[Company Logo]   [Company Name]
MEDICAL EXPENSE CLAIM FORM
	Company:
	[Company Name]

	Claim No.:
	[Reference Number]

	Date:
	[Date]



Claimant Details
	Employee Name
	 

	Employee ID
	 

	Department
	 

	Work Location
	 

	ESI Covered: Yes / No
	 



Reason for Claim (tick one)
  Minor injury at workplace, Incident Report No. [Reference Number]
  Company-mandated medical test (pre-employment / periodic / food handler)
  Vaccination required for official travel
  Medical treatment during official travel
  Other approved reason: [Details]
Incident or Requirement Details
	Date and Place
	 

	Brief Description
	 

	Treated At (clinic / hospital)
	 

	Approved in advance by
	 



Expense Details
	Date
	Description
	Bill / Receipt No.
	Amount (₹)

	[DD/MM/YYYY]
	[Consultation / Test / Vaccine]
	[Bill No.]
	[Amount]

	[DD/MM/YYYY]
	[Medicines]
	[Bill No.]
	[Amount]

	[DD/MM/YYYY]
	[Local conveyance to clinic]
	[Bill No.]
	[Amount]

	 
	Total
	 
	[Amount]



Declaration
I confirm that these expenses were incurred for the reason stated, that I have not been reimbursed under ESI, insurance or any other source for the same expense, and that the receipts attached are genuine.

	______________________________
Employee
[Employee Name]
Date: [Date]
	______________________________
Reporting Manager
[Reporting Manager]
Date: [Date]
	______________________________
HR
[HR Name]
Payment Mode: Payroll / Bank Transfer
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