 Qar-fga sdail/das dafagd sdmial & gfa/aslt &
A soar &g wfaqfd e & AT e

yAforg o saT ¢ F AF e 3@ & ke ardist v & favw

RTFGT T oo ssesesssesssens T ¥ fw v @d & §-
e ¥ A
st g Rrarax
HFCaA q AT
AT RATFTET TTF T, coercrcrecnrereereesssesesssennes 2l
AT AF THEAT TA0uceecereecrerreeeeseesereerenens SRl we d9 A (a@r w7
102 ) Y FE
AT B B T w @ ufdr iy afdqfed i sme |

I T yAnorg e o § B Ad aftreeh shidex Eehfaaad €
adAw AT & Rifrea giir soa 7@t § 1 (Ao weliw §) |

v fra aen § fF Y afaraeh sRika adt feta § fieg saw faear @
fafrear ghaur af & @ & (wors wera EE wemr A ggd @ sues g

& quer &an G § B e Rfewr o I @R F e TR A TG W
g1 Re aw AR # #iF aRads = gam ¢

L= 113 1 GO
(AaTRAGA) FATD FT AT o ceverrrerrenrsersnaresnsnsnnns
qaw FAAR & TRAUTEA BT AT e
1T G103 B 21 B I | R
AATET | BT T cueereererrercresserrcessmrersssssnsnsssessesanaes
01-04-2012 ¥ wfda war
H0FO | g Tfy
!_1; I3-1 ¥ F.FY .- ¥ 15,000/~ 9fF ¥ |
2, 9.1 /HGIIH FSUH/3T-HE s, (faea/fag) Z 18,000/~ wig ¥
3. HYF FEI-FH0/HET Y€0/ HO FE. F0 % 22, 500/- 9f af
4. | forerr/areTeT Ud yey eeE % 30,000/ 9y a¥
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PROFORMA FOR CLAIMING REIMBURSEMENT FOR O.P.D. TREATMENT FOR
'RETIRED EMPLOYEES/SPOUSE OF DECEASED RETIRED EMPLOYEES

Certified that | have spent more than ¥ on Medical as OPD expenses during the
period:
April to March
April to September
October to March
My Medical Card NO. IS iismsssavermssssiniosssss sitsmasmassmessistonssiiassiasbiissitsnesnsns ons s HEsisEEeEH Fitnens
My S.B. A/c. NO. in State Bank of INdiad iS.....uveueevireriiererinsissssesssessssesssesssissm s sesassssesesesseseassseeessssessess
[ IR 00 v SRR S OO (Name of Branch).

| request that an amount of ¥ may kindly be reimbursed to me.

Further, it is certified that my spouse is alive*/not alive,

| certify that | am not gainfully employed/gainfully employed but not availing medical facility
from my present employer (certificate enclosed).

It is certified that my spouse is not employed/employed but not availing medical facility from
his/her employer (certificate enclosed)/already available with Personnel Division.

I undertake that there is no change in the particulars furnished by me at the time of submitting
my application for issuance of medical card to me.

Name of Employee (retd. )i i
Name of spouse of
deceased emplOyee:..... i e sssnseesans

ReSIAENtial AQAresS: . o iuiireiereesreessrssensssssssessassesasssnnss

.........................................................................................

REVISED CEILING WITH EFFECT FROM 01-04-2012 -

SI.No. | Designation | Amount

1. Grade-1 to SOM-I | ¥15,0C0/-Per Annum
2. SOM-II/AM to DGMs | T 18,000/-Per Annum
3. JGM/GMs/CGMs T 22, 500/-Per Annum
4, Directors/CMD T 30,000/- Per Annum

*STRIKE OUT WHICH IS NOT APPLICABLE
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