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West Bengal Police Medical Insurance Policy
Enrollment Form

FORM — A
Data of members in excel file format for enrolment under West Bengal Police Medical Insurance Policy issued
by National Insurance Co. & TPA Genins India TPA Lt. for the year...........ccccceo......
Maximum 4 persons are allowed on 1 (Self ) +1 ( Spouse) + 2 ( Son(s) / Daughter (s) / Brother(s)/Sister(s)

1.  want to take policy by paying premium of RS.............c.ceens /-

(Please strike out any one which is not applicable)

Last Year
Genins
Sl GPF Member’s . . Date of Telephone| Remar
No Card ID NO. Rank Name Relationship Birth Age | Gender No. ks
(name of
year)
1 GINIO60 SELF M/F
2 GINIO60 Wife/Husband FIM
3 GINIO60 Son/Daughter M/F
4 GINIO60 Daughter/Son FIM
5 GINIO60 Brother/ Sister M/F
6 GINIO60 Sister/ Brother FIM

Signature of the Primary member

Address



FORM - B

Data of members in excel file format for enrolment under West Bengal Police Medical Insurance Policy issued
by National Insurance Co. & TPA Genins India TPA Lt. forthe year...........ccccvvvveeee..

Maximum 6 persons are allowed on 1 (Self) +1 ( Spouse) + 2 ( Son(s) / Daughter (s) / Brother(s)/Sister(s)+2 Either
Parents or In-laws

1. lwant to take policy by paying premium of RsS...........cccoceeee. /-
(Please strike out any one which is not applicable)

Last

Year
Sl Genins GPF Member’'s . . Date of Telephone | Remar
No | CardID NO. Rank Name Relationship Birth Age Gender No. ks

(name
of year)
1 GINIO60 SELF M/F
2 GINIO60 Wife/Husband FIM
3 GINIO60 Son/Daughter M/F
4 GINIO60 Daughter/Son FIM
5 GINIO60 Brother/ Sister M/F
6 GINIO60 Sister/ Brother FIM
7 GINIO60 Father M
8 GINIO60 Mother F
9 GINIO60 Father-in-law M
10 | GINIO60 Mother-in-law F
Signature of the Primary member
Address



FORM - C
For Retired Police Personnel

| want to become Member of West Bengal Police Medical Insurance Policy by paying premium of
RS e [-. forthe year.......................

Last Pension
Year Sanctioning
Genins Authority Membe Teleph
NSI Card ID PPO Rank r's Relationship Date Age | Gender | one | Remarks
o] NO. of Birth
No. Name No.
(name
of year)
1 GINIO60 SELF M/F
2 GINIO60 Wife/Husband FIM
Handicapped
3 GINIO60 Son/Daughter M/F
Handicapped
4 GINIO60 Daughter/Son FIM
Signatures of the Primary member
Address



FORM -D
For Family Pension Holders (Aged upto 60 years)

| want to become Member of West Bengal Police Mediclaim Policy by paying premium of Rs............... /-. for
theyear.......ccoooveeennn,

(Please strike out any one which is not applicable)

Last
Year
Genins
Sl GPF Member’s . . Date of Telepho| Remark
No Card ID NO. Rank Name Relationship Birth Age | Gender ne No. s
(name
of
year)
1 GINIO60 SELF M/F
2 | GINIO6O Son/Daughter M/F
3 GINIO60 Daughter/Son FIM

Signature of the Primary member

Address



FORM — E

For Family Pension Holders (Aged 60 years above)

| want to become Member of West Bengal Police Mediclaim Policy by paying premium of
RS [-.forthe year.........cccceeeeveieeincccnnn,

(Please strike out any one which is not applicable)

Last

Year
S| Genins | GPF Rank Member’s | Relatio Date of Birth | Age | Gender Tele’\;l):one Remarks

No | CardID | NO. Name n-ship

(name
of year)

M/F

SELF

1 GINIO60

Signature of the Primary member

Address



Check list for Reimbursement under M ediclaim Policy for Police Employees

All reimbursement claims to be submitted to the office of TPA through their sector representative(s) with the

following documents:

v

AN N N N N SRR

<

Filled up Claim Form mentioning claim amount, ID Card No., GPF No., Phone No., Bank Account No.,
Name of Branch of Bank and IFS Code No.

IRDA guided claim Form “Part-B”
Advice for admission/ Emergency Admission Note.

Discharge Certificate.

Discharge Certificate/ Day Care Certificate and all Bills Vouchersin case of Day Care Treatment.
Final Billswith break up and Numbered money receipt & cash memo for Doctor’s Fees.

Prescription / Medicine Bills/ Pathological test reports.

Implant Sticker / Tax in voice.

Prescription / Medicine Bills/ Pathological test reports etc. for treatment of 30 days pre hospitalisation
and 60 days post hospitalisation.

MLC copy/ FIR copy/ Self declaration in case of accident.

Prescription/ Discharge Certificate/ Final Bill/ Recommendation of Unit Head through Police
Directorate for Buffer Claim.

All papers to be submitted in original.



Personal Accident Policy for Police Employees and Retired Personnel

Enrollment Form

Declaration for PA Claim

Assignment (applicable when proposal is for own life)

I have taken PA Policy issued by National Insurance Company Limited by paying
premium Of RS......ccceveueenne /-

L e (Name and Brass no of the
Police Personnel / Ministerial Staff / Employee) do hereby assign the moneys payable in the
event of my death by National Insurance Company Limited to
............................................................................... (Name of the person to receive
compensation) Who iS MY ....cccvviuiiiiiiiiiiiiiiii e (relation with the member)

and I further declare that his/her receipt shall be sufficient to discharge the Company.

Place.....c.cccoeuenen. Date ...cocvveviiiiininnnn.. Signature of the Proposer

Assignment witnessed by

Sl. No. Name Address Signature

Name, Rank and Signature along-with official seal of the person verifying this proposal

(Officer of D. S. P. and above rank must sign this form)



Declaration for PA Claim

Assignment (applicable when proposal is for own life)

I have taken PA Policy issued by National Insurance Company Limited by paying
premium Of RS.....cccceveevenvennee. /-

PP (Name and PPO No of the
Retired Police Officer ) do hereby assign the moneys payable in the event of my death by
National Insurance Company Limited to
............................................................................... (Name of the person to receive
compensation) Who iS MY ....cocvviniiiiiiiiiiiiiii e (relation with the member)

and I further declare that his/her receipt shall be sufficient to discharge the Company.

Place.......c..c........ Date ...cooevviviiiiiennnn.. Signature of the Proposer

Assignment witnessed by

Sl. No. Name Address Signature

Name, Rank and Signature along-with official seal of the person verifying this proposal

(Officer of D. S. P. and above rank must sign this form)



Check list for Claim under PA Policy for Police Employees and Retired Per sonn€l

1) Forwarding letter mentioning that the deceased Police personnel was under coverage of the
policy at the time of accident.

2) PA Claim Form (National Insurance Company Ltd.) with Bank Account details of Legal Heir of
the deceased duly filled by the legal heir and your office and original application of the legal

heir.
3) Attested copy of incident report in detail.
4) Attested copy of investigation report.

5) Attested copy of FIR.

0) Attested copy of Command Certificate or Certificate to be issued by Head of the Unit about on
or off duty.

7) Attested copy of Post Mortem Report.

8) Attested copy of Death Certificate.

9) Attested copy of Voter Identity Card of legal heir.

10)  Attested copy of Aadhar Card of legal heir.

11)  Attested copy of Aadhar Card or Voter Identity Card of the deceased.

12) Filled up original Assignment Form for nominee verified by one DSP rank officer of
Dist./Unit with his name and seal or if Assignment Form is not filled up then i) legal heir
certificate and ii) Original Affidavit issued by First Class Magistrate of the Court regarding no
objection of other legal heir(s), if any.

13) Copy of a cancelled cheque of the claimant.

14) Receipt Copy of premium under P.A. policy for the policy period paid by Police personnel

before his death and issued by your office
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Profession or Occupation
of the Insured/Injured Person
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Age of the Insured / Injured Person .
. ( lat birthday ) . - \1
¥
-
4, o
Address in Full
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Give the name and the address of the
# : 5 Doctor [ Hospital | Nursing Homie where the
e Insured /the Injured person for these injuriss

iz being treated. Has any other Medicsl
man been consulted ?

10. fwfeem sfwl sew @ wiesf oo
it oam =i sv s Al (IR
s ) oW e
When and where can the Insured or the
ifijured person be visited ( if necessary ) by
a Medical Officer or en Official of the
Company 7 j

=

1. = @fm /s i‘mgﬁm*%aﬁ
er @ Tlfis O s ssem g Ay
 Was the Insured | Injured Person in good
health and free from physical defect or
infirmity &t the time of the accident ?

12, s e s =T SdeT 491 8 See B
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Is a claim being made under any other

Parsonal Accident Insurance 7 If so, pleasa

state the narne and address of the insurance
B __ Company slongwith its Policy Number,
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Govt. Compensation for Death /Disabled of Police personnel on duty

8.

0.

Check list for Govt. Compensation for Death /Disabled of Police personnel on duty

. Original application of the claimant

. Identity proof of the claimant

Legal heir Certificate

. Incident Report

. FIR/ Investigation Report

Post Mortem Report
Death Certificate
Command Certificate (for Police personnel)

Recommendation of District Magistrate- in case of election duty

10. Disabled Certificate issued by Medical Board- in case of disabled

11.Domicile Certificate — in case of Death of CPMF on duty

12. Recommendation of Nodal officer in terms of G.O. No. 3914 PL Dtd. 08.01.15-

in case of Death of CPMF on duty
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Police Salary Package for Police personnel

Forms

Annexure-I
The Branch Manager
State Bank of India
Branch

Dear Sir,
POLICE SALARY PACKAGE - (1) REQUEST FOR CONVERSION

OF SAVING BANK ACCOUNT TO PSP ACCOUNT AND
(2) UNDERTAKING FROM ALL PSP ACCOUNT HOLDER, NEW & CONVERTED

1. I maintain a PSP SB account with your branch and the account number is I intend
to open a new PSP SB Account. | am presently employed as with West Bengal Police
Department, my ID number is and my date of birth is (DD/MM/YYYY).
My mobile number is . My present address is appended below which may please be

incorporated in your records for which I am enclosing a certificate issued from the unit and request you to
accept it for satisfying the KYC norms as prescribed by your bank, along with other document(s) as prescribed
by the RBI.

2. In this connection I request that my existing account be converted into a Police Salary Package
account with all its special features.

3 As regards converting my account to Savings Plus account: (Please tick in the appropriate box)

a. I do not wish to avail of this facility OR

I:I b. I request you to convert my savings account into a Savings Plus account.

( if b, then the application is being submitted separately)
I confirm that I have read and understood the Terms and Conditions of Savings Plus Account. Payment of
proceeds, as well as nomination for the term deposits so made would be as per my/ our Savings Plus Account

with you, by debit to which the Multi Option Deposits would be created.

4. Since I am presently posted at / is being posted to I request that my account should be
transferred to Branch of SBI for ease of operation.
5. I hereby undertake that I shall obtain a No Objection Certificate letter from SBI in case I desire to

change to any other Bank for credit of salary. I further undertake that I shall not seek to change my salary

bankers from SBI unless I have liquidated all loans outstanding with SBI.

Address:

Date: Yours faithfully,

Place: Signature
Name:
(With Rank and Decorations)
Mobile no-
Address:

Recommended

Signature
15



Seal of the Department Head /DDO

Annexure-I|
The Branch Manager
State Bank of India

Branch

Dear Sir,
POLICE SALARY PACKAGE — REQUEST FOR ISSUANCE OF NOCTO
TRANSFER SALARY FROM PSP ACCOUNT WITH SBI TO ANOTHER BANK
1. I maintain a PSP SB account with your branch and the account number is / 1 am presently employed as
with West Bengal Police Department and my ID number is . My present address is
2. | request you to issue me a No Objection Certificate as | desire to change my salary bank from where | draw my monthly
salary i.e. SBI Branch to Bank for the following reason:

3. | further declare that | have no loan(s) outstanding with SBI.

Date: Yours faithfully,
Place: Name
(With Rank and Decorations)
Address:

To be submitted to the Home Branch Bank in duplicate and acknowledgement obtained from the
Branch Manager/Authorized signatory of SBI on the second copy, duly stamped including date of
receipt by the Bank and signature number of the Bank singnatory.

16



Annexure-lll
The Branch Manager
State Bank of India
Branch

Dear Sir,

REQUEST FOR OVERDRAFT IN SALARY ACCOUNT

1. | maintaining a (Salary Package) Savings Bank Account No. with your branch. | confirm that | have
received salary credits in aforementioned savings account for atleast past 6 consecutive months.

2. lrequest you to grant me an overdraft limit (facility) as under:
Amount of Overdraft Required # :Rs.

Net Monthly Salary :Rs.

Tenor of Repayment : months (Max 6 months)

I am enclosing photocopy of my salary slips for your ready reference. The above loan is required to meet my urgent
personal/domestic expenses.

(# Maximum equivalent to two month net salary)

3. In consideration of your granting me the above facility, | agree.

i. that interest on the amount of overdraft loan will be applied at the rate of ............ % above 2 Yrs MCLR, the present effective
rate of interest being .......... % p.a. at monthly rest, provided that the Bank shall at any time, and from time to time be entitled
to vary the spread/Base Rate at its discretion.

ii. that the overdraft facility will operate on reducing drawing power basis, at monthly intervals, to the extent of the instalment
commensurate with the tenor of the loan commencing from the month following the date of sanction of the facility. Interest
when applied will be serviced every month. The liability to the Bank will be extinguished only when the outstanding in the
Overdraft becomes Nil on payment of all instalment together with interest at the rate applicable.

4. | further undertake:

i. that as a precondition to the overdraft advance granted to me by the Bank, | shall not withdraw/revoke the
authority/instruction to my employer to credit my salary to the savings account with you, till liquidation of the overdraft with
up-to-date interest.

ii. to execute necessary authorization/documents, if any, as deemed just and necessary by the Bank in accordance with the
scheme.

iii. to pay the monthly instalment with interest on or before the due date, in case, my salary is ot credited to the above account
for any reason whatsoever.

iv. | shall obtain a No Objection Certificate latter from SBI in case | desire to change to any other Bank for credit of salary.
v. | shall inform the Bank in event of my resignation, transfer, retirement, discontinuation of service.

5. In the event of delay/default in credit of monthly salary to the savings account, resulting in irregularity in the account, at any
point of time, the Bank may send reminders and the entire incidental charge appurtenant thereto would be recovered from
me/us.

6. | further agree that the Bank is at liberty to disclose/share my Credit information to/with Information Company formed under
the Credit Information Company (Regulation) Act, 2005, as to the loans granted to me and any other manner which the RBI may
consider necessary for inclusion | the Credit Information to be collected and maintained by Credit Information Companies and
the Bank is not liable in any manner to me/us for providing the information as aforesaid to the Information Company

17



Yours faithfully,

(Applicant)
Name:
Address:
Date

18



WwHE.T. -1/ Form D.A. -1

TR WHTHT o TFa=d | o =7 fat—am srfafaa, 1949 7 9w 45 o= v A
# & wradTe (AT ) Fram, 1985 & fram 2(1) & srta AT

Nomination under Section 45ZA of the Banking Regulation Act, 1949 and Rule 2(1) of
the Banking Companies (Nomination) Rules, 1985 in respect of Bank Deposits.

f/em
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(Mame and addressas)

nominate the following persons to whom in the event of my/our minor's death the amount of the deposit,
pariculars whereof are given below, may be returned by

(Wame and address of the branch/effice in which deposit held }

AT/ Deposit
T/ Mature of BT %, Distinguish No. | 3171 faram, @if2 #18 w1/ Additional details, if any
1A Neminee
FTHA F AT Az Afafa === wa,
am Lol T, AR EEE | T o] =4 faf
Mame Address Refationship with Age If Memines is a minar,
depositor, if any his/her date of birth
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&1 il & ST & dm
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2. ** Asthe nominee is a minor on this date, IWe appoint Shri’'Smt /Kurn.

{Mame, address and age)

o receive the amount of the depasit on behalf of the nominee in the event of my/ouriminor's death during minarity
of the nominee,

I [ Place : e 31) ® g AR e
ﬁqﬁf Date Signature(s)Thumb Impression of depositor(s)
i F1 A, TR UE T @

Mame(s). Signature(s) and

Address(es) of witness(es) @

-

el v fem s =i o 8w 98 vg A W st m e R am eRr e e s W
o FETEE | ATH F FE F O E .
Where deposit is made in the name of minar, the nomination should be signed by a person lawfully entitled to act on the
MG,
v IRR gEEm A ER )
Etrike out if nomines is not @ minor
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1)
2)
3)

4)
5)

6)

7)
8)

9)

10)

Check List for claim under Police Salary Package of Police personnel

Filled up claim form as per proforma of United India Insurance Co. Ltd. (Annexure-4)
and (Annexure-5).

Attested copy of Death Certificate.

Attested copy of FIR.

Attested copy of Post Mortem Report.

Certificate from Home Branch indicating the account of deceased as Salary Package
operating account, along with variant, name of the nominee / joint account holder(s)
as per Bank record (Annexure-6).

The application by the claimant containing details of his Account Number (i.e. Bank,
Branch, Account No, MICR Code No, and IFS Code No.) along with cancelled cheque
of his bank account for the purpose of NEFT payment of claim, for submission of
United India Insurance Co. Ltd., as per (Annexure-7) & (Annexure-8).

Attested Copy of Aadhaar Card of Legal heir (.)

PAN card copy of the Claimant. If PAN card is not available, then form no. 60 (Filled
up).

Other suitable document to prove legal case, if the claimant is not a joint account
holder/no nominee as per Bank’s record.

If nomination of deceased personnel is not registered in the SBI where the Salary
Package Account is being maintained then (i) Legal heir certificate attested by First
Class Magistrate ii) Original Affidavit for no objection of other legal heir(S) certificate

issued by First Class Magistrate of the Court as per proforma of Insurance Company.
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UNITED INDIA INSURANCE CO. LTD

Do- X, Moker Bhavan Na.-01, 1st Floor, Sir V. T Marg, Mumbai 400 020

GROUP PERSONAL ACCIDENT/ AIR ACCIDENT CLAIM INTIMATION FORM

Annexure 4

To be submitted for claiming Personal Accident Insurance (PAI) (death only] fAir Accident Insurance cover [AAl)
{death only) on salary package account within 90 days ofter date of death of Salary Pockoge Account holder of 581

Issuance of this format for intimation of a claim is not to be taken as an admission of liability.

ap%

PES)

l.ﬂoh'c}r No (A/c | Fax No. : R A R
State Bonk of India ) = 5 Toll free Phone No. :
‘Pﬂﬂcy Period r.m .01.2019 to 03.01.2020 Email Id:
[ |
1 |Name of Salory Account holder
| o ‘ |
5 Address in full
|
a) Date of Death
b) Date of Accident
3 .‘f] Time of Accident
| . : 5
d) Place af Accident
e) Details of Accident
L1
4 __Balary Fackage Account No. o
i P/SGSP, P/RSP/SLISP
5 [t of Salary Package Account & CSP/DSP/PMAPICGSE/SGSP/CGSP/PSP/RSP/SUS
5 |Variant of Salary Package A/C:  Silver Gold ’j Digmond E PIatFnuJ:D
7 MNaome of the orgonization in cusei@ Army / Air Force / Navy / Indian Coast Guard/ Assam Riffe /
‘af DsP/ PMSP / ICGSP Rashtriya Rifle / BRO (GREF) / BSF / CREE / CISF S ITBP / SSE FNSG
Personnel / Force number in cose,

of DSP / PMSP / ICGSP

Details of organization and

Name:




)

|_ - R;g;m*rﬂ,f Unit Na. in case of
sp/PMSE/ICGSP Address:

WName:

Details of 58! Branch where SalaryBranch Code !

£ Account is maintalined Address:

Name of Nominee/loint Account
11 ‘holder in the salary package

| Em:caunt {If Available]

i1z

|Relationship of Nomines with
Account Holder [If Available]

Address of the Nominee

13 |af availoble)

14 |E Mail 1D of Nominee (if available)|

15 Contact Number of Nominee

{if available)

[#Corporate Salary Package (C5P), Defence Salary Package (DSP), Paro Military Salary Pockage (PMSP), Indion Coast
Guard Salary Pockage (ICGSP), State Government Salary Pockage (SGSP), Central Government Salary Pockage (CGS5P),
Police Salary Pockoge (PS8} and Railway Salary Package (RSP, Start-up Salary Package (SLSP)]

@ STRIKE OUT WHAT IS NOT APPLICABLE)

The faregoing details are true to the best of my / aur knowledge and belief.
Signature of person INHMOLING CIOIM i srsssss sssssses sesssi sanismsbsssssss sississ fissa réasssmsrnsie

Full Name of person Intimating Claim B e o

Relationship with Deceased Account HOIEr ... ceceereeesreeees e B

Contact details of person intimating Claim !
LONAIE NG ivisiiveisisrsirsrmssistimrmasssmmsssess

Mobile No  ....ovvieeene oD

EMOIID.  .iimmsmmissimsninissinimiisisissnss

(Intimation may be advised through Email, Post, Telephone/ Fax)




UNITED INDIA INSURANCE CO. LTD.

DO- X1, Maker Bhavan No.-01, 1st Floar, Sir . T, Marg, Mumbai -400 020

nnexure 5

GROUP PERSONAL ACCIDENT/ AIR ACCIDENT CLAIM FORM

Submission of this format for claim is not to be taken as an admission of liability.

' olicy No.
State Bank of India )

Fax No. :
Toll free Phone NO. | ..o vesresniains

olicy Period

04.01.2019 to 03.01.2020 Emall id-

2 Address of Claimant

1 Wame of Sofary Account holder

@) Date of Death

b) Date of Accident

3 i) Time of Accident

d] Place of Accident

ie) Details of Accident

4__Solary Package Account No

5  |Type of Salary Package Account

# CSP/DSP/PMSP/ICGSP/SGSP/CGSP/PSP/RSP/SLSP

6 |Variant of Solary Pockage A/C -

\@ Silver/ Gold/ Diamond/ Platinum

7 Name of the organization in case@ Army £ Air Fn;;:- A Navy / Indian Coost Guur-df Assam Rifle /
of DSP / PMSP / ICGSP Rashtriya Rifie / BRO (GREF) / BSF / CRPF / CISF / ITBE / 558 i--" NSG

MName af Namﬂneeﬂnﬁnt_ Account
8 |holder in the salary package
account [If Available]

Relationship of Nominee/ Joint
8 Wccount holder with Account
Holder [If Available]




J |E Mail 1D of Nominee (if available)

11 Maobile Number of Nominee
| \Brarich Name:
|
15 [Details of SB1 Branch where SalaryCode :
\Account is maintained ddress:
Details of organization| .
; . : ame:;
13 (Regiment/ Unit no. in case o
DSP/PMSP/ICGSP  also  to  be
; Address:
mentioned)
Personnel / Force number in case
14 |of DSP / PMSP / ICGSP
- PAl: ( INR)
15 |Claim Amount AAI; (INR)
WAdd on Covers: { INR) ]
4




Documents Submitted (Tick the box)

{ s ¢ Viscera Report / Chemical Analysis Report in
A Annexure 6:

1l case where post mortem report shows the

| Duly stamped and signed 8Bl Branch ol FIs e =

s death due to poisoning or alcohol or
AT ttarh cause of _
Manager's. Certificate on Bank Lettechead confirm after Viscera/Chemical Analysis Report

Annexure 7 :
NEFT Form of Nominee/laint Account /Claimant
holder in the selary package account

Aodhar Card of Nominee/Joint Account holder
/Claimant in the salary package account

PAN card copy of the Nominee/loint Account
Copy of Degth Certificate holder/ Claimant in the salary package
account. if not available, then form 60)
Phatacapy of the first page of the Bank
Passhook or Chegue containing the Name of
Copy of Post Mortem Repaort Account Holder, IFSC Code of the Bank, Bank
Account Number of Nominee/joint Account
__{;_afderf Claimant

Other suitable document to prove legal heir

Copy of FIR Report | ship in case claimant is not @ nominee / joint
% ) | account holder as per Bank’s record

Defence Authority report in case FIR is not In ease of multiple heirs, (consent from all the

available (Far Armed forces) | legal heirs)

{ hereby declare that the foregaoing stotements made by me are true in all respects, that | have not
attempted to conceal from the Company anything with which it ought to be mode acquainted and that
if | have made or in any further declaration the Company may require shall make any false or
froudulent statement or untrue gverment whatever, the Claim shall be void and my right to
compensation forfeited. | am willing if required, to make and provide to the Company a statutory

Declaration of the whole of the foregoing statement or of any aother statement made in connection
with this claim.,

Signature of Nominee/Joint Account Holder/Claimant
Date e




Annexura 6
(On Bank'’s Letter Head)
State Bank of india,

Branch Name : Branch Code No:

Address:

Email:

Tefephone No: Date:

| Policy No.: Policy Period 04.01.2019 t0 03.01.2020 |
This is to certify that Shri/Smt/Ms. whao has expirad on due to accident
(as per the documents enclosed), is o holder of Salary Package Account, the details of which are as
under:
==

1 | Name of the Salary Package Account holder

7 | Address in full (as per Bank records)

3 | Date of Accidental Death (as per death
certificate)

4% | Details of SBI Branch where the Salary Package

Account is maintained Name
_ Cade

5 | Type of Salary Package account

DSP/PMSP/ICGSP/PSPICSP/SGSP/ICGSP/RSP

y ;| AfeNo.
__E_ Sallary Package Areount details : .  Variant | #Silver/ c_i‘gfg'f ﬂa‘umonpﬁ»‘ Platinum |

7 | Claim amount under Personal Accident/ Air PAl Rs.

Accident Insurance (Where Applicahle) T AAl Rs.

8 | Nominee registered with the Bank on above
mentioned Salary Package Account.(if any)

Address of Nominee

Phone No.

g | Full name of Joint Account Holder(s) of the

Joimt Accounts)

above mentioned Salary Package Account (for

Full Address of Joint Account Holder

“Phone No.

{# Strike out what is not applicable)

The Bark o its Officers will not be held responsible for the genuineness/aufenticity
report, ete, being submined by the claimant to the Insumnce Company. It shall be
thiir authenticity, All further cormespondence sheld be mnde directly between the cloimant 4n
will he entirely the responsibility of Insurunee Company. All settlementsidisputes will be between th

anid the Bank will not be a party oo such disputes,

For State Bank of India,

of documents like FIR, Death Cerificate, Post Moriem
the responsibility of the Insurance Company to ascertain

d the Tnsuranee Compiny. The claim sétloment

[

Branch Manoger

(55 No.

Bronch)

}

¢ clwmant and the [nsumance Compuny




NEFT FORM FOR PERSONAL ACCIDENT INSURANCE
(To be submitted by the claimant only)

@

UNITED INDIA INSURANCE CO. LTD.

DO- X, Maker Bhavan No-0L, 1st Flaar, Sir V. T Marg ,Mumbai -400 020 Email Id: WSangianiedic &o.in
Annexure 7
Sir,

I/We furnish below details of my/our bank account to be used for effecting payments due
to us by NEFT/RTGS

1 Registration for NEFT/RTGS payments |
Name of the Claimant
{Account Holder) N . o _ !
Category Personal Accident Insurance (Death) claim / |

Air Accident Insurance claim
SBI Salary Package Account Holders
|Eplicy Number

Policy Period =
Claim number, if any ,
provided (policyholders only) |

Permanent Address Address for Communication

"2 Bank Account Details for NEFT/RTGS ]
hame of account Holder/Claimant B ]
Bank Name . ) _ ] -
Bank Branch Name o B N
Bank Branch Address e —
MICR Code N | ——_ 1
Full Bank Account No. (for NEFT) | _ !
IFSC Code

Please attach a copy of a cancelled cheque leaf or Photo copy of the first page af the
Bank Pass Book containing the name of account holder, Bank account number, IFSC
cede. Please verify the details with your bank before submitting. :

I'We heraby declare that the particulars given abowve are corect and express myfour willingness to receive
credit of claim proceeds through the mode indicated above Notwithstanding my/our choice of mode, United
India Insurance Co. Ltd. reserves the right to issue a chequelcradit the account in the mode that may seem
fit. I'We would not hold United Insurance Co. Lid. responsible if the transaction is delayed or not effected at
all or cradited to an incorrect account for the reasons of incempletefincorract infarmation.

Signature of the Applicant (Claimant)

Place:
Date:

i
b




UNITED INDIA INSURANCE CO. LTD. _
DQ- X, Maker Bhavan No.-01, Ist Floor, Sir V. T. Marg, Mumbai -400 020 Email 1d: visanglani@oiic,co.in

Annexure 8
Mo. Datad

Dear Sir/ Madam

CLAIM UNDER PERSONAL ACCIDENT INSURANCE (DEATH)/ AIR ACCIDENT (DEATH)
COVER FOR SALARY PACKAGE ACCOUNT NO:
POLICY NO: VALID FROM TO

SALARY ACCOUNT HOLDER:
CLAIMANT: SHRI/SMT/Ms

We forward herewith an application for claim under Personal Accident Insurance (Death)/
Air Accident Insurance received from Shri/fSmtMs._. ... _.................... Son/
Wife/Spouse of ShrfSmtMs .........................., a Salary Package account
holder with our branch under CSP/DSP/PMSP/ICGSP/RSP/SGSP/CGSP/PSP Start up,
along with the following enclosures:

a) Claim form duly filled up

b) Copy of claim intimation (if available

¢} Copy of Death Certificate.

d) Copy of police report and FIR. (Far armed forces, Defence authority report in case FIR
is not available)

g) Copy of Post Mortem Report

f) Certificate from the Bank together with the name of the nominea/ joint account holder,
duly certified by the Bank officer with full address

g) Pan Card copy /Form 60 of the claimant.

h) NEFT Farm of the claimant, containing original cancelled cheque of the Bank account
on the name of the claimant/ Photo copy of the first page of the Bank Pass Book
containing the name of account holder, Bank account number. IFS code,

1) For Air Accident (Death) Insurance claim : Certified copy of Bank statement of Salary
Package account indicating purchase of Air ticket/ payment to travel agent for

purchase of Air ticket by debit to Salary Account using SBI Debit Card/ Internet
Banking. :

The application and above documents are being forwarded to you, without any
responsibility of the Bank or its officers regarding their genuineness/ authenticity except
item (f) above and it shall be the responsibility of the Insurance company to ascertain the
authenticity of the relevant documents. However, for any clarification in this regard, please
correspond directly with the claimant at the address mentioned in the claim form.

Yours faithfully,
Asst. General Manager/ Chief Manager/Branch Manager

Copy for information to:
(Name and address of nominee/ claimant).




“Iri captioned claim with related annexure as mentioned above submitted by you have
" been forwarded to United India Insurance Company Ltd. at the recorded address.

~ Mowever, please note that all future correspondence in this regards should be taken up

" diractly with the Insurance Company without involving the Bank. The Perscnal Accident
(Death) Cover/ Air Accident Insurance cover, for Salary Package Account holders will be
dafined by the company as per the standard accidental death policies. The claim
settlement will be entiraly the responsibility of Insurance Company. All the settiement/
disputes will be between the claimant and the Insurance Company and the Bank will not
ba a party to such disputes.

Asst. General Manager! Chief Manager/8ranch Manager
(with stamp & seal of branch)

Copy for information and necessary action to!
Anand Rathi Insurance Broksrs Ltd., Ragent Chambers, 10" Floor, Jamanlal Bajaj Marg,
Mariman Point, Mumbai 400021

Asst. General Manager/ Chief Manager/Branch Manager
(with stamp & seal of branch)




D. ADDITIONAL DOCUMENTS FOR ADD ON COVER (Accidental Death)

In addition to all documents applicable for submission of Personal Accident Insurance
Claims,
i. Cost of Plastic Surgery / Burn (only for Gold, Diamond, Platinum)
a. Treating doctor’s / Surgeon Certificate.
b. Original Discharge Summary containing all relevant details.
c. All original bills and their receipts.
d. Copies of all reports and prescriptions.
e. First prescription / consultation letter from the Doctor.
f. Original Money Receipt duly signed with revenue stamp.
ii. Transportation of Imported Medicine (only for Gold, Diamond, Platinum)
a. Medical Practitioner’s prescription.
b. Copy of medicine invoice.
c. Invoice copy of freight expenses mentioning details of medicine imported, country of
origin from which it is being imported, date and price of the medicine and freight
expenses.
iii. Death after Coma after accident (more than 24 hrs.)
Medical certificate mentioning the duration of coma (start and end of coma period)
supported by discharge summary and Indoor case papers.
iv. Air Ambulance - Maximum Rs. 5 Lakhs
a. Attending Doctor’s advice / note with reason for shifting of the patient.
b. Original invoice and receipt for the Air Ambulance mentioning date of travel, sector (from/to
place) and total amount.
v. Girl Child Cover:
a. Education fund Education (only Graduation) — 10% of PAI cover, maximum
Rs.1 Lakh.
i. Copy of admission confirmation and certificate from educational institute
stating details of full time course in a recognized college in India for
Graduation along with duration of course and date of enrollment.
ii. Birth certificate of the Girl child.
b. Marriage expenses: (18-25 age)-10% of PAI cover, maximum Rs.1 Lakh
i. Birth certificate / Date of birth proof of girl child.
ii. document showing relationship with deceased Salary Account holder.
vi. Family Transportation - maximum Rs.20,000/- (cost of travel incurred by
immediate 2 family members to reach place of accident)
a. Original bill receipt and travel ticket showing date of travel, Sector (from/to) and amount
incurred.
b. Copy of proof of the immediate family member such as Ration Card.
vii. Repatriation of mortal remains - maximum Rs.10,000/-
Original Bill and receipt for transport of mortal remains, showing date and sector
(From/to).
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Annexure A

Claim Process for Personal Accidental Insurance

SBI Gold/Yuva/Pride/Platinum/Premium/Signature Debit Card
Visa d

1, Policy No: 240700421910000081
(Please note: Policy number has to be mentioned on every communication to the
iNsurance company.)

2. The claimant (s) has to submit Personal Accident Insurance Intimation Form
{Pages 2-3), within 90 days from date of the accidental death of the Cardholder
though speed/registered post/courier/by email/ by hand /tele-call:

GLOBAL INSURANCE BROKERS PRIVATE LIMITED

SHAUN D'SOUZA (ASSISTANT MAMAGER - AFFINITY),

5" FLOOR, ONE FORBES,

DR. V.B. GANDHI MARG, NEAR KALAGHODA,

FORT, MUMBAI — 400001 Tel. +9122 61845620 Board. +9122 66560505

Fax: +9122 66560506 Mob: +91 9619943428

Email Ids: claim,cards@qlobalinsurance.co.in / shaun.dsouza@globalinsurance.co.in /
shaleen. trivedi@alobalinsyrance.co.in

Additionally, mark Emails to NATIONAL INSURANCE COMPANY LIMITED,
Email ID : Vinayak, Bhise@nic.co.in / 240700@nic.co.in/ Rachanak.Singh@nic.co.in

3. The claimant (s) has to submit the documents as per the Documents Check List for
Personal Accident Claim (Page-4) along with Certificate from the Bank’s Branch where
the Cardholder’s account is maintained, confirming death of the Cardholder, his Account
Mo. and Debit Card No. {(Pages 7-8).

4. The Personal Accident Ciaim Form (Pages 5-6) duly filled & signed by claimant in all

respects should be submitted within 90 days from the date of death with the above

address though speed/registered post/courier/by hand.

The claimant (s) will also have to submit Bank Account Details (Page-9) at the time of

settiement of claim,

6. All correspondence shall be only between the claimant (5) and National Insurance
Company Limited,

7. Detailed terms and conditions are provided on Pages 10-11.

8. Flease note that all the documents submitted in regional language need to be translated
to English to avoid delay in the settlement process.

Note: Insurance Company is not liable to cover SBI debit card variants which are not opted to

cover by SBI under the Policy issued as per BIN list provided by SBI subject to admissibility

under the policy.
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Schedule I

AUAT FRIANT H+geT Afdes

(HHA TR T 3T

e wafitys seadew, oft A5 oA WL
FHT |1 AT, T AwE 400 614
NATIONAL INSURANCE COMPANY LIMITED

A Gowt., of india Undertaking)
Eetopur Bronch : Vindhs Commerclal Comples, 5 Floor, Plob Na, 1,
Sector 11, CHD Befapir, Naw Mumbog) - 400 514

IS S
4 National Insturance

Tel, 2757 5426/2757 9963 (D): 2756 0813 Fax: 2757 4342, website! www._nationalinsuranceindiz.com
Emall Ids: Vinayak.Bhise@nic.co.in / 240700@nic.co.in / RachanaK. Singh@nic.co.n
(Registered & Head Office: 3, Middleton Street, Kolkata — 700 071)

Personal Accident Insurance Intimation Form on SBI Debit Card
This form Is not to be taken as an admission of liability.

Date:
Place:

Policy No: 240700421910000081
1. | Name of SBI Debit Card Holder

2. | Address of the Cardholder

Age of the Cardholder
SBI Debit Card No,
Type of SBI Debit Card |
Account No.
Date of Accident Date: Time:
Date of Death Date: Time:
7 | Where the accident did took place?
How did the accident occur?

Name of the SBI Branch and Branch | Branch Name :

8. | Code where the Cardhelder's account |
is maintained Branch Code :

Personal Accident Insurance Cover
Claim amount fto the extent as
applicable to the Card Variant
(Air/Non-Air)

oo | w

Rs.

| 10. | Name of Claimant

11. | Full Address of Claimant




Mame of Person who intimate the

*e claim
13 | Contact No { Compulsory )
14 | Email ID for Further Communication

[Signature]
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Schedule 11

AYTT SRANTH H+Tal fAS

(T FORT W T

BRI AW e T SR seass, s S5, o w
P 1, A g, A HeE - 400 614

NATIONAL INSURANCE COMPANY LIMITED

{4 Gt of ndia Undertaking)
Belapur Branch * Vindhpa Commerciol Compler, 5 Flagy, Plot No. 1,
Sector 12, C80 Belmpwy, Nawi Mo — 400 514

£ H9Fe TR
4 Natjonal Instirance

Tel. 2757 5426/2757 9963 (D): 2756 0813 Fax: 2757 4342, website: www.nationalinsueranceindia.com
{Repmtered & Head Office: 3, Middigton Straat, Kolkats = 706G 071)

Documents Check List for Personal Accident Claim

Sr | Documents

Copy of claim intimation letter to be sent to National
Insurance Company Limited

Claim form duly filled up.

Bank Certificate ( Schedule

Bank Details of Claimant ( Schedule

Certified copy of Palice Report and F.I.R./ Panchnama.

Copy of Post Mortem (Autopsy Report as per PM report).

Medical Certificate from 1% attending Doctor in case of
death after accidental hospitalization.

Original Death Cerlificate
Aadhar Card of the Cardholder
10. | Affidavit from Legal Heir(s) |

11. | Original Debit Card B r
Documents from serial no. 3 to 9 need to be duly attested by issuing autherity or police

authority official,

wle|l N ea|lv | slwin
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Schedule ITI

AYAT IR Hgar fAafdes

(30 AU R OE)

AT AvIE e T A ws, s SR cmre W L
T 10, F A E Ay, 0 HEE - 400 614

MATIOMNAL INSURAMNCE COMPANY LIMITED

A Gowt. of indin Undertmking)
Belopur Branch ; Vindhpa Commereiol Camples, 8% Flage, Plot Na, 1,
Sector 13, CAD Belopar, Navi Mumbad — 400 §14

4 NationalInstrance

Tel, 2757 5426/2757 9963 [D): 2756 0813 Fax: 1757 4342, website: www.nationalinsuranceindia.com
Email 1ds; Vinayak Bhise@nic.coin £ 240700@ mc.couin / Rachanak Singh@mnic.coin
(Registered & Head Office: 3, Middleton Street, Kolkata = 700 071)

Personal Accident Claim Form

If the Insured is unable to complete this form, it may be filled up on his behalf.
The Insurers do not admit liability by issuing this form

Palicy No: 240700421910000081 Claim No:
. (b0 b filled by Natenal Insurance Company Limibed)

1. | Name of SBI Debit Card Holder

2. | Address of the Cardholder

3. | Age of the Cardholder

4. | 5BI Debit Card No.

5. | Type of SBI Debit Card

B. ' Account Mo,
i Date of Accident Date: Time:
| Date of Death Date: Time:

7. | Where the accident did took place?

How did the accident occur?

iName of the SBI Branch and Branch | Branch Name :
B. | Code where the Cardholder's account
| Is maintained Branch Code ;

| Personal Accident Insurance Cover to
8. | the extent as applicable to the Debit | Rs.
| Card variant

5



Mame of Claimant

Full Address of Claimant

12

!

Contact No of Claimant (Compulsory)

13

Email ID for Further Communication

[Signature of Claimant]
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Schedule IV

(On Bank’s Letter Head)

SBl of India,

Branch Name: r Code No
Address:

Telephone Ma Fax No:
Email: ({@sbi.co.in

Ref Mo, Date:

Policy No: 240700421910000081
Personal Accident Insurance Claim on SBI Debit Card
BI Debi

This is to certify that Shri/Smt/Ms

who has expired in an accident on

documents enclosed), is a SBI Debit Cardholder.

(as per the

Name of SBI Dehit

L | cardholder

Address of the

|2 | Cardholder

i " (as per Bank's
| record)

|- | SBI Debit Card No.
| | with date of issuance

MasterCard

- Variant | VISA
| Gold ~

Type of SBI Debit ; - —
4, | Card _Platinum

(Tick applicable one) Signature |

 Pride (Business Gold) |

| Premium (Business Platinum) |

7
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| YUVA |

5. | Bank Account No.

Mame of the SBI
Branch and Branch | Branch Name ;
6., |Code where the
Cardholder’s account | Branch Code

is maintained
f Date of Accidental
! 2 Death
o | {as per death
certificate)
i Claim amount under
8 Personal Accident Rs
[ | Insurance as :
| applicable
g, | Name of legal heir(s)

{as per the affidavit)

Full Address of legal
10. | heir(s)
(as per the affidavit)

The Bank or its Officers will not be held responsible for the genuineness/ authenticity of
other documents like FIR, Death Certificate, Post Mortem report, affidavit etc, being
submitted by the claimant (s) to the Insurance Company.

Signature
(Branch Manager/Branch Head)



Schedule V

Date:
Place:

The Branch Manager,

National Insurance Company Limited,

Belapur Branch, Vindhya Commercial Complex,

5th Floor, Plot No. 1, Sector 11, CBD Belapur,

Navi Mumbai = 400 614

Tel. 022-2757 5426/2757 9963/2756 0813, Fax: 2757 4342

Bank Account Details:

(Mandatory to attach Cancelled cheque/Passbock 1* page copy)

Claimant (s) Mame

Claimant (s)'s Account No

| Claimant (s)'s Bank Mame

Claimant (s)'s Bank Branch
Address

Claimant {s)'s Bank IFSC Code

MICR Code

Type of Account

Bank Stamp Signature of the Claimant (s):
Date
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Other Terms & Conditions

1) Personal Accidental Insurance: This insurance covers the Debit Cardholder for

2

3)

4)

3)

8)

7)

8)

9)

accidental death only, to the extent as applicable on the type of Debit Card held. This
policy covers Accidental Death of the insured person occurred due to any bodily
injury solely & directly from accident caused by external viclent & vizible means.

This Insurance Cover becomeas operational when the Card is used at least once (on
any channel, viz ATM/PoSieCom during the last 80 days (Successful Financial
transaction) from the date of accident,

In case of Death due to Air Accident, that Insurance Cover will only be available to
the Cardholder subject to a condition that the air ticket should have been purchased
by using the Debit Card.

The personal accident cover will be available for the beneficiaries in case of death in
terrarist action/naxalite action and it will also cover death of Defense (Army/NavylAir-
Force)/Paramilitary/Police/indian Coast Guard personnel on/off duty.

Insurance Company after receipt of the application will initiate the process of claim
seftiement. The insurance company will acknowledge the claim. All the
comespondence related to claim will be directly taken up with the claimant {s) without
involving Bank.

All the seftlement/disputes will be betwesn the claimant(s) and the insurance
company and the Bank will not be a parly to such disputes.

The claim settlement will be entirely the responsibility of the Insurance Company and
Bank will have no liability towards any claim/disputs,

The insurance Company shall, on receipt of complete set of documents, process the
claim. Any requirement/deficiencies in the documents submitted shall be sought
within 15 working days of receipt of the claim. All the documents being in order, the
Insurance Company will setile the claim within 30 working days from the date of
receipt of last document. In case of delay beyond 30 days, the Insurance Company
shall pay interest as per the IRDA regulations.

The claimant(s) has to submit Personal Accident Insurance Intimation Form
{intimation letter) within 90 days of the accidental death of the Cardholder through
speed postregistered posticourierfoy hand.

10} The Personal Accident Claim Form duly filled in all respects with necessary

document as per check list should be submitted within 80 days thereafter {i.e. period
for intimation + claim = 80 days + 90 days = 180 days).

11} 1f the Debit Card holder is having more than one eligible Debit Card issued to him

under one or more accounts, only one higher variant of the Debit Card will be
cansidered for the claim purpose.

12) All claims where accldent has occurred within the period of the policy and death has

occurred, bath (i) within the period of policy or (i) after the expiry of policy shall be
entertained by the Insurance Company. Further, as per IRDA guidelines, no claims
should be rejected on account of delayed intimation and documents without
ascertaining and recording the reasons for the said delay and satisfying themselves

10
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that the claim would ctherwise have been rejected even if it had been reported in
time,
13) The beneficiary on death of eligible Debit Cardholder shall be as follows:

a. Nominee, registered with the Bank for Savings Account in which the Debit Card
has been issued in single name (Bank's role will be limited only to certify the
name of nominee as per records of the Bank)

b. In cases where the neminee's name is not available but the Savings Account in
which the Debit Card is issued, is a joint account, then the beneficiary will be the
surviving joint account holder(s) for the purpose of insurance claim. (Bank’s rale
will be limited only to certify the names of surviving joint account holder(s) as
per Bank records)

C. In cases other than a) and b) above the claim shall be settled as per the
procedure of insurer. The identification of legal heirs and the authenticity of the
claim would be the responsibility of Insurer.

14) Any other supporting document/information, if required to deal with the claim would
be asked for,

11
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West Bengal Police Welfare & Sports Society
Enrollment Form

Form I

I ( Name in full and rank )
voluntarily agree to join the West Bengal Police Welfare and Sports Society after having
read and fully understood the Objectives and Rules of the said Fund. I agree to pay
membership fees of the Society. I further agree to accept any modifications in the rate of
membership fees which Society may decide from time to time. I give my consent to the
deduction from my pay the membership fees payable by me as per rules.

Signature of the applicant

Place : Name in full Father’s name-
GPF Number -
Date : Rank : Post held :

Counter signature of DDO of the district/ Unit with date
and seal :
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Check list for Relief/Loan

A) Filled up Form-VII

Daughters/sons marriage:

1. Membership under WBPWASS since July 17 or date of joining (for new employee)
2. Gross salary does not exceed Rs. 50,000/ -

3. Age proof certificate (Bride/Groom).

4. Invitation card of marriage ceremony.

Self marriage:

1. Membership under WBPWASS since July 17 or date of joining (for new employee)
2. Age proof certificate (Bride/Groom).

3. Invitation card of marriage ceremony.

Relief/ Medical loan:
1. Membership under WBPWASS since July 17 or date of joining (for new employee)
2. Estimated cost of treatment with supporting documents.

Check list for Scholarship

B) Filled up Form-VIII

1. Membership under WBPWASS since July 17 or date of joining (for new employee).
2. Copy of Mark sheet/Grade Card (semester wise) and admit card issued from
Board/University (Attested Copy).

Check list for Scholarship (Dying in Harness)

C) Filled up Form-VIII A

1. Death Certificate of employee.

2. Scholarship to be given to wards of Ex-Police Personnel (Dying in Harness cases
waiting for employment under exempted category) from schooling to college
education / post graduate /diploma.

3. Documents for paying annual fees etc. for two children of deceased.

Check list for Student Education Loan

D) Filled up Form-IX

1. Membership under WBPWASS since July 17 or date of joining (for new employee).
2. Annual fees must be Rs.50,000/- and above of said course.
3. Money receipt of current course from concerned University.
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FORM VII
APPLICATION FOR GRANT OF RELIEF / LOAN FROM WEST BENGAL POLICE WELFARE AND SPORTS
SOCIETY

—

Name:

Father’s Name :

Rank:

Designation :

Place of Posting :

GPF no.

Present Basic Pay ( with Grade pay):
Date of birth :

© ® N o 0 & Wb

Whether member of West Bengal Police Welfare and Sports Society :
10.Purpose for which Relief/ Loan is required:

(i) In case of serious sickness copies of medical documents showing the following should
be enclosed —

Total expenditure on treatment-

Amount received from the WBHS -

Amount received from Medical Insurance policy (under WBP or personal policy)-
Amount required as help from West Bengal Police Welfare and Sports Society-

11.Details of last financial help given to the applicant from the Society and the purpose thereof

(1). Loan sanctioned with date .
(2). Loan amount paid.
(3). Loan amount outstanding .
12.No. of persons dependent on the applicant :
13.Details of loan already taken from other sources, viz.
Police Co-Operative, General Provident Fund, etc.
and monthly deductions made from pay on that account.

14.1 hereby authorize deduction of loan installments every month from my pay in
Installments of Rs

15.In the event of my retirement, discharge or dismissal or resignation, outstanding amount of
loan, if any, is also hereby authorized to be deducted from my Government dues (including
pay and allowances, General Provident Fund, Gratuity etc.)

Signature of the Applicant with date
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CERTIFICATE

1. Certified that the information given in the above columns has been verified and found to be correct .
2. Certified as per service book the name of Shri/ Smt. exists as dependent on Shri/
Smt. ( the meaning of dependent will be same as per rules of Govt. of WB)

3. General remarks (to be filled in by verifying officer):
4. Recommendations of the DSP/ SDPO/Additional SP/ SP :
5. Recommendation of Chairman of the District /Unit Committee :
6. Recommendation of the Chairman Zonal Committee :

Signature with date and seal of Head of office or officer authorized by him

* In case of dying in harness cases, the district head will send the death certificate and an application
from the legal heir for writing off the loan. A separate application for financial aid needed for completion
of education of dependent children or any other emergent cause may be sent to the Welfare
Subcommittee through Zonal Committee.
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FORM VIII

APPLICATION FOR GRANT OF SCHOLARSHIP FROM WEST BENGAL POLICE WELFARE AND SPORTS
SOCIETY

1. Name:

2. Rank:

3. Designation :

4. Place of Posting :

5. GPF no.

6. Present Basic Pay ( with Grade pay):

7. Whether member of West Bengal Police Welfare and Sports Society:

8. Name & age of the son/daughter for whom scholarship is prayed for :
9. (a) Name of the school/college/ Institution where admitted

(b) Class/M.P./H.S. or equivalent :

Year of passing M.P./H.S./CBSE/ICSE/ISC :
or other equivalent examination, school from
which passed, Division and percentage of
marks obtained (with attested copy of the
mark-sheet and admit card)

10. 3 years degree course/ MBBS / Engineering// S years Law course :
Post graduate studies / MBA/ any other course (d) Date of commencement and
closing of the student’s present academic session :

11. Semester wise mark sheet showing grade points :

Issued by the College or University ( attested copy)

for students of Graduate and post graduate courses.

Date: Signature of the applicant
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12. Recommendation of the District/Unit Committee:

13. Recommendation of the Chairman Zonal Committee :
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CERTIFICATE
1. Certified that the information given in the above columns has been verified and found to

be correct.

2. Certified as per service book the name of Shri/ Smt.-------------—-cmmmmmmmm - exists

as dependent on Shri/ Smt.--------------—————

( the meaning of dependent will be same as per rules of Govt. of WB)

3. General remarks (to be filled in by verifying officer):

4. Recommendations of the DSP/ SDPO/Additional SP/ SP :

5. Recommendation of Chairman of the District Committee.

6. Recommendation of the Chairman of the Zonal Committee :

** Scholarships will be considered for students from the Academic Year 2018. (Students of class X and
XII who have appeared in 2018 examination will be eligible to apply. Graduate and postgraduate
students will be able to apply for scholarship as per eligibility criteria mentioned in the Rules — semester
wise with effect from the Academic year beginning in summer of 2017.
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FORM VIIT A

APPLICATION FOR GRANT OF SPL. SCHOLARSHIP (DYING IN HARNESS) FROM WEST BENGAL POLICE

1.

WELFARE AND SPORTS SOCIETY

Name of applicant:

Present Address:

Relation with deceased employee:

Name of deceased:

(a) Date of death:

(Attach attested copy of death certificate)

(b) Rank & Designation at the time of death:

(c) Last Place of Posting:

Present Gross Pension:

Whether employed under Exempted category:

(Those who have already got job under exempted
category & joined govt. duties are not eligible for
this scholarship)

Name & age of the son/daughter for whom spl. scholarship is prayed for:

(a) Name of the school/college/ Institution where admitted:
(Attach attested copy of admission slip issued by the institution)

(b) Name of Class/course (Schooling to Graduation):
(c) Period of Course:

(d) Annual fees for the current academic session:

(Attach Statement of course fees issued by the institution)

(e) Fees already paid, if any:
(Attach attested copy of Receipt of fees issued by the institution)
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Date: Signature of the applicant

9. Recommendation of the District/Unit Committee:

10. Recommendation of the Chairman Zonal Committee:

FORM IX
APPLICATION FOR STUDENT EDUCATION LOAN FROM WEST BENGAL POLICE WELFARE AND SPORTS
SOCIETY
1. Name:
2. Rank:

3. Designation :

4. Place of Posting :

5. GPF no.

6. Present Basic Pay ( with Grade pay):

7. Date of birth :

8. Whether member of West Bengal Police Welfare and Sports Society:
9. Name of the son/ daughter

10.Age

11.(a) Name of the Institution/University/College where admitted :
12.Name and duration of the course :

13.Annual fees for the Course :

14.Details of last financial help given to the applicant and the purpose thereof:
15.No. of persons dependent on the applicant :

16.Details of loan already taken from other sources, viz. Police Co-Operative, General
Provident Fund, etc. and monthly deductions made from pay on that account.

17. I hereby authorize deduction of loan installments every month from my pay in
..... installments of Rs.....

18. In the event of my retirement, discharge or dismissal, death, resignation,
outstanding amount of loan, if any, is also hereby authorized to be deducted from my
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Government dues (including pay and allowances, General Provident Fund, Gratuity

etc.)

Signature of the Applicant with date

CERTIFICATE

1. Certified that the information given in the above columns has been verified and found to be correct .
exists as dependent on Shri/

2. Certified as per service book the name of Shri/ Smt.
Smt. - ( the meaning of dependent will be same as per rules of Govt. of WB).

3. General remarks (to be filled in by verifying officer):
4. Recommendations of the DSP/ SDPO/Additional SP/ SP :
5. Recommendation of the Chairman of the District Committee.
6. Recommendation of the Chairman of the Zonal Committee :

Signature with date and seal of Head of office or officer

authorized by him

** Following shall be the eligibility conditions for application of student loan

1. Loan shall be deducted from salary in equal monthly installments.
2. DDO shall be responsible for deduction of loan from salary of the member and deposit to Society

Fund.
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West Bengal Health Scheme

Checklist for Reimbursement under West Bengal Health Scheme

5l. No.

Name/Particulars of enclosures to ba attached for Reimbursement Claim

i

Reimbursement Claim Form —C1/C2/C3/Ca

Enralment Certificate of Incumbent and beneficiary

Bill Summary of Indoor Treatment and OPD treatmert sequentially

Original Bills / Money Receipts authenticated by the treating HCO

Copy of all prescriptions [for OPD and related oPD]

Copy of Discharge Summary (Case summary in case of death) and OT naote
copy of death certificate [for indoor treatment]

Copy of Form-H [for cashless indoor treatment]

Copy of Form-D4[for cashless indoor treatment]

o =1 - - PP Y |
&

| Copy of all investigations/ tests report

In case of death of Employee, Pensioner and Family Pensioner:

An, affidavit an stamp Paper by claimant

Mo objection fram other legal heirs on stamp papers

Capy of death certificate

Original Indemnity Bond on stamp paper [as per T.R, Form No. 14-Sec,
Sub-rule{3) of T.R, 4.0841] with properly duly acce pted by the unit / dist
head himself,

2. Enquiry report of legal heirs from local PS.

ence

11

12

f. _Original application of the claimant
COriginal DDO certificate regarding admissible amount of the claim vide this

office Org. No. 302{100)/Wel/Medi/20/2014 dt. 17/02/2014

Pr. Secretary, Home & Hill and this affice Org. No. 03/Wel/Medl-22/2016 dt,

Summary Sheet of claim vide No, 3737(2)/PLIHP/BMC/4C-119/15 dt. 20/1 1715 of |

13/01/2016

13 Original Tax / invoice / Challan far implants, If any

14 Copy of permission [different typel re uvired and granted, if any

15 Qriginal prayer for condoning delay submission, if any.

IFMS (in case of first claim only)

16 Filled ECS mandate form in case of those, whose bank details is not available in

17 [ Duplicate set of all papers with the proposal

Note :

Form C1- for OPD treatment in empanelled HCO [with Annexure-1]

Form C2- for indoor treatment in non empanelled HCO [with Annexure-1l]
Form C3- for indoor cashless treatment in empanelled HCO

Form C4- for indoor non-cashless treatment in nan empanelled HCO
HCO- Health Care Organization,

All information available are in WWW.wbhealthscheme.gov.in
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Manual/ Offline Reimbursement Application Form

Reimbursement for cost of Qut-Door Patient (OPD) treatment in Empanelled
Enlisted Hospital

under West Bengal Health Scheme

[Applicable for those who are not able to claim through online by himself/herself and online entry shall
have to be done by the office of Head of Office)

Part-l[General Information]
1. Details of Employee/Pensioner.

Full Name HRMS ID / PPO Na.
{in Block letters)
Enrollment 10 No. | Claim Application 1D,

(To be filled at the time of
online entry from the end
S | | of Head of Office)
' 2. Detalls of Patient, Treating Hospital and Condonation Requirement, if any.

21 MName of Patient

2.2 Name of Empanelled /Enlisted hospital where
treatment was availed.

2.3 | Requirement of approval of delay Condonation, | Yes[O NoO  NotknownO
if any(Tick mark in appropriate box)
3. Detalls of Claimant {Applicable in cose of death of employee or pensioner or family pensioner )

Sl Ne., MName of claimant Relation
3.1

4. Permission Details, If any
. Sl No. Permission snl.t_g_ht Details of permission approval
4.1 | For treatment availed in enlisted | Memao No, i
hospital outside West Bengal | Date:
{see clouse 14 of order no. 7287, | Designation [ Authority :
dated 19.09.2008). U.0. No. and dateaf
Finance Deptt. West Bengal, if any:

Part-1l [Details of Expenditure 5tatement of OPD treatment]
5. Detalls of OPD Treatment

| SI. No. Particulars Details
51 Category of OPD Claim (Tick | As per clause 7(1) of o As per clause 7(2) n
mark in appropriate box)[See list | OPD List of OPD List

of diseases/illness mentioned
in clouse 7(1) and 7{2)]

5.2 Name of OPD Disease/ Type of
follow-up medical attendance
and treatment

5.3 Date of OPD consultation

| 6. Expenditure Statement of OPD treatment
_ SI._ | Mame of E-:_:TRanents Amount
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_ B !'u'lanua_l_,g’ Offline Reimbursement Ag_plicatl‘nn Form
MNa. Claimed [Rs.)
6.1 | Consultation Fees

6.2 | Cost of Pathological and Radiological Investigations
6.3 | Cost of Medicines

Pariod of medicine consumption From To

6.4 | Cost of Special Device
6.5 | Miscellaneous (specify)

 Tetal |
No. of Vouchers

Part-11l [M edical Advance]
7. Details of Medical Advance, if any

Mame of Treasury from boo Designation of Treasury Treasury Amount
where it was drawn Code opo Voucher No. | Voucher Date {Rs.)

Part-IV [Refund of Medical Advance]
| B. Details of Refund of Medical Advance, if any
Name of Treasury from Doo Designation of DDO | Treasury Treasury Amount
where it was drawn Code Challan No. | Challan Date (Rs.)

' Net Claim: [Part-Ii minus Part ill] or [Part-il minus Part-1i phas Part 1V]
Bs.; | In words; Rupees

Part-V [Declaration of Employee/Pensioner]

| hereby declare that the statements made in the application of claim for reimbursement is true to
the best of my knowledge and belief. The person, for whom medical expenses are incurred, is a beneficiary
of West Bengal Health Scheme and possessed a valid enrollment certificate at the time treatment. | will be
personally responsible and liable for any disciplinary action taken against me in terms of WBS (CCA) Rules
1971 if the claim finds false and malafide due to any suppression of facts. | am enclosing the following
instruments to substantiate my claim in sequential manner.

[List of Enclosures]

Sl. No. Mame/Particulars of enclosures to be attached Enclosed or not
1 Annexure-l duly signed with proper stamp by Treating Specialist of an

Empanelled/Enlisted Hospital Yes O No O

2 Enrollment Certificate of beneficiary Yes O No O
3 Money Receipts in sequentially Yes O Mo O
4 Copy of OPD Prescription Yes O No O
5 Copy of permission granted if any Yes [ Ma OO
[ Original copy of Voucher/ Tax Invoice/ Challan of Implants Yes O No O
7 Copy of all investigation/ test reports in seguentially, Yes O No[g




Manual/ Offline Reimbursement Application Form

a In case of death of Employee, Pensioner and Family Pensioner;
a. An, affidavit on stamp paper by claimant Yes [ No [
b. Mo objection from other legal heirs on stamp papers Yes O Ne [
c. Copy of death certificate YesD Ne [
g Filled ECS mandate form in case of those, whose bank details is not
available in IFMS (in case of first claim only) Yex OO Nall
10 | Any other instruments (Specify) Yes O NoO
Date:

Signature of the Employes/ Pensioner/Claimant:
Name in Block Letters ]
Designation/Last Designation
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Manual/ Offline Reimbursement Application Form

Form -C2

Reimbursement for cost of In-Patient Department (IPD) treatment in Non-Empanelled
Hospital

under West Bengal Health Scheme
{Applicable for those who are not able to claim through online by himselfherself and online entry shall
have to be done by the office of Head of Office)

Part-I[General Information]
1. Details of Employee/Pensioner.

Full Mame HEMS ID / PPD No.
_lin Block letters) |
Enrollment 10 No. Claim Application ID

{To be filled at the time of
online entry from end the
Head of Office)

2. Detail of Patient, Treating Hospital and Condonation Requirement, if any
2.1 | Name of Patient

2.2 | Name of Non-Empanelled /hospital where treatment
was availed.
2.3 | Requirement of approval of delay Condonation, if Yes[d Naoll Mot known
| Any (Tick mark in appropriate box)
3. Detalil of Claimant (Applicable in case of death of employee or pensioner or family pensioner)
| 5l No. Name of claimant Relation
3.1

Part-1l [Details and Expenditure Statement of IPD treatment]
4. Period of treatment

Admission Date | | Discharge Date |
5. Type of Discharge
5L No. Type of Discharge Tick mark in 5. No. | Type of Discharge Tick mark in
appropriate box | appropriate box
5.1 Mormal O | 5.3 Referral 0
[ 3 Risk Bond ! O | 54 |  Death [a]
6. Amount Claimed for
5l No. Type of Treatment Tick mark in
appropriate box
61 | Only Procedural/ Package Treatment __ o
' _ﬁ:i ) Only Non- Procedural/ Package Treatment - _ ]
6.3 Both Procedural/ Package and Non- Procedural/ Package Treatment O
| 6.1 Details of Procedural/ Package Treatment _
[ Period of Procedural/ Package Treatment | From | | Tol
5l Mo MName of Procedures/ Packages Amount Claimed
{Rs.)
6.1.1
6.1.2
R |
6.1.4




Manual/ Offline Reimbursement Application Form

615 |
Total
6.2 Details of Implants Used
5l. No. Name of Implants Amaunt Claimed
(Rs.)
6.2.1
,_6.2.2
6.23
6.2.4
Total
6.3 Details of Non-Procedural/ Package Treatment
_ Period of Non-Procedural/ Package Treatment l From | To ]
Sl No, Name of Components Amount Claimed
{Rs.)
6.3.1 | Room/ Bed Rent
ICCU/ITU/ICU/NICU/PICU From To
HOW/sDU From To
Burn Unit From To
CRIB From To
General/Semi-Private/Private From To
6.3.2 | Consultation Fees
_ili_?._E__EtFa_iﬂg}caT and Radiological Investigations
6.3.4 | Medicines
6.3.5 | Consumables
6.3.6 | Special Nursing/Aya Charges
6.3.7 | Miscellaneous, (If Any Specify)
Total
Na. of Vouchers
Total Treatment Cost [6.1+ 6.2+6.3]

' Net Claim:(fart1)

| Rs, ] In words; EluEgEs

Part-Ill [Declaration of E efPensioner|
| hereby declare that the statements made in the application of claim for reimbursement is true to

the best of my knowledge and belief. The person, for whom medical expenses are incurred, is a beneficiary
of West Bengal Health Scheme and possessed a valid enrallment certificate at the time treatment. | will be
personally responsible and liable for any disciplinary action taken against me in terms of W8S (CCA) Rules
1971 if the claim finds false and malafide due to any suppression of facts. | am enclosing the following
instruments to substantiate my claim in sequential manner.

[List of Enclosures]
sh| Name/Particulars of enclosures to be attached | Enclosed or not




Manual/ Offline Reimbursement Application Form

MNo.
1 Annexure-ll duly signed with proper stamp by the Medical Yas O No O
Superintendent of a Non-Empanelled Hospital
2 | Enrollment Certificate of beneficiary Yes O No O
3 | Bill sSummary Yes O No O
4 Money Receipts in sequentially ¥es O No O
5 | Copy of Discharge Summary (Case summary in case of death) and OT Yes O Ne O
note and copy of death certificate
6 | Detailed Bill Yes O Ne O
7 Original copy of Voucher/ Tax Invoicef Challan of Implants Yes [ No O
8 Copy of all investigation/ test reports in sequentially Yes [ Mo O
9 | Copy of OT N:;te in case of procedural/package treatment and Yes O NoDO
treatment summary or bed head ticket in case of non-
procedural fpackage treatment
10 | Incase of death of Employee, Pensioner and Family Pensioner;
a. Anaffidavit onstamp paper by claimant ¥es[J Noll
b. Mo objection from other legal heirs on stamp papers Yes O No O
c. Copy of death certificate Yes O Mo Ol
11 | Filled ECS mandate form in case of those, whose bank details is not Yes O Mo 1
available in IFMS (in case of first claim only) |
12 | Any other instruments {Specify) Yes [ No O
Date:

Signature of the Employee,/Pensioner/Claimant:
Mame in Block Letters £
Designation/Last Designation -
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Manual/Offline Reimbursement Claim Form

Reimbursement for cost of Cashless In-Patient Department (IPD) treatment in Empanelled

Hospital

under West Bengal

Health Scheme

(Applicable for thase who are not able to claim through enline by himself/herself and anline entry shall have to be

B

done by the office of

Head of Office)

__Part-i[ﬁﬂneral Informatio r!]

Details of -Ernﬁlu'feéf Pensioner

Full Name
| fin Black ferters)

Enrollment 1D No.

HRMS D / PPO No.

Claim Application ID.
(To be filled ot the ome of
oniine entry from the end of

Head of Office)

2. Details of Patient, Treating Hospital and Condonation Requirement, if any

2.1 | Name of Patient
2.2 | Name of Empanelled/Enlisted haspital
where treatment was availed
2.3 | Requirement of approval of delay Yes[] No(l Mot known(]

Condonation, if any (Mark in appropriate
box)

3. Details of Claimant (opplicable in case of death of employee or pensioner or family pensicner)

Sl No. Name of claimant Relation
4. Permission Detalls {If any)
. 5h No. Permission sought Details of permission approval
41 | For treatment availed in  empanelled | Permission ID :
private hospital within West Bengal{see | Permission approved for:
clouse 14 of Order No. 796 and 797, dated
31.01.2011, 11353-F(MED), dated; 16.12.2011 and
7578-F(MED) dated.04.09.2012]
Part-ll [Expenditure Statement of IPD treatment]
‘5. Details of Treatment in Cashless Mode |
5l. No. Particulars Details !
5.1 Transaction |D of Cashless Treatment |
{See Form-H or D4 supplled by hospital af the time of discharge) = !
5.2 Treatment Period | Admission Date | | Discharge Date | '
5.3 Total Treatment Cost (Rs.) |
5.4 Cashless Admissible Reimbursement Certificate (CARC)Mo. i |
5.5 | Amount paid to hospital (Rs.) |
5.6 Amount admissible for reimbursement against CARC|Rs.) |
{See Row no. 16 of CARC generoted through system) | |
Total Claim of Indoor Cashless Treatment (Rs. | |
____([amount mentioned in 5.6) | |
Total nos. of Vouchers/Money Receipts | |
Part-1ll [Details of Expenditure Statement of Indoor related OPD treatment]
6. Indoor related OPD treatment

Do 1|rnu want to cfih;vl_l;a;:u_rwrﬂlimd OPD treatment |
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Manual/Offline Reimbursement Claim Farm

cost i.e cost of OPD treatment 30 days prior to Yes[l Neld
admission and 30 days after discharge? (Tick mark in
appropriate box)

7. Detalls of Indoor related OPD Consultation

Dates ! MNos. of Consultation

———— —

8. Detalls of Indoor related OPD treatment Expenditure

Sl Mame of Compaonents Amaunt
MNe. Claimed [Rs.)

B.1 | Consultation Fees

8.2 | Cost of Pathological and Radiclogical Investigations

83 | Cost of Medicines

Period of medicine consumption I From I ] To |

8.4 Cost of Special Devices
85 | Miscellaneous (specify)

Total claim of indoor related OPD{Rs.)

Nos, of Vouchers |

Part-IV [Medical Advance]

9. Detalls of Medical Advance, if any

| Mame of Treasury from opo Designation of DDO Treasury Treasury Amount
- where it was drawn Code Voucher Na. | Voucher Date {Rs.}

Part-v Im.-fund of Medical Advance]

' 10. Details of Refund of Medical Advance, if any
Name of Treasury from Doo Designation of DDO Treasury Treasury Amount
where it wasdrawn | Code Challan No. | Challan Date {Rs.)

| Net Claim: Part-ii pius Part-{ll minus Part 1V] or [Part-11 plus Part-{tl minus Part 1V plus Part-y]

Bs. | | In words: Rupees

Part-VI [Declaration of Employee/Pensioner]

| hereby declare that the statements made in the application of claim for reimbursement is true to
the best of my knowledge and belief. The person, for whom medical expenses are incurred, is a beneficiary
of West Bengal Health Scheme and possessed a valid enrollment certificate at the time treatment. | will be
personally responsible and liable for any disciplinary action taken against me in terms of WBS (CCA) Rules
1971 if the claim finds false and malafide due to any suppression of facts, | am enclosing the following
instruments to substantiate my claim in sequential manner,

[List of Enclosures]
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Manual/Offline Reimbursement Claim Farm

5l No. Name/Particulars of enclosures to be attached Enclosed or not
1 Enroliment Certificate of beneficiary Yes (O Mo O
2 Bill Summary of Indoor Treatment and OPD treatment sequentially Yes O No OO
3 Money Receipts of both Indoor and OPD treatment sequentially Yes O No O
4 Copy of related OPD Prescriptions sequentially (if claimed) Yes O No O
5 Copy u-f“E‘l'ischarge Summary (Case summary in case of death) and E}'i'
note copy of death certificate Yes[J Mo O
(] Copy of Form-H Yes O No[d
7 Copy of Form-D4 Yes O NoO
8 Copy of all investigations/ tests report of Indoor related OFD
treatment sequentially Yes O Noll
9 In case of death of Employee, Pensioner and Family Pensioner;
a. An, affidavit on stamp paper by claimant Yes [ Ne O
b. Mo ebjection from other legal heirs on stamp papers Yes [ No g
c. Copy of death certificate Yes [ No
i0 Filled ECS mandate form in case of those, whose bank details is not Yes O No O
available in IFMS (in case of first claim only)
11 Any other instruments (Specify) Yes O Nao [
Date:

Signature of the Employee/Pensioner/Claimant

Mame in Block Letters
Designation/Last Designation
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Manual/Offline Reimbursement Claim Form

Form =C4
Reimbursement for cost of Non-Cashless In-Patient Department (IPD) treatment in

Empanelled/Enlisted Hospital

under West Bengal Health Scheme
[Applicable for those who are not able to claim through enline by himself/herselfl and anline entry shall have to be
done by the office of Head of Office)

_ Part-l[General Information]
| 1. Details of Employee/Pensioner

Full Mame HRMS |0/ PPO No.
(in Bipck letters]
Enrollment 1D No. Claim Application ID.

[T be filled o the time af
oniine entry from the end of
A | . . Hewod of Officef
‘2. Details of Patient, Treating Hospital and Condonation Requirement, if any
2.1 | Mame of Patient
2.2 Mame of Empanelled/Enlisted hospital
where treatment was availed
2.3 Requirement of approval of delay | Yes[J No O Mot known [
Condonation, if any (Tick mark in
appropriate box)

r 3 Dntnils uf- \.‘.I.I.aiman.t f&ppﬁﬂ;ﬂ:! r‘ﬁ case n} d'-en;h af empjuyee ar pensianer or fnmify pensl';zmzr_.!

Sl Na. Mame of claimant Relation
| 3.1 | e
‘4. Permission Details (If any)

Sl No. Permission sought | Details of permission approval

4.1 | For treatment availed in empanelled | Permission ID

private hospital within West Bengaljsee | Permission approved for:
clause 14 of Order No, 796 and 797, dated

31.01.2011, 11253-F{MED), doted; 1612 2011

and 7578-E[MED) dated:04.09.2012]

4.2 For treatment awvailed in enlisted | Memo No.
hospital outside West Bengal (see I Date:
clouse 14 of Order No. 7287, dated I Designation / Authority :
15.049 2008). . .0, Mo. and date of
| Finance Deptt. West Bengal, if any:

Part-ll [Expenditure Statement of IPD treatment]

| 5. Detalls of Treatment in Reimbursement Mode|if to is selected in 51 Mo 3) |

Period of treatment | Admission Date | Discharge date |
| 6. Type of Discharge
sl No. Type of Discharge |  (Tick markin sl. No. | Type of Discharge (Tick mark in |
appropriate box) appropriate box)
6.1 Normal : O 6.3 Referral O |
6.2 Risk Bond 1 O 6.4 Death O |
' 7.Amount Claimed for
5. No. Type of Treatment (Tick mark in
appropriate box)
6.1 | Only Procedural/ Package Treatment | O |




Manual/Offline Reimbursement Claim Farm

B2 | Only Non- Procedural/ Non-Package Treatment o O
6.3 | Both Procedural/ Package and Non- Procedural/ Non-Package O
Treatment
7.1 Details of Procedural/ Package Treatment
Period of Procedural/ Package Treatment | From | To |
Sl.No. Mame of Procedures/ Packages Procedure Amount Claimed|Rs. )
Code
711
7.1.2
1.3
7.1.4
L5
Total |
7.2 Details of Implants Used
Sl No. Name of Implants Coded or Non- Implants Amount Claimed (Rs.)
coded Code, if
coded
7.2.1
1.2.2
7.2.3 ,
7.2.4
1.2.5
Total (Rs.)
7.3 Details of Non-Procedural/ Non-Package Treatment.
Period of Mon-Procedural/ Non-Package Treatment. | From | Ta |
| 5. No. Name of Component Amount Claimed
(Rs.)
7.31 | Room/ Bed Rent
1CCU/ITU/ICU/NICU/PICU From To
'HDU/SDU ' From To |
Burn Unit From To
CRIB From To
General/5emi-Private/Private From To
7.3.2 | Consultation Fees.
7.3.3 | Pathological and Radiological Investigations.
7.3.4 | Medicines.
7.3.5 | Consumables
7.3.6 | Special Nursing/Aya Charges
7.3.7 | Miscellaneous. {If any specify)
Total Claim of Reimbursement Mode of Treatment{Rs.}
[amount mentioned in 7.1+ 7.2+47.3)
No. of vouchers

Part-lll [Details of Expenditure Statement of Indoor related OPD treatment]
8. Indoor related OPD treatment




Manual/Offline Reimbursement Claim Form

Do you want to claim Indoor related OPD treatment
cost Le cost of OPD treatment 30 days prior to Yes Noll
admission and 30 days after discharge? [Tick mark in
appropriate box)
' 9. Detalls of Indoor related OPD Consultation
Dates | Maos. of Consultation

' 10. Details of Indoor related OPD treatment Expenditure
sl MName of Components Amount
Na. Claimed (Rs.)
. 10.1 | Consultation Fees
10,2 | Cost of Pathological and Radiclogical Investigations
10.3 | Cost of Medicines

Period of medicine consumption ] From | chr

| 10.4 | Cost of Special Device
1005 | Miscellaneous [specify)

Total claim -g.'.f indoor relaEi_:I OPD(Rs.}
Mos. of vouchers

Part-| dical an

12. Details of Medical Advance, if any -
Narme of Treasury from poo Designation of DDO Treasury Treasury Amount
where it was drawn Code Voucher No. | Voucher Date (Rs.)

Part-V [Refund of Medical Advance]
| 13. Details of Refund of Medical Advance, if any
Name of Treasury from noo Designation of DDO Treasury Treasury Amount
where it was drawn Code Challan No. | Challan Date (Rs.)

| Net Claim: [Pare-li plus Part-Ill minus Part IV] or [Part-il plus Part-U0 minus Part IV plus v]
Rs. ; | In words; Rupees

Part-Vl [Declaration of Employee/Pensioner]
| hereby declare that the statements made in the application of claim for reimbursement is true to

the best of my knowledge and belief. The person, for whom medical expenses are incurred, is a beneficiary

of West Bengal Health Scheme and possessed a valid enrollment certificate at the time treatment. | will be
personally responsible and liable for any disciplinary action taken against me in terms of WBS (CCA) Rules
1971 if the claim finds false and malafide due to any suppression of facts, | am enclosing the following
instruments to substantiate my claim in sequential manner,

[List of Enclosures]
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Manual/Offline Reimbursement Claim Farm

5l, No. Name/Particulars of enclosures to be attached Enclosed or not
1 Enroliment Certificate of beneficiary Yes (O Mo O
2 Bill Summary of Indoor Treatment and OPD treatment Yes O No O
3 Money Receipts of both Indoor and OPD treatment in sequence
manner {In chronological order) Yes OO No O
4 Copy of related OPD Prescriptions (if claimed) Yes O Mo [
5 Copy of Discharge Summary (Case summary in case of death) and OT
note copy of death certificate Yes [ No O
5 | Copy of permission granted if any YesO |  NoO
7 Copy of compliance of clause (3) or (4) or [5) as per Memo No.
11253(80) F (MED), dated 16/12/2011 Yes [ Nol
8 Copy of ngdnﬁill of Indoor Treatment Yes O Mo O
9 Original copy of Voucher/ Tax Invoice/Challan of Implants Yes O No O
10 Copy of all investigations,/ tests report of Indoor and Indoor related
OPD treatment sequentially Yes O Mo O
i1 In case of death of Employee, Pensioner and Family Pensioner;
a, An, affidavit on stamp paper by claimant Yes Ne [J
b. Mo objection from other legal heirs on stamp papers Yes O Ne O]
c. Copy of death certificate Yes [ Ne O
12 Filled ECS mandate form in case of those, whose bank details is not
avallable in IFMS [(in case of first claim only) YesJ Na [
13 Any other instruments [Specify) Yes O NoO
Cate:

Signature of the Employee/Pensioner/Claimant

Mame in Block Letters
Designation/Last Designation
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Annexure-|

Certification of Treating Specialist of Empanelled Hospital for claiming reimbursement of "Out Patient

Department” treatment under WBHS

Certified that the patient, Sri/Smt. is a beneficiary of West
Bengal Health Scheme having the Beneficiary 112 is

S/he has been suffering from (specify name of
disease) as listed in S/ No. of the OPD list as per 7(1) clause or follow-up medical
attendance and treatment of as per 7(2) clause of order number

T287-F, dated 19/09/2008 issued by Medical Cell, Finance Department, Government of West Bengal.

Date: Signature of the Treating Specialist
Registration NO: ..o

Present DEgreR: e e rnrensnnnsnssinsas .

........................................... Hospita
Official Seal of Treating Hospital
List of OPD (Out-Patient Department) Diseases
As per clause 7(1) of 7287-F, dated; 19-09-2008 | As per clause 7(2) of 7287-F,
dated; 19-09-2008
Sl MName of Disease Sl. Name of Disease sl. Name of Disease
Mo No No
1 | Malignant Diseases. 10 | Injuries Caused by Accident | 1 | Neuro Surgery,
{including Animal Bite). |
i Tuberculosis, 11 | Rheumatoid Arthritis. | 2 | cardiac Surgery (Including
Coronary Angioplasty and
| implants).
3 Hepatitis B/C and Other Liver | 12 | Systematic Lupus | 3 | Cancer Surgery/
Diseases, Erytthematous (LUPUS). Chemotherapy/
1 ] . | | Radiotherapy.
4 Insulin Dependent  Diabetes | 13 | Crohn's Disease. 4 | Renal Transplant,

(Type-2 Diabetic Mellitus is not
considered as Insulin Dependent

Diabates). |
5 | Heart Diseases. 14 | Endodontic Treatment (Root | 5 Hip/ HKnee replacement
Canal Treatment), | Surgery.
6 | Neurological Disorder/ Cerebra | 15 | COPD (Chronic Obstructive | 6 | Accident cases.
vascular Disorders. Pulmonary Disease).
7 | Malignant Malaria. 16 | Ankylosing Spondylitis
8 | Renal Failure, 17 | None of the above list [ Vide |
para 10 of 797-F{MED),
dated 31.01.2011] |
q Thallasaemia/ Bleeding orders/ '

Platelet Disorders.
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Annexure-ll

Certification of Medical Superintendent/ Administrative Officer and Treating Specialist of treating in
Non-Empanelled Hospital for claiming reimbursement of only “Indoor” treatment under WBHS

1. Certified that the patient, Sri/Smt is a

beneficiary of ‘West  Bengal Health Scheme  having the  Beneficiary
is availed indoor treatment from to .
2. Certified that the Hospital/Nursing Home/Health Care Qrganisation has (
nos. of bed.

3. Certified that the Hospital/Nursing Home/Health Care Organisation obtained a License under the
West Bengal Clinical Establishment Act and Rules bearing no. and this License is

valid up to

Date: Signature of Medical Superintendent

wrnmassansannssesnnesss HOSPItal
Official Seal of the Hospital
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West Bengal Police Medical Insurance Policy
Enrollment Form

FORM — A
Data of members in excel file format for enrolment under West Bengal Police Medical Insurance Policy issued
by National Insurance Co. & TPA Genins India TPA Lt. for the year...........ccccceo......
Maximum 4 persons are allowed on 1 (Self ) +1 ( Spouse) + 2 ( Son(s) / Daughter (s) / Brother(s)/Sister(s)

1. I want to take policy by paying premium of RS.............c.cees /-

(Please strike out any one which is not applicable)

Last Year
Genins
Sl GPF Member’s . . Date of Telephone| Remar
No Card ID NO. Rank Name Relationship Birth Age | Gender No. ks
(name of
year)
1 GINIO60 SELF M/F
2 GINIO60 Wife/Husband FIM
3 GINIO60 Son/Daughter M/F
4 GINIO60 Daughter/Son FIM
5 GINIO60 Brother/ Sister M/F
6 GINIO60 Sister/ Brother FIM

Signature of the Primary member

Address



