt 1 Ao (Ga3it A g, Thg AAT AR
MaeThdl YATOT 93 M Heldd a1 dARIT) Cost of medicines

purchased from the market (List of Medicines, cash memos and the
Essentiality certificates should be attached)

|1 3TETdTel Sellal:- Hospital Treatment.

3T SolTol IR, 30H foieaT faf@a T81R 37ereT 37e@r ford:- charges
for hospital treatment Indicating separately the charges for: -

(1) ATaTd Accommodation:

FIT TATH HT cGTAT THRT Adeh & gl AT Adal & AR &) &
m@ﬁﬁ,aﬁﬁmgﬁ%ﬁ@m%}ﬂﬁ@mﬁww
aF AT AIfRT & HeAary & e & HFHR 1A 3TcTet e |

(State whether it was according to the status or pay of the
Government servant and in cases where the accommodation is
higher than the status of the Railway servant a certificate should be

attached to the effect the accommodation to which he was entitled
was not available)

(i) 38X Diet

(iii) erew RAafecar ar sl garar  Surgical Operation or medical
treatment

(iv) 3T dATIeR, SHaTorT daTfaies, TFE-Y A1 AT YR &7 3T S 50 &
g ¢ ford| Pathological bacteriological, radiological or other similar
tests. indicating: -

(F) IETATST AT FANIRATSAT T ATH ST@T ST T IS &
(a) the name of the hospital or laboratory at which under-taken

(@) FT AT YA H Fg F FIAR RAfhcar 3R & gog |
#r 715 M2 Ife & O 39 GeY F TH JHT 9T Holded Y |
(b) Whether undertaken on the advice of the medical officerin charge

of the case at the Hospital. If so, a certificate to that sheet should be
attached

(v) &aTT Medicines

(vi) la9IY garv Special medicines
(Gam3it T T, Fehe HAT IR AT TAHOT YT Holdl el HRY)

(List of medicines, cash memos and the Essentiality certificate
should be attached.)

(viii) I 3uraT, 3rafq M & ITER & for /Y &7 & daa a4
Special nursing, 1. e. Nurses specially engaged for the patient. (@

& Fr ¥ a8 3FUaT # FE F FIART RfFcar aftert i o
R AT Hr 71§ o a1 Yo Qo a1 W F 3y W, g aTed ATHS
# HE & FIAN Rfecar 3ReRr garr graniRa 3 3eaare &
Rafercar et garr afdgearetRa SAOT 95 Heldad AT A1fRTI)

(State whether they were employed on the advice of the medical
officer incharge of the case at the hospital or at the request of the
Railway servant or patient. In the former case a certificate from the
medical officer incharge of the case and countersigned by the
Medical Superintendent of the hospital should be attached)

2




(ix) WFgel=q fRIrAT Ambulance charges

(fora T &gl & &gl do I FI 315 &A1) (Stade the Journey-to and
from undertaken)

() IS T YAR, 3. ATl goIm, o, g1e, ardiefdhel 3fe &l 9o
I o fog & @41 3w sfeafaa giauw g A A areror &7
O & STAarel glawnsit &1 & v 31 § AR gg Wi i geor W SR
6T A1) Any other charges, e.g. charges for electric light, fan, heater,
air conditioning. (State also whether the facilities referred to are a

part of the facilities normally provided to all patient and no choice
was left to the patient)

feoqolt - (1) Ife Yo Aok &1 Sorer o IR dar (o dar 4ot RAfercar safufa) @ 1941 & 9w 7 @
Rfthcar suftafa 3R gerer fAgaAT & f@ga 1997 & 3eddid, 38 B W g3 & o 380 faavor & AR 3ifdpa
Rfrcar @gras &1 9ATU-9F Folddd & ST [ 3 fagAr & af@a gl
Note:-(z)uﬁmwﬁmﬁ%wmmﬁgmﬁsﬁm&wmsﬂwmm
3refieTsh 1 G- o H FE foram g3m g foh JTaede gerer Rl fAshed A Yeid 3Fadre A1 WIHRT IHEddrel
#H 3UcTSY gl Sl TR

(1) If the treatment was received by the Railway servant at his residence under Rule 7 of the Secretary of States
Services (Railway Services) Class 1 (Medical Attendance) Rules 1941 or Rules1997 of the Medical Attendance
and Treatment Rules, give particulars of such treatment and attach a certificate from the authorised medical
attendant as required by these rules. (2) If the treatment was received at a hospital other than a government

hospital, necessary details and the certificate of the authorised medical attendant that the requisite treatment
was not available in any nearest Railway or Government Hospital should be furnished

(IN) frerwsr & 9L - Consultation with Specialist.
Ay I fed RAfecar geds # Bls X 37 RAfhcar AR #i

f&ar I ok g o 9dF - Fees paid to specialist or a medical
officer other than the authorised medical attendant, Indicating:

@) s a1 RfFcr 3ARFR & a9 3R geaw T F wat o
JAT 3TATS HT AH 508 a8 deeg gl

(a) the name and designation of the specialist or medical officer
consulted and the hospital to which attached.

@) AT I A TG 3R 37H FEar 3R WS F fow @

Yeh| (b) number and dates of consultations and the fee charged for
each consultation.

@) FATRIAY 3EqaTer H fRar a/=ar a1 ar Rfvcar wet Feaw 7 ar

WM & HTEGT 9X(c) whether consultation was had at the hospital at

the consulting room of the specialist, or medical officer, or at the
residence of the patient.

(&) Far faver a1 Rfecar sftedy @ wad siftea Rfscar sgrs
@ Folrg WX fohar arm Ar 3R 3@ SR A FAT ¥ & Ay Rfhcar
PR #1 qd efAles of forar s ur, Afe foar s gL ar gw @
T YATI-IT Holdel |

(d) whether the specialist or medical officer was consulted on the
advice of the authorised medical attendant and the prior approval of

the Chief Medical Officer of the Railway was obtained, if so certificate
to that effect should be attached.

(9) AR I Tl IHA Total amount claimed

(10) Herarenl &1 FET List of enclosures




I A9 GaRT gEAGR &l SAdTell GsoT
DECLARATION TO BE SIGNED BY THE RAILWAY SERVANT

# Udearn ai¥d #1 § &% @ 3mdead A fqar s faavor A% SRRy 3R favar & AR wE & IR o
safdd 1 Fafhcar & fau #x @o fhar o1 98 37 W QO &7 @ 013

| hereby declare that the statements in this application are true to the best of my knowledge and belief and that
the person for whom medical expenses were incurred is WHOLLY DEPENDENT UPON ME

FEATEIY Signature..........ccooeeveeeiiiieeeiinnnns
feeTieh Date.......ccveve.. geATH 3R ST Designation and Office..........oooovoveoieeieeiiee,

AT T YiAYfcd T TaedqT Fel & AT, HeldeTohl o A1 HET Ffhedr JfUSRT S 3w
Forwarded to C. M. O, together with the enclosure for arranging reimbursement as admissible.
TNO. oo

& Dateeeeeeeeneeeeeee.. faomeT reger/Avsa/foen ISR

Head of Department/Division/District Officer

fa HemghR 3R HET orar HHRY. T AT, T, #T v ad & fou wepfa &
STl Bl

(et FYY) BITH ..ooeveeeeeeereerereeeeeen e, & AR foet ghR & Jordg
Transmitted to FA. & CAO ......ccovvvnnnn... Rly. Sanction accorded to the refund of a sum of Rs............
(RUPEES ..ot e e e e Yvide columns ............cooeeiiiieenn, chargeable to:
RS, ottt £33 0o YR Hr

HAAY & A 3H A g A & AT el e g doed § Sd & 38 3ere dr S Jh |
A Pay Order for the amount drawn in favour of the employee’s enclosed to enable him to arrange payment.
H.NO. oo

& Date.eeeeeeeeeeeen.. aEg Rfhcar s

Chief Medical officer
feeaoft - Note: (i) F#aNr GaNT $ 3MTdest &1 ar Sl 7 Jarm Sden 3R Feafta faemr s e ufaat & Jeg Rfscar sl & aa
S 9t HoR #al & ag H. B 3. AT vfa A T dewedr 3N geg o #R@E & 9@ #9em This application form shall be

prepared in duplicate by the employee and the Department will forward both copies to C. M. O., who will, after sanctioning
reimbursement, send the original copy to FA & CA.O.

(i) 3T 3MdeaT & TTY, T HT 3T A IS ThA AT ol el &l (Ferd 8 W) I3 T0 F A= aiRe Il W & g9R &1 =6 @Gl
aT,aﬁFTﬁrmaﬁ),ﬂﬁm?mﬁ,mwwﬁﬁm%@ﬁ@wmw-wﬁmaﬁvﬂrﬁ;ﬂhﬁm—s‘w%r'ﬁmﬂ?ﬂ?‘f
) gﬁYJT &1l All receipts for the amount paid to hospitals, etc., vide column 8 should invariably he submitted along with this application If
the details of charge (daily rate, period of stay, etc.,) have not been furnished in the receipts, a separate certificate showing the allocation
of charges should be submitted to facilitate verification of the amount claimed.

(iii) T SellsT 1A 919 TT & Ieetl H A T AIHRT A Hl BIS 3T 3T H AT 1 &1 A THT GHAOT-9F foh 3§ 3ETcler
# gars 3 Rfhcar agras & FeE W FEr 1 A1, 7ed Wi dfRel & g deer ot afs 9 afagfid & e smdea w ER
FX TH| If the treatment was received at a hospital other than the Government hospitals specified in the Annexure to Rule 919 R. certificate
to the affect that the treatment at that hospital was availed of at the instance of the Authorized Medical Attendant should be submitted
to enable the C.MO, to consider the application for reimbursement.

(iv) @Y a5 AT ganstt & Tey F RFuRT w7 &, 3 57 3T & qrY ured FAT ST AT §, IERISRAT YHU-IT AT ATl Essentiality
certificate in the prescribed form which can be obtained along with this form from the Department, should be submitted in respect of
special medicine purchased.

(v)ﬂ?ﬁﬂmﬂﬁmﬁﬁﬁm&ﬁﬂ@gﬁﬁéﬁﬁm—ﬁmaﬁuﬁ;mﬁﬁmﬁr,maﬁmmmﬁaswaﬁg‘é
| 58 yAIT & oo gfaqfd & v smdea W R 6 fRar e A certificate from the Medical Officer treating the patient to the
effect that the disease of the patient was not one which could be attributed to his/her intemperate habits or conduct should be submitted
without which the application for reimbursement will not be considered.

(vi) TFF Ao Fer=nREt & aRaR & sarer & v IR-Yed sreddre 7 3T R 7 g @y gfagft & @€t 81 Reimbursement of charges
paid to non-Railway hospitals in respect of families of Class IV employees is not admissible.

(vii) Rfercar gam it gfaqfid & e & T aHAT F 39 FAARAT F AE B et ddee e # 3iftEad 60 & R 38w & g, 39
SRR FHST Sl ser fF aged Aol & FeriaEt # gwe S g1 Workshop staff on scales of pay the maximum of which is Rs. 60 and
below will be treated in the same way as Class IV stuff for purpose of reimbursement of medical offices under the Rules.




