[Company Logo]   [Company Name]
MEDICAL REIMBURSEMENT CLAIM FORM (OPD)
	Company:
	[Company Name]

	Claim Period:
	[Month / Quarter]

	Claim Ref.:
	[Reference Number]

	Date:
	[Date]



Employee Details
	Employee Name
	 

	Employee ID
	 

	Department
	 

	Designation
	 

	Reporting Manager
	 



Entitlement Status
	Annual Limit (₹)
	Claimed So Far (₹)
	This Claim (₹)
	Balance After Claim (₹)

	[Amount]
	[Amount]
	[Amount]
	[Amount]



Bill Details
	Bill No.
	Bill Date
	Patient Name
	Relationship
	Doctor / Pharmacy / Lab
	Nature of Expense
	Amount (₹)

	[Bill No.]
	[DD/MM/YYYY]
	[Patient Name]
	[Self]
	[Provider]
	Consultation
	[Amount]

	[Bill No.]
	[DD/MM/YYYY]
	[Patient Name]
	[Spouse]
	[Provider]
	Medicines
	[Amount]

	[Bill No.]
	[DD/MM/YYYY]
	[Patient Name]
	[Child]
	[Provider]
	Diagnostic Test
	[Amount]

	 
	 
	 
	 
	 
	Total
	[Amount]



Not Eligible under this Form
1. Hospitalisation expenses covered by group mediclaim
1. Cosmetic, beauty or wellness products
1. Bills without patient name or provider details
1. Expenses older than [Number] months
Declaration
I certify that the above expenses were incurred by me for myself or my eligible dependants, that original bills and prescriptions are attached, and that I have not claimed these expenses under any insurance policy or from any other source.

	______________________________
Employee
[Employee Name]
Date: [Date]
	______________________________
Approved by
[Reporting Manager]
Date: [Date]
	______________________________
HR / Payroll
[HR Name]
Payroll Month: [Month]
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