
Ram an Re s e arch  Ins titute

Me dical Claim  Form

Te s ts
Attach  re ce ipts  and re fe rrals , as  w e ll
as  te s t re ports

Nam e  of th e  Em ploye e

Place  at w h ich  tre atm e nt w as  tak e n

Patie nt's  Nam e

Re lations h ip to th e  Em ploye e

Nature  of illne s s

Cons ultation Ch arge s
1. Ph ys ician (s )
2. Spe cialis t (s )

Me dicine s  purch as e d (lis t total only)
Attach  pre s criptions  for all m e dicine s .
If bills  are  h and w ritte n, ple as e  attach
a lis t in le gible  form .

Am ount Claim e d - I

I   If Out-Patie nt:

:

:

:

:

:

:
:

:

:

1 2 3 4



Ch arge s  for Te s ts .  Attach  th e  Te s t
re ports , along w ith  bills

Nam e  of th e  H os pital.  Attach  re fe rral
from  doctor and th e  dis ch arge  s um m ary

Me dicine s  purch as e d (lis t total only)
Attach  pre s criptions  for all m e dicine s .
If bills  are  h and w ritte n, ple as e  attach
a lis t in le gible  form .

Advance  tak e n, if any

II   If In-Patie nt:

:

:

:

W h e th e r th e  h os pital bill w as  s e ttle d by
th e  Ins titute .

:

Am ount Claim e d - II :

Total Am ount Claim e d - I +  II :

:

Date :

Ce rtifie d th at th e  above  tre atm e nt w as  ne ce s s ary

Doctor's  Signature

Signature  of th e  Em ploye e

Ple as e  obtain an ack now le dge m e nt from  th e  clinic

Num be r of e nclos ure s :
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