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INDIAN INSTITUTE OF INFORMATION TECHNOLOGY, LUCKNOW

An Institute of National Importance by Act of Parliament

MEDICAL CLAIM FORM (FOR EMPLOYEES ONLY)
e 1 Date: / /

i [To,

TereT [Sir,

¥ gfcrgfel &9 319 @ran WA & 7@ € o w0 / | am submitting herewith a claim of Rs..............oe,
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/ on account of medical expenses incurred by me for self / dependent. All the medicines have actually been
purchased and paid by me.

% g aar & / | CERTIFY THAT:
1) ¥ udgerT WM vl € o 3eed § U g [ew 1 59 § 961 € ag1 98 Afdd e o e 2@ &g T, a8
¥ o7 quids antad & (S T # Fan dfver § sifea ) / | hereby declare that the statement 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 (as declared in my service records).

2) oiferd % fop 5 A /R 3o qUiae S ¥ e ¥ W 78 78 /A uRav & 6 Al & WY 3 9T /A § 7w
2 S W g =@ ) ¥ 3 & / Certified that my mother / father is wholly dependent upon me and is
residing with me, or with the rest of my family members in a station other than my Headquarter (duty point).
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Sl. Name e g0 1 gey afg HIv) Bill amount Claimed amount
No. of the Patient Relationship of Cash memo no. (P number ) ®)
Patient with IIIT-L & date the Bills)
Employee
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Fa 7ot I TOTAL CLAIM R
7aErT / Yours faithfully, =g %@ grar / Claim of self : ¥

3N @M &1 / Claim of Dependent : 2.

KTt /Signature: % 9 / Total Claim: ¥

™ /Name:

9< /Designation:




