
Medical Reimbursement Claim Form
1. Employee/Insured Details

Name of Employee/Insured

Employee ID/Policy No.

Department

Contact No.

2. Patient Details

Name of Patient

Relationship with Employee

-- Select --

Date of Birth

3. Hospital & Treatment Details

Name of Hospital/Clinic

Date of Admission

Date of Discharge

Nature of Illness / Treatment

4. Expense Details

S. No. Bill No./Date Particulars Amount Claimed



1

2

3

Total Amount Claimed

5. Bank Details for Reimbursement

Account Holder's Name

Bank Name

Account Number

IFSC Code

6. Declaration

I hereby declare that the above information is true and the medical expenses claimed have been actually
incurred by me for treatment of myself or my family members. Originals of all relevant bills and prescriptions
are attached.

Signature of Employee/Insured:

Date: 

For Office Use Only

Remarks/Approval
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