
SHQRTSAUIHQRITY OF INQIA 
2AWALIARLAL NEHRU STADIUM 

PELIAIION EQRM FOR CLAIHING REIMUURSEMENT QE MEDICAL EXPENSES 
Name and Designatlon of the Employec : Name and' Patient and Relallonship with:_ the Employee 
Total Amount claimed in Flgures 

In Words 

Name of the Doctor & Reg.No. 
List of Enclosures 
SN Cash Memo NO. Dato(s)_ Amount 

Rupecs Paise 

*** 

12 

14 

TOTAL:L. 

Signature of EHplöyees 
I hereby ceriify that.the.patient has been.under.tregtiment and ábove m¢ntloned imçdiçlh¢s,were prestribed by me and afe/ were notsupplled-by the Ho_pital. 
That the patient is /was suffering ftom and is/was under my treátmçnt ffom 
The claimn is verified for Gertifricätes applicable In case of hospitalizatiön treptmcht only, 

(Rupces 

MEDICAL OFFICER EOR-OFFICE USE 
1) Amount clajmed so sar 2) Arnount.of the ptgsent clálm 3) Total Amount clalmed including:_ thls clalm. 

4) Certlfied that Shri/ Smt./Km. Daughter/ Wife / Fatlier / Mother of Shri / Smt./ Km. 
. 

as per the details of family available in the office. Who is employcd in the Sports Authority of 
India 

is the Son/ 

5) The claim has been verified and passed for paymcnt of Rs. (Rupees. 
This issue wlth the approval of Secrelary, SAI. 

ASSISTANT DIRECTOR (PERSs) 
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