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For use of Employees other than Executives & Supervisors
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(B) Medicines (Please support claim by Doclor's prescnphon and cash vouchers indicating name of patient and Doclor Use
additional sheets if required)

w9 F. (i =1 AW (W SRR H) : faet wem #R arE T | Amount
Sl. No. Name of Medicines (IN BLOCK LETTERS) . Bill No & Date % /Rs. T/Ps.
(T (@)
TOTAL (B)

(m mmm(mﬁﬂaﬁmw@aﬁﬁMwﬁwqﬁWwﬁmﬁﬁﬁaﬁ# / I M F
e 9§ W ¥R R Afg F faerer ¥ | AEvEsharEr dEE e )

(C) Other Charges (Please support the claim with prescription & cash vouchers indicating name of patient and doctor together
with details of each test such as No. of tests / size & No of films used, rate per test etc. Use annexures if required.
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