@ TATELAT gH U I STqaTer
.D__{ JAWAHARLAL NEHRU PORT TRUST HOSPITAL

TR
JNPT

T / Tafeear @l @t wfagd s

Reimbursement / Payment of Medical Expenses / on spot. -

2. UG &HTTW : I T
Name of Employee : Staff No.:

. UEAH / AT : fawnr ‘
Designation Section : Deptt.

3. UNT:
Address :

¥%. TRT&T W

- Name of Patient : Y /Age :

. TRE: @ /oot [t/ gyE /gyl /wrenh /e / ad) wg
Relation : Self / Wife / Husband / Son / Daughter / Mother / Father / Brother / Sister

8. STEET &I AT / AWATH
Name of the Doctor / Hospital :
HTETGIOT §HEAT 14T @ ;-8 A TS faRar
Treated as Outpatient from : to

9. |qY ; .

Expenditure : " Rs.
SUTT ; & GERA BRT 9% WY A / et § e R ot & fafeer ad s qar fear g wg it
T it & wam swds forg 1t wftame & el v BRT 36 W & e & Wi T = st
Summary note (outpatient) : Attached / Not Attached

Declaration : | hereby declare that the cash requisitioned is for patient who is dependent on
me and on claim will be asked for him/her by anybody from my family.

| HAARY & TG
f&ate / Date : s Signature of Employee
' et sater v % o
For Office Use Only
fawrr & fawr o e
Y ufaget st gyt
L0 ( ) W@ g
RECEIVED IN AMOUNT OF RS ( )
FROM DEPARTMENT BEING THE REIMBURSEMENT OF BILL NO.
DATED,
HUET & FEET
Signature of Employee
W / Staff No.
FferenTit 3 e

Signature of the officer



FATETATe J8% Uu <1
,‘____4 JAWAHARLAL NEHRU PORT TRUST
L ] Taferar fawnr
JNPT (MEDICAL DEPARTMENT)
ﬁm@ﬁﬁuﬁl@"f
Reimbursement / Payment of Medical Expenses :
Q. THUERY T 1Y

Name of Employee :
3. UG U@/ Staff No.:

3. Ug/ Designation : AT /Section :
faumT / Deptt.:

¥. UdT/ Address :

Y. BIUTHTAH

Name of Patient :

§. WY : WEW /Uit / Tt / GO / A / st

Relation : Self / Wife / Husband / Son / Daughter / Mother / Father
\. STaET AT AT / JWAT :

Name of the Doctor / Hospital :
ATRTGTOT T T : ¥ T
Treated as Outpatient from : to
Hiafie BT
Inpatient from :

¢. G feaut (aTe wr) @ dere / e

Summary note ( outpatient) : Attached / Not Attached
g2 fequult (arfafias ) « Wer / Srder
Discharge Note (Inpatient) Attached / Not Attached

R. &9/ Expenditure : & /Rs.:
o ; & g ST aa § fa fo T & forg T et oft o T @ @ A I e &
T A Oftar & ot 1= e g 9 T &1 Wit sty

Declaration : | hereby declare that the cash requisitioned is for patient who is dependent on

me and on claim will be asked for him/her by anybody from my family.

HUGR! o TR
featien / Date : Signature of Employee
Form No. JNP/MED/97/47 (F®.2.) (P.T.0)




@ HEET & AAE 2

FOR OFFICE RECORD ONLY
AR HIUT AR HECIRCE T
Outpatient Charges Claimed Admissible
3. SIRIGIGY 20 20
Doctor’s Fee ‘Rs :Rs
R. WEWUR 0 &
Investigation Charges ‘Rs ‘Rs
3. Taeh @t feua 20 2
Medicines Cost :Rs ‘Rs
¥, fafaggar R0 20
Miscellaneous Charges ‘Rs ‘Rs
T R o) 0
Total ‘Rs ‘Rs
HAraftan GOt arfawe HC IR E = 1f b i
Inpatient Charges Claimed Admissible
L. U@ 2y 2y
Bed ‘Rs ‘Rs
. WA RO o)
Investigations :Rs :Rs
3. AOyH X0 20
Operations Rs ‘Rs
¥. yleaiaichedr e G )
Operation Theatre :Rs ‘Rs
Y. eEfyTeT o 7
Anaesthesia ‘Rs :Rs
g. BlaeT R0 )
Doctor ‘Rs Rs
o. Tafagamr R0} R0
Miscellany Total ‘Rs :Rs
QT R0 4 0)
Total :Rs :Rs

FFACT ek U : Wi T YA 2 fore werges oy sriifve farar wmar

Approved, Forwarded to Finance Manager for Precheck & Payment

fafeear sifage

Medical Superintendent



