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Dated :
Reimbursement Form for payment of Investigation Charges
S.No. Name of Hospital/ Name of Investigation(s)/Test(s) Amount
Diagnostic Centre : - |
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Saving Bank A/c No.

Please attach :- e

e Original prescription slip of W.U.S. Health Centre.

e Original bill of Hospital/Laboratory/Diagnostic Centre.

¢ Photocopy of report(s).

® Photocopy of first page of Bank Passbook/cancelled cheque




