                   Bills to be submitted once in a month only (Monthly bills to be submitted together).


CHECK LIST – List of documents to be enclosed at the time of submission of bills.

1. Essentiality Form (Medical claim form) duly filled 
YES / NO



and signed by the card holder.

2. Proof of identity – Photocopy of MPC / Identity Card.
YES / NO
3. Discharge summary – duly filled and signed by  

Treating Doctor / Unit In charge.
YES / NO
4. Original bills / Cash memo duly signed in the 

back side by the card holder.
YES / NO
5. Drug detail (with break-up & reports) with 


Batch Number and Date of Expiry.
YES / NO
6. Investigations: - Name of the Test (with break-up & reports).

Laboratory: - Photocopy of the Reports duly signed.
YES / NO
Special Investigations: - Photocopy of all the reports e.g. 
Ultrasound, X-Ray, 2D Echo, IVP, 3D Echo, CT Scan, 
MRI, Angiography, ECG etc. duly signed.

7.  In case of PTCA – Empty Cover / Pouch of the stent 
YES / NO

with copy of bills/ receipt of the stent with PTCA report.

8.   In case of Implants – Copy of invoice for single purchase 
YES / NO

/ photocopy of the invoice for bulk purchase with 


certification from hospital of the implant duly verified


with sticker.

9.  Prior permission from the department for treatment of 
YES / NO

Pace Maker Implantation, Total Knee Replacement 


& Hip replacement.

10.  Functioning report from treating doctor of hospital 
YES / NO

in case of Total Knee Replacement & Hip replacement, 


wherever applicable.
11.   Completion report from treating doctor in cancer case 
YES / NO

for IMRT / IGRT Radiotherapy.

12.   In case of Intra-Ocular Lenses implantation, Sticker of 
YES / NO

IOL bearing the signature and stamp of the operator surgeon 


along with bill in support of type of IOL used containing its 


batch number.

.
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Essentiality Form

DVB-ETBF 2002 (PENSION TRUST) MEDICAL CLAIM FORM
FOR MEDICAL CLAIM TOWARDS TREATMENT OBTAINED FROM DISPENSARY / HOSPITAL (ON OPD BASIS) / HOSPITAL (INDOOR TREATMENT):

	NAME OF MEDICAL CARD HOLDER…………………

	EMPLOYEE NO……………………………...

	DESIGNATION………………………………………….


	PPO NO……………………………………….

	NAME OF PATIENT………………………………….....

	MEDICAL SECTION PAGE NO…………….

	RELATION WITH RETIREE……………………………

	BANK A/C……………………………………

	MOBILE NO………………………………………………

	


DETAILS OF CLAIMS:-
CLAIM TOWARDS TREATMENT OBTAINED FROM DISPENSARY

	DATE
	Dispensary
	Doctor 
	OPD No.
	Medicines (Rs.)
	Investigations (Rs.) 
	Annexure
	Total

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Claim to be supported with following documents

Annexure 

1. Photocopy of Medical card – front and back page – Yes / No

2. Photocopy of Medical card showing Prescription, Date and OPD No. – Yes / No

3. Original Cash Memo (Self verified) – Yes / No

4. Bills / Cash Memo (with break – up) of investigations and copy of reports – Yes / No.
CLAIM TOWARDS TREATMENT OBTAINED FROM HOSPITAL (ON OPD BASIS)

	DATE
	Hospital Name
	Medicines (Rs.)
	Investigations (Rs.)
	Consultations (Rs.)
	Procedure and other 
	Total

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Claim to be supported with following documents.

Annexure 

1. Photocopy of Medical card – front and back page – Yes / No

2. Photocopy of hospital prescriptions.

3. Original Bills / Cash Memo / Invoice (Self verified) – Yes / No


4. Bills / Cash-Memo (with break-up) of investigations and copy of reports – Yes / No
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CLAIM TOWARDS INDOOR TREATMENT OBTAINED FROM HOSPITAL (Without credit facility). 

	DATE
	Hospital Name
	Total Amount (Rs.)

	
	
	

	
	
	


Claim to be supported with following documents

Annexure 

1. Photocopy of Medical card – front and back page – Yes / No

2. Discharge Summary – Yes / No

3. Original paid final  bill / cash memo (Self verified) – Yes / No

4. Details of medicines and investigations (with break – up & reports) in respect of amount shown in the original paid final bill / cash – memo - Yes / No

5. Invoice and pouch / sticker of implant used in surgery duly verified by treating doctor.
Declaration-

I hereby declare that the statements made in the application are true to the best of my knowledge and belief and the person for whom medical expenses were incurred is wholly dependent on me. I am DVB ETBF – 2002 - PENSION TRUST medical beneficiary having a valid medical prescription card. In case of hospital treatment, it is declared that I have attended the Govt. / Panel hospital only. I have enclosed all mandatory documents as per the annexure.  All medicines / investigations have been purchased / done on or before the date of completion of the treatment (In cases where the treatment is for 10 days or more, then latest by the 10th day from the date of commencement of treatment / prescription.)  Investigations costing above Rs.2000/- have been got done from reimbursement under the rules.  I further declare that I have incurred medical expenditure of Rs…………………………. In the month of ……………………………till date.

Dated:
                                                                                                               
……………………………………….           
                                                                                                            Signature of card holder with name.
    Emp. No………….…………………..
PPO No………………………………
Medical Section Page No….…………
Note:
 Misuse of medical facilities is a criminal offence. Strict action including cancellation of card shall be taken 
in case 
of willful suppression of facts or submission of false statements.

*Bills to be submitted once a month only (Monthly bills to be submitted together).

DM (Fin.) (PT) Med.:
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