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Employees Trust Fund Board

"800 Glodom” edindom eedes Odem erice Pn oes etind M oSgbame SO aee § aredom
“HArwael Grseugean” meaSHWLFTNN S@ILS WHSHSMNS STULNHSH LSS SP meubIWIFTenesH
SLLuIEIGm6N LemefiyF QFulwwb eilewrewnriiLliLigeuLd
Application for the reimbursement of hospital charges under the “Shramasuwa Rekavarana”
Hospitalization Medical Insurance Scheme

EwBas yowddmas wewp/dgans 2 LBwnssdnaras/For office use

1 eaOes/ ugd 1/ Part |
(£20098 30 B8 e@yben me B/ SmBSHBHMIT BIUuiuGHe Geuswi®Bo/ To be completed by the member )

W3HOWSHFHIBBEHLAT DEIBSHHFlerT QT
Name of the Member with initials

1. @0®@8mwied YRR 8®® 5H® } ...........................................................................

omsSHGMfleT (el Gy
Full Name of the Member

2. 20@8mwied wd®yfen mH® } ...............................................................................................

G152 Y7 J T
wpsauifl } ............................................................................................................................

AAIESS e e
4. cosy emnre BB OB Gommw

Inbs Had } ......................... Bxf semLWTET SILML B6VHBLD } .............................

Date of Birth National Identity Card No

5. 086n®i eddrewdtmer gD @08l wEmTOW B8O 890g 5 ® CHE HACH VD 0E¥de WE PWBHBB
B8ERcD Bénd BEedE® wewvsd =mdxim. snpGumemsw  OGzmhed  aupmiGhT e LuL  Bdwsder
SIBBSHGUGMSL QUD 5 eUBL BTLSHMG6ET SHTEIGET Lelumdiiw  BneuemissT Pl SHEHEU60HEN6IT
uwrlE wepliuy GHid@ks. Indicate successively the details of the institutions you have served for during the
last 5 years of membership of the Fund, including the current employer.

eude 08 Emw 0Edds ¢dws’ mE e w0/ Dt HO edDewddmwied 0@ 8mwoed
Gemau gyrbisaiL L Fadl | G wyamLbs FaF | Hpamsdal CariLsHa GULT |  od.g.a.) &.q.8. Eomd Qo3
Date of commencement of service | Date of termination of service Name of Institution/ Estate Gamlsd euIPEIGH e oEIsssafle @evdsid
201.65.16.8./ $.65.0.@evésid | No. of the Member
EPF/ PPF No.
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6.

10.

11.

eddow/ a0 ©B@ATTVewsT §B®IC OB wewr D1 8 YO §ee
Crmuw/ alusg QaTLyled HdFamal GuOMIGECSTETUSNSTS
QFevey Quiwiu’ L QLreHsdh CBHTMD

Total cost of treatment spent on illness/ accident

D erwnmw B8 yBySens mOD CATTesY »HO OO e

FHEIGENH BmeuensHermed & Wenmefllyd Gauiwiin®Lomuiest

@IL'BQ—)Q'—) GQ&”’GU)& ......................................................
The sum payable, if reimbursed by your institution

OB @wnD), D owd JWse menm 85 yByleas oy I . Gam  HmeuaTEISeT,
SIMWLUYSEHET DeVevg sTiymE  Blneuenmiseienmmed  Wereliys QeuwinGw Gsmens. Sum reimbursed by
other institutions, organizations or insurance companies.

O® grwn B/ weBDmed BHO ¢0m) CAD Bwwe®
SIbS BmeuaisHen/ enoinler Quuwiy GUQFEJ&:I;ILI@L'D (AEJFOY:
Name of such institution/ organization Cost incurred
1.
2.

BSFHL L GHHe S alewieniilb@n CHTens
Sum applied for under Benefits Scheme

3BCw eweddzn BHOG e 9CER® WO e }

e BR® BENeD Bednd (edFumB s 0nd® mom (853 nOsTed 585 Sad®x B em0dand) dmrewdsnm
¥ #80 mfor @E ened. amd saudsE@ upplw  elugmiseT  (BT6FTeme  cpsuld  QEM(BLILIETEY
OFutnheugamsd Heig Guwled eumdls HewianE QHEHBH0 SuFwd) SoTwrmerT LOMID BlenevwiTen
malllls Seaudb@GEeT gL wsTsrg. Bank Account details (Having an account in favour of your own name is
essential as payments are made by cheques) Danayojana Accounts and Fixed Deposits are not applicable.

Yo 850® »H® Deed BHO 5w Gen® @D B® gomw
(WHLVIPHHIBBEBHL T QLT eumIEulenr Quuwij HmID Sener BHEWIH G E6VEHHBLD
Name with Initials Name of Bank and Branch of the Account Account Number

eddnEon O ©OBTR DE¥Hd vvn BCcHsT WOSID./ meusbHwuFTmeoullsd AMILHEBHILULL  SHHeuc0HM6T SGLD
GMIGe. Please give details regarding the hospitalization.

Crru)/ elugs PP SHBH6UEOBH6N

01. gesBew/ amync 8Eac o
Details of IlIness/ accident }

Crrur dyssiul L/ elusg BLbS Hbd

02. gesBes Ogey / amnd 8¢ g emae
Date on which the IlIness sustained/ Date of accident }

SIDILHGHUUL L DeUSHHUIFTeN6D
Hospital into which you were admitted

03. ecdEomd 83 eddnE }

Si@ivdésiu’ L Had
Date of hospitalization

(1) edsdvEon g %@cs }

GeuefBuiniw Had
Date of discharge from the hospital

(i) ecdvecss 80g exna }
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12. 30 @50 §®gd dmOJen YBEW EOEDLT s GeE OO GOGEELT CRICDD BIEEC? wveviiriirrereerteeteree e
@Ban@ (peeny SFoaal Grseauren Hoo@sHsTe BHHwsalss Bbs BIHLUSHOHHH CUONIGECSTEIHETOTTT? .........eee
Has any assistance been obtained from the Fund against Shramasuwa Rekavarana benefits previously? .....................

13. Gareosy @B Gaiad e y@renw Ot eeermreeereenree et e et e st e st e et e st st et e sea e san e e sar et ennesaneesanee s
QupmisLsTew(heren BHuHald CHTens LY SURRR
Sum so received as assistance RS et

Q™ BEHBT WS G @B/ @NGIOW GNVBBTEMsT @ e8dm PO, edTHEHm 8 YB®IC R MBIV &cED &
B8xY ¢y B¢ Bwe® s W BDCR IO, @nBsy wewsy WS @B DR & & edTHwEHnD yBWIS iy A0S, wHim
WOB) @m0, PV WEWBT @MCHT D08 W G DO BBy HOewry ®D BGTAD cwidwm »HE 8018w ¥ D ¢ ©®
BB, O ¢, D1 ICH @E8en WO B DD @rENOiThw Yoo geled 8 e®® yBAE ewldsw HOw wden Rée
8BCEE C1IO0 ggP® eNEAID D ¢ OV ¢B8.

I do hereby certify that | suffered from the aforementioned illness / accidental disabilities and that the expenses borne
by me in receiving hospitalized treatment are true and correct and that | received treatment whilst being under
hospitalization during the dates as stated above and | do further know that I can be filed a case against in a court of law
if the abovementioned information is found to be incorrect and false. | am also aware of the fact that | will not be
eligible for any benefits whatsoever under this Benefits Scheme in the future if any submission of forged bills by me is
detected.

CuB@mItiLiu Beter  Gpruilenmed sl G/ elushdl STIewIDTES o LTGHEG 2 6TenmaulhHGHT 6aLIMSHULD
maUSIHwFTeneouied SIILHESII[H HAFHFL QUBIISBHTS 6165I6Te0 CFLIWLILLL  CF606)H6IT 2 6mTenLOWLITETEN6
aaipid Fflwmereney eteipid CB@BLILOU’ L SHemhsefled BreT emeudhdwgmamsoulsd SHIEILSHESILILH B FamaL
Cusp abECHal  aSLMSLD o BIFILGSHHECB.  CLB@SMPILILLILCL  HBeUedH6T  GUTLIWITETENE  6T6u
BepisasluBld  UlsFsHed eadh@ aHmes  BHHamOLTEfsd  apdHE OBTHESIULEITD  6IeLMSUID  [HT6T
OIBIGsueit. Guwgpid Gumedwimen  eafleneol! LI IQUIs&E6T FOFULNSSLILIL BeTenSHTes e BIUILILGLIL B 61HTHT605H) 60
Obs BOSHLSHET S elelelsd BHOSIBMTLD CUBBISOETTN HmBmOL QUM CL&T  6TETLIMNSUID  [HIT6T
I Gouer.

OnsBE e/ Qumalyed siemLwmemd/ Thumb Marks
D®/@L g /Left emyen/euevg) /Right

20@8mwed giws
SIBIBSHHMFI60 698 GUITLILILD
Signature of the Member

Smw/dad)/ Date

¢OOB gomw/ GFTemeuCudl Gevsab/ Contact No
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2 eanO&s/ ugd 2/ Partll

(To be completed by the General Practitioner/ Surgeon /Physician who treated the patient)

Lo NAIME OF DAl N & oo e

2. Condition that required iNVeStigation OF treatMENT & ... .. i e e e

8. Date Of admMISSION & oottt

9. Date of discharge & ...,

I certify that | am the General Practitioner / Surgeon / Physician who treated the patient referred to above and confirm
that the above details are true and correct.

Date & oo e e
Signature & Seal of Medical Practitioner/
Surgeon /Physician
Name of Medical Practitioner/ SUrgeon/ PhySICIaN 1 ... ..o e,
QUL AL ON L. e,
AQAISS & o,
[010) 111 B\ o B O UT

N.B. To completed by the Surgeon in all cases of surgical treatment.
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3 eanO&s/ ugd 3/ Part 1l
(etdDrewdsn B82S w@yde me gn&d. / OaMPs apEIGHIT LraiuGssiuLs Geueii./ To be completed by the employer)

.................................................................................................................................................................. (BB8»w) 8 883
.............................................................................................................. (drenmred ©®) 8 me@mmoy Bem/ ¢BBmo;
..................................................................................... 02 OO 0.8.80 /8.8.Q. 8D cceverreeiereeeeieneneeneenene 83
BT OTD  wrviiiiiiiiiiii e CO@D  wuiiiiiiiie it
(20880 5H®) EEODWBI BELOTWI.cverreeeeeiieririeererieeeeniese e e 80 0® ¢ 000 vHmmed e
BaEnd 83 OB, DY 1B woveeeeereeeereeeeeee e 82 8O i g el @edes BE) O edts
B ewsY D 0D 83 DD wuBm »OS.

R ORI the Manager/ Administrator/ Owner
OF et ettt ettt R LR e e Rt Rt et e Rt eatetb e beeteereeseenbeeteensenrens (Name of Institution) at
............................................................................................ (Address of Institution) certify that the Employee/ Officer
..................................................................................................................... (Name of Member) bearing EPF/ PPF
NO..covieieieeeeeeee, and NIC NO. ..., is in the employment of this institution from
.................................. to date and that he/ she was away from this workstation from ................ to
............................... on medical leave.
.............................................................................................................................................. @60 simWHSGI6TET  ((LaE6ur)
........................................................................................................ @eir (psTemowTeny/ Blpeurd (BlmieussigHest Guuwiy)
D IFIEOIDULITOITT  oeeueveeiteeeitieeiteeeeteeeeteeeeteeeetseeseseeseseeesssesseessseeansasesseassseesasasasssasssssensseesseesasasensssessssesseesnsssassssansssesseeassesesenanes
LB Brer 20, CF. M. ReVBBLID/ H.BF.Bl. BOVUGBBEID ...eccuveeeerieeeereeirreeerieereeeeteeeseesreeesraeesseesseesesesesessssssessseessessssesessseens
OMMID BB DL Dl EROVEBBLID .uveeeerieetieriieeniieetteeatteeteestteestteesteeaateesabtesabteaabteesstesabeeasateesabeesateesnbeeeaateensteesaseenees 2 _emLw
................................................................................................................................................................................. 6T6OTLIGMIT
(SABIBHHOUFIGT GILILIT) .eeeeeeneeeeeeneeenieeetesieeeeseeee st eteeeeeseeeseesessesseeneesseeneeneas S Had 1WHe0 Ba auemguled @b
BlnieuersHed OBTNN60 FHULIQHBBSTT 6T6IMILD  SBIOUT  veevrrerreerrrerreerrrerrerreesseesseesseesseeseesssesseesens S Had  (PH6eD
.................................................. S FHad auemy WHGHHN Salet sTyewions CFeneu BlmeowsHmE Geuaiulsd

BHBST] eaUmBUD 2 MnAEILGHSHISETEMEI.

20 ¢, as O85Y ¥y aw eONEDS ¢DeRD 0® ¢ ewd BEEnesIed ¥d ad§ecO ¢wm eE evdr & IO
e300 83 @m0, Y/ e edfwEon § 189wl ens e ey (12) wewr ¥y @rw e0neEdsY v Bwed® ewddmBxsY
eOMEdsY mBies »Om C¢ um Yid BEIC DEnc sunm ¢ @m. Cwaib, Seuj sriled @& euemgulsd
Qi mlEmal Qurmiiy BHHwusdHmarear uBisallys OFTmsd QHTLIFAWTSE ig@uiul Gerengl. AHCHT(H
Sy meusHwaTensouled SiEiodbaliubBoausn@ (aiayrel UsialOreni(h (12) LTSEISEHSEGHD D6UHHHTH
ameulledLliu’ L. umiIseilliys OsTens upmiw eluJEIE6eT WOMILD BDnEUSIGHET DMETHSH 26nOUITHEHEHHTHOILD
sssreoll Wfleyssrs GFsbsiulL emfu polsmsl Qurmly BHusHer umisaliys CFHTenaser LML
elugapd &G @Ml (hefengy.  Furthermore, it is informed that we have continued to make contributions to the
Employees Trust Fund on his/ her behalf up until now and the particulars of contributions made for him/ her and for all
of the employees for a period of twelve (12) months prior to his/ her hospitalization are set out below.
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ot e ©BEW EHOD ¢ @Y Y 0d®» B¢ e 0D gomw
LOT&LD QFGalul L QorsHs ISTHS URISMIILS CHTens OCFsalu’ L Had | s1CFTmeL RevdHEHLD
Month Total amount paid for the month Date of payment Cheque Number
@¢C 0 BaEnw edmeds’ | 8ed® 0 Buwnwsi ednedsy
SBIBSHH] FTTI0 CFSSHILLL | DineiHd 26110UI]HEHSSTHOLD
LIHTHS UBBIUYS OFTens |[OFSSUIULL umBIsalYsS OBTms
For the employee concerned For all of the employees

Qwm mE B&DO @oe wem el endm cded ammad | @8x ¢/ @84 ©8s3 ¢? Guom@IiilL  sTeolilflass
goyenLw uBseills OsTemns CFassiulpmiug wrIFfl ugeud b7 1 epsowr/ opid epsowor? Were the
payment of contributions relating to the period above made through Form 1/ Form 4?

g @8 1 @8xY GeE e0diesy mHO, OO wE B8@00 goc @B Il Do&mo wrdfil ugeud oLFl  cpeold
GaasaiulmUlasr sidsteol fleyse goyemiw wrdfll ugeud I oipéenas Whereas | make such payment of
monies by Form R1, | do hereby certify that the Form Il Returns relating to the said period

(8) 00 D grunmre edm D B and, 8 Dilbmed dYed/ grwed O grmed 8 ¢l A0, sHlurs
SEIENG HoemsHNG A@NUnULBHetenCasTh, obs MEmsulsd Slurgs Quwy 2 eTemsaslul (HeTeng).
have already been sent to your institution and that his / her name is included in that volume,

(80) 9880d2 0800 Bwdm DS, OO Dubmed dYed/ gwed »H® e e »O» PO wwBH »S8. afjsTeddsd

S@IUUILLa6Tengl. DibS Sifdemauled Seurg QUWT 2 6T dsluBl aaumsuw 2 nIFNLGSSHISaETCHeT.
are due to be sent in the future and that his / her name will be included in that volume.

@08 w@Emwied edivCEonde EDNEDST erwHmHW 6¥d EOHH CWe e FwnHWE O8T B® Geer endd »H® OO

GEE Ol weveenteneee e Bhs mBSHM] meausHwuFTemneLUllsd DIEILHBBILBMBSDBTH
BneuensHeimed sevsvd Ceum sTiymiIF BoeuetGoraienmsd gB8smid OFTemsd OCFassluBLTUNSGT DHHSH
OBTEDBD Th. ovevvrenreraninranenreneararanreneaeananns Where any sum of money is paid by the institution or other insurance

company for the hospitalization of this member, the amount so payable is RS. ..........cocoiiiiiiiiiiiiii e,

QW™ BEHBT EMCHT WHS ¥ BOCE DO @B Y@ OB and, eOB wd gemBs EMICHTS W8P e e
By@nwesied 9w ¢08ccE smen 39 Om dunxsiBe wden ®0 85D cwidum mE 8OIT e B DO OO ¢A8.
Cup@GMIIILLILL (HET6N  HBEULBET 2_UIenIDWTEIENa  sleiad  Fflwmeienal  seiad  GMIIGEaBmer. @dled
gCaaid Qumuiwimen Haeuensv eupmIEWIBUITGT 2wy plsemnsl GQurmiiy MHWEF Fou FULGHE 39 b
Uflelest &1p ete0bEG aHITE BAOSHOTIND PGS CBTHES (WRUID eaUmSUD BT SMGeust. | do
hereby declare that the above information is true and correct and | am aware that if any information furnished by me
herein is found to be false, | could be sued in a court of law under section 39 of the Employees Trust Fund Act.

ehiewdsmed afwns, O, HBIRT
Bxmlsd auPpEIGHF6T mEGWITILLD
Signature of the Member

¢ aoww/ @.(p.0z1. @evasd/ Contact No §cod
Cora/dad) /Date : ...
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“"B0a0 Glodoim” ebindam eedes Oem erice PO s oS 8 8O eeH O aeamd®
“Hywgien Qraayen” WHSGHEUMS @IS STUILUNIGHS HLbH S Heoarensnll QUDMIECBTETEUSDHTH 56HEHEMLOEHET
Entitlement to benefits under “Shramasuwa Rekawarana” Hospitalization Medical Insurance Scheme

(1) c®® g8 ewibsn »Os e ad@cel w@dnewn eDReEdS ace YBcw 88 B® wcw,
@b movet  HLHHer B  BAUSHST SBBSHMUT  @HEUTIDLMLW  [HEV6ITHENENLI
CupmisGameateugmars, In order to claim the relevant benefits on behalf of a member of the fund
under this benefit scheme,

I @coc e@eBos ol @m0 B Bl @NVB 0BReDS GBS CRIORO 8eHI edinE eDDD
20300 O B0 @ ®iEm@y @dfcec e @ifmuen B @y @m0 gfolg LW DICEX
808ceC gaend) @iEon ¢di B @Gud. goymLW  ImsSHT, OCsTLFymLw  Grmul
DIV AIUSFHNTEL GFOHULL QUIeoTenld &TJeniond FHHFms QUDIISDETE  LOHHSHIAILDNETUTED
S@ILHEHIUBL Curgl HHWSHSTOFWTEBPETN  DRBSHBUITE  RHHH60  Gouswi(HLd.
256516 ®mbal UGL  sTSEDG BIWSHD OGBTLIHSIDINESSSMITE  BGHSBSS0
Geuewi(BLd. The relevant member should be an active member of the fund at the time of admission to
the hospital for treatment owing to the related illness or disability caused by the accident and should
have been a continuous member holding the membership of the fund for a period of five years.

Ii. @8E oo 0> @1ed end @wae ¢S § @fdlem (@ 12) DICEES 8ew BOE ©e83D)
Ba3Bwer 00meds’ etdenidn 853 ¢aert)d HBo®m el ¢ GG @0 0 Bdws gnd.
mUGSHWFTMLUTD  JWILHEBBLILUBUISDE — (PATIma  LISHD  auemgulled @@  UBHL
(12 rgmEeT) sTeoluGHesd 2wy Friled OHTHed eupmGHITeD QHTLIFwrs 2 flu
aMTevHHe0 UmBaliys OFTensd CFSHUULIYRHSHO Gseuswi(do. The respective employer should
have continuously credited the contributions for the employee concerned for a period of one year
(12 months) up until the month before the hospitalization.

(2) 90D d®doen” eedes TBvwem YBE owikrn »OG wderd 01.50000/= » ers OO
Ceom a8 8RB0 OO e®® encikbzn BOG «der B8R PR 88m® myd.
“Arogen  Qrseugenwt”  HGHIGUS STUYDIFSG HlLHer & ep.  50,000/=  QFTensemulL
QUOMIBCBTETI(HETEN DRBIBSHHUTHEHHGH RHI_LSHT S Coaid Hevaisamen QUDMISGBTeT6T
o flewip @evemev. Members who have already availed a sum amounting to Rs.50000/= under the
“Shramasuwa Rekawarana” Medical Insurance Benefit Scheme are no longer entitled to claim benefits
under this scheme.

(3) u8c 88 B® wepo C» 02 B ed O B »EES eBHEomd SIS CROD GS.
BEVSIEMETL QUDMIBOBTETEN 02 BTL&H6T VLG DSDEG GPuLL BTL 6T meusHHuFTameouiled
smdulmba HdFmal QupmMmeseo Geuswi(d. In order to have entitlement to the benefits, a
member should be subject to hospitalized treatment for 02 days or more.

(4) coeced v 9Ee® opw wO® @28us me ¥ CudE: MONIGHOBET LMD ENETTTERTLILISSHIL 63T
gojulss Geuemiguw Speussimise: Instructions and the documents to be submitted along with the
application form:

I esc@uped | 9 @208 @@dmw 8853 ¢, Il D5 emde yBI0 o>y B¢ eederddw B8 ¢,
Il 2 @m0 ewirewiin 885 ¢ BO0C0 wduben 0 @tlu we @d. alavauliiudbder |
Spaud UGH omssHaflamspid |l o ugd dAdFmaweia@d meusHwflemend 1 opb
uGdH Oamhed eupmIEGBITELD Fflurs yrewiubGsHd Fojlisse Geemipw. Part | of the
applicationform should be duly completed and submitted by the member, and Part 1l thereof by the
physician who treated him/her and Part 111 by the employer.
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Ii. @fvecsd @ § » &80 C» 90 = aren BOCED wdyber D0 C¢ ICED ©HB @OE

()

(6)

BuBedB ©0® 0®® mB@Eed @Elusd we Gi. ¢wd®yben, BO10CD wdOLLer @I E¢ ©I
DC 9@ § 9Ce® oy B8 o¥ndi Heds ©i00zm @NEEd. MeuSHWFTmeoUTeNHHE
OeuelBuwnw  HedbHedlphHaH 90 BILBEHBHG6T FHWTs LreuluGsHHu  aleuenliugensd 2 Flul
OLOUGIEIGEBHL 6T  QHDH INUVBHHNEG FOJLINS5H60 Gouamwi(hd. LLFewiomm  WLPMID  FHwms
BriuiuLTg LoHMILD HT6VLD BLHSD 16301 GUTLILIMRI B 61T 618 BITJGUTLD Q& Tew(hLd
gmmisEasTeteniuLomLrgl.  The perfectly completed application form along with the relevant
documents should be submitted to this office within 90 days from the date of discharge from the
hospital. Incomplete, imperfectly completed, and time-elapsed applications will not be accepted for
any reason whatsoever.

DBS GBS R OB ©wIRITVers’ B8 oW 9Byl 05 exnEed. Geuafeui
Grumwmeny  Wflelled  QupmIOsTaTEBD FHHFMFHEHEHG hFMH OFTensW D  WemelIyF
Gawiwiucom’ gl No reimbursement will be made for outpatient (OPD) treatment.

@dnE om0 83 DEEO @Ed B O @ 80P eRews D00 IS 1 §ed
DDMBBOC §E B0us 9CeP vpw ®O® @flus me Grd. edle BEdwe mesyed (Diagnosis
Card) awg®@moied £8m »endsm i P Bered® Hhw Bovms eddiewisn 0853 wudm »J
928w e 8. maugdwareneouled FEFmal CQuDMSOSTERIL CUTSH UPEISILLL DMOIHH
wmbHISeNeET  allemeoll ULiQuieddeT LPMID SlenLseafler cpeoll  LITHosemen  eilewsTenIliLg S IL 63T
FI%5560 Geuewi(hd. Gmmul Wi ol emuied (Diagnosis Card) elessiemiiugriluler Gzdu
SmLWTeT  SiLemLulesr wpmid eumIds sewisder Bon Urdsmen QHTHEL  6UPEIGHITEL
o mIHIuGSH Fwjuldsser Geuswi(o. Original copies of all prescription related bills and cash
receipts issued during the hospital stay should be submitted along with the application form. A
photocopy of the Diagnosis Card, applicant's National Identity Card and Bank Account should be
certified and submitted by the respective employer.

@G ®mIOO @R § G ©PITVews’ ewthewidn 8853 08 evd®s o adm® & 8gag
Bedm0 o etdrewridn 8853 (0 ¢ Bwed®s B G Guc®moE®ns’ ¢ty awmd ®3es O &
B8ae § §B» Ddmd ¢ aoq BBwS edvewcidm 085 chevm @ffus wme 9.
meUGSHWFTEmLUTD  SIMILHBHIULLFDBTET  alewsoll  ULuieddeT  OTLIN  Gxmided
APEIGHITL g8Haid OarT@lues CFuwiul®HUIdET g OBHTLIUTET HH6UEOH6T  LOMHMID
Oamfed  eupmGHITeL  CQFuwiulL  gGsmib  OFvelesHelmba g8H@mid OFHTensd
alewtentiusTHUIL OGBS  Wewiho malheusTulsT Sigh OSHTLIUTST  SQLILDLS HBHEUOHEIT
o afenLmIFW  HHOwTaImn  CaTPed  eupmGHALWOGHE  QUOMISCBEIH  FLOFLLINGSSH0
Gauemipo. If any payment has been made by the employer concerning the bills related to
hospitalization, and if any amount has been recovered by the respective employerfrom the applicant
from the expenses so incurred, a letter containing the basic details of the same should be obtained from

the respective employerand submitted.

I. etdDewidn el e arumees OB dCBS e eeDr e @DE%OHE, O eerd®D
BOED BNE PODHBIERT O GBwS wy O aummE edn @llerd OB ¢ ¢dm
Bedm0rst@m dCwems (Final Bill) 80wsm @y cod® 00 agpe 8se® §cc ndms3Boc (Receipts)
Boud 9O aomme 0853 wufm 0 @8us me 8. Gamled apmEGHT eveg Geum
BlnieuenGoreiper  cped  aflemeolt ULwiede @ UGH OCFNSHSIULRYHEGW Burgkl DibHDHH
OaT(hUUMTGE gOUMLWSTE DibS BneuasbHeldmhas QuUONISOETERIL  SigHldD WLOHMID AHD
Poeuesdng gwojiulssiu’ L @md elfleuren efemevt ulpuwieler (Final Bill) Yyg wmund
Q& (HLILIET6E®6ThE U SN S emLseMergid (Receipts) Ay dHasenen SbHS
PoeuesSHelmba 2 nHILGHH Fojlulsssd Geusmipo. In case a part of the bill has been paid by
the employer or another institution, a letter obtained from that institution regarding the payment and a
copy of the final detailed bill submitted to that institution and copies of all receipts related to payments
certified by that institution. should be submitted.
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Il. 930 @000 @wc®®d; B85 edlve @d» v @8 evd® DEO @c § G RBTEOG
(Receipts) @ Bowsd oo »me uno. NG Boedswrs  aleviemiusmiulenmed
maubHwaTenevd@ OFaibdueren Qasmhluaiaysehdsd goymLw  HlenLsefler  (Receipts)
eweols ydasenst Fojlilsssd Gsueuipid. In addition to that, the applicant should submit the original
copies of the receipts related to the payments made to the hospital.

(7) ©0@8mwed gl awrcdues wovsd ©0 @B 0/ ICBOC/ GG DMSBOE/ amas I
Dobm0OE/@din BED6 nert)ed/ AR Beae®8 wews’ O ©y “HBD HECHOsend weHnsd »HO®
a0 odmes OB 0 »e®8 00m;0 anEd ummens 8ol ewd ®OBIm.
SiEIBSHBHMFleTbeveialeeniliugFHeo GO Ou Beten  GQuwiy/ ulywisdseflsd/ FlenLsefesd/ wugeud I
Sismasened/ GhTul FBijewiwu SenLuled/ eumidld seamsdled GOUILIUCBoTem  GQuwi LMD
Bxpfw semLwmer olenLullspieien QU seUsDMIGSmLUID elGHwTFD STewvL@GTUIST Gy
algHwurgd  GOaTLiled ghyemLw  BmeuasHamed  slgshoraemnn  gwjilssaun. If there is a
difference between the name recorded in the member's benefit application/ bills/ cash receipts/Form Il
reports/ diagnosis card/ bank account and the name mentioned in the National Identity Card, please
submit a letter from the respective institution regarding such name change.

(8) c®@® ewikton DO woes wI@IEPDewned wdyber e8dr mCEE REE oD KB B o
Ot 50,000/= =B ©@0&. Bbes FHLHHG S BSSHBM] @Heuflear Wy GCFemeud HTELSHHMES6N
QupmisOasmeten (wipujworer GFTenad em. 50,000/= wrsHywmgw. Under this scheme, the beneficial
sum of money that can be availed during the entire period of service of a member is Rs. 50,000/= only.

[ Oce®d/ (padwid/Important ]

® 8uE® d¥ed edind, Jed igbeds ediniE ¥ eBICOBD @dinE Bwi®m w®Ied 8x®m Bwisded
esICOED @dinE ©853 RO ¢ eedes BB edKedS @S QOED dwdder @JiNE OB
eedcs Oven ©w@lkdzn OB Gl EBE R OO0 SO . JAMASHH DTFTEIS
MOUSHLFTE6VHET, ATFTEIG W TGS MeUSHWFTENVHET WHMID SHONWTT  MEUSHHUIFTEEVBH6NT
RUWEIGUBSSND Fmuwlamed SE@ioddaiu’ L uHoQFuwiul L STy  HeubHWSFTEN60H6IT
apeold  QupMIEQETaTEHL  FHFmFBEHHEG LISATD  FArwaen  Qrseugent  MeUSHIHLIFTEN60
S@odHeETer STONIHS HLGHe S Beosisamens QupmsOsTsien o flemwwemid. Only the
medical treatment received inall Government Hospitals, Government Ayurvedic Hospitals andprivate
hospitals approved and registered by the Regulatory Council of Private Hospitalsis entitled to get
benefits under the ShramasuwaRekawarana Hospitalization Medical Insurance Scheme.

® 0cO BBDY, OO AW BCe® w®, @D AW BBO® eDRNELE CHeCE) CID BBE
©e 9EE® B0 e®® gwcdupn ace ened. QMW FHIHTHHFms, FANBIHsn QUTHSHHID
FeHHTHHFmF, BHEnTON60EMEVL] QUITHSHSH60 eTETLIOIMMIE G aupEISLIL(HLD [H6VEITE(6TH & ()
alewiemiiuasnE Bbs elavemiiiuliugeand gmysmLwgem. 1his form of application is not applicable
to apply for the benefits given for heart surgery, kidney transplant surgery, and ocular lens
transplantsurgery.

® D BTHB @0 EBRPEDL CRIOBILN EBWIC eOHeDS e®O BBEG B8O e300 D 1® ecd.
8Bw1ld »e0 o(Be0 » BB®

@523, OFRE) DG Be HOOH RRAD @I

©®1%8 0die

@50 gBaSE cvemn eeddes (HIV) @iesidme 8e®s3 ©»oos3sn @dini@d

AW =
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Oeteupd Curuisetr  sryewionsd  QuUDMIGOETeTEHD  HHFnFsEndHEGH BbdH  HEVEIHMENLI
QUOHMIBEOBTETEN (LPIQUITSHI 6TRILINS MG (HES e Gm6IT.

1. HBOBTMEVEEG (PWBF&HH60

2. wgiuTed, CuTeSLIGUT(HET LITeUmeT STT6wIoTS gBUGBGL CHTuisert

3. gps GHTUIS6T

4. wrelL Gpmul edjiygF gé58 Gepuur® (HIV) Gambm styenions gBuBGl Crruiser.

| hereby wish to inform you that this benefit is not claimable for the treatment received due to the
following diseases.

1. Suicide attempts.

2. Diseases caused by the use of liquor and drugs.

3. Venereal diseases.

4. Diseases caused by Human Immunodeficiency Virus (HIV) infection.

e®0® uBE evdd® wPRITLVeLs VwEs D8S vy CRAY Biens gdwimy Roers D5 arw. Bbd
BEVETHEMET  QUDEIGAIH OFHTLIII60 Feouulemmed eahbslLGD  Soreand Sudurerg. The decision
made by the Board regarding the payment of these benefits will be final.

BO08D w@yben w0 G¢ 8wc®srn @ 8eg® EuBwudl we® edinEs’ 80 8 E» 90 & ame»
oo 8ews E85»60 0w e Gd. WampBWTel LJamlLuGSSLLLL  allemuenllILhISemen  6JiLjenL LI
SIMDHBH  LAIWIBIBEHL @D  malbHHuFTeneouledmbs  CalefGuip 90 BT &EndHEHeT  Llealmd
wasafldd Fjilsseo GeuewiGd. The duly completed application along with all relevant documents
should be sent to reach the following address within 90 days of the discharge from the hospital.

DE®NDIT (B s8eEm)
D) BEPmesied $i0 @0GeE ©eHES,
19 9 @»E, @®endd Bewnes,
m.e. 807, 59010853580,
eme® 05.

(LPSHTEMLOWITENT  (T56V6ET [HITEUTEHLD)
oarfly BIOLbma QUTRBIILY BHwFFemL,
19 gub g, Gwameuy Liwer,
&.0u. 807, mIyTGamei L,
@smepb 05

Manager (Benefits Administration)
Employees' Trust Fund Board,
19" Floor, MehewaraPiyesa,
P.O. Box 807, Narahenpita,

Colombo 05.
o0 aom/ OgmeneuBudl/ Contact No - 0117747232
D0edered/ eul Gati/ WhatsApp - 0716375041
Beysd B8xa/ Wenienehaeo/ Email Address - mgrbenad@etfb.lk
002 ads/ @meanuwigsenid/ Website - www.etfb.lk
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