[image: image1.jpg]WORKING STAFF

(7 DELHI DEVELOPMENT AUTHORITY

Application: form for submitting OPD Medical claim for reimbursement
under the annual ceiling for the year

1. Medical Identity Card No Old No.
*___Old/New Biometric* ._New No.

2] Name of enployee & Section in
which working

Phone No.

Designation <

Pay scale/Grade Pay last drawn.

D Lo B o

Amount of entitlement under the Rs. 24000/18,000/12,000/9,000*
Annual Ceiling.*

~

Father/Husband’s Name

Amount of OPD claim
(Please attach detail of all Vrs.+ <
Original Cash Memos & prescription) $

- *Strike out which is not applicable

Date : 2 ~ Sig. of the claimant.

FOR OFFICE USE ONLY

To Sh./Smt.

. Asstt. Accounts Officer
Medical Cell-I/ll

Paid vide ChequeNo............ s e datedsr e of
_ State/Central Bank of India, Vikas Sadan, INA, New Delhi

Asstt. Accounts Officer -
Medical Cell-I/ll
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RECEIPT CUM UNDERTAKING

« ‘

ReceivedRs. Rupees

by cheque No .dated. .of State/Central Bank of
India on account reimbursement of my OPD medical claim under the annual ceiling.

2: I also undertake to refund the amount, if any, found in excess/ inadmissibie iater onky
office/Audit or/and authorize D.D.O. to either deduct such excess/i nadmlss|ble amount from

my salary/other dues/future payments. §

cr l also certify that am not drawing any Medical Allowance asl have opted fortheAnnua' ’
Ceiling of OPD relmbursement

Sigrofemployee e aas nx ot T

Name & Phone No. 2

Medical ldentity CardNo...........o :

v




[image: image3.jpg]. Detail /Statement of all Vouchers of OPD Claim for Rs

S. No.

Date

Cash Memo/Receipt No. & Date

Name of Doctor/Hospital/Lab |  Amount

Total Amount

Rs.

Sig. of the claimant.





APPLICATION FORM FOR SUBMITTING OPD MEDICAL CLAIM FOR REIMBURSEMENT UNDER THE ANNUAL CEILING FOR WORKING STAFF








