
                                                                                                                                                                                                                              idnaaMk / Date: ____/____/______ 
saovaa maoM /To, 
______________________ 
______________________  
mahaodya /Sir, 
maOM p̀itpUit- hotu Apnaa davaa p`stut kr rha hUM jaao $0 / I am submitting herewith a claim of Rs……………………………… 
(SabdaoM maoM /In words) .…….…………………………………………………………………………………………...) 
ka hO̧  jaao ik maoro Wara svayaM prÀAaiEat pr ike gae icaik%sakIya vyaya hOM. saBaI dvaaeM vaastva maoM KrIdI ga[-M hOM evaM maoro Wara Baugatana ikyaa gayaa hO 
/ on account of medical expenses incurred by me for self / dependent. All the medicines have actually been 
purchased and paid by me. 
 

maOM p̀maaiNat krta hUM / I CERTIFY THAT: 
1) maOM etd\Wara pm̀aaiNat krta hMU ik Aavaodna maoM ide gae ivavarNa maoro saM&ana maoM sahI hOM tqaa vah vyai@t ijasako ilae icaik%saIya vyaya ike gae¸ vah 

maoro pr pUNa-t: AaiEat hO ³jaOsaa ik maorI saovaa pMijaka maoM AMikt hÓ  / I 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) p`maaiNat hO ik maoro maataÀipta mauJapr pUNa-t: AaiEat hOM tqaa maoro saaqa rh rho hOMÀmaoro pirvaar ko Anya sadsyaaoM ko saaqa Anya SahrÀgaaMva maoM rh rho 
hOM jaao ik maoro mau#yaalaya ³inayaui@t sqala´ sao Alaga hO / 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). 
 
 ËM  saM 
Sl. No.  

marIja ka naama 
Name 

of the Patient 
saMsqaana ko kma-caarI ko 
saaqa marIja ka saMbaMQa 
Relationship of 

Patient with IIIT-L 
Employee 

nakd pcaI- saM0 evaM 
tarIK 

Cash memo no. 
& date 

³ibalaaoM kao ËmaaMikt 
kIijae´ 

(Pl. number 
the Bills) 

ibala raiSa³₹´ 
Bill amount 

(₹) 
maaMgaI ga[- raiSa ³₹´ 

Claimed amount (₹) 

1.       
2.       
3.       
4.       
5.       
6.       
7.       
8.       
9.       

kula raiSa ₹/ TOTAL CLAIM ₹   
         
    BavadIya / Yours faithfully,                                                            svayaM hotu davaa  /   Claim of self : ₹______________________________ 
                                                                                            
                                                                                           AaiEat ka davaa  /  Claim of Dependent : ₹. ____________________ 
                                                                            
  hstaxar /Signature: ____________________________                           kula maaMga / Total Claim: ₹____________________________________    
 
  naama /Name: __________________________________ 
 
   pd /Designation: _______________________________ 
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