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fiajd kshqla;hkaf.a Ndr wruqo,a uKav,h 
Copau; ek;gpf;ifg; nghWg;G epjpar; rig 

Employees Trust Fund Board  
 
 

 

 

 

 

 
  

 

 
කාර්යාලීය ප්‍රයයෝජනය සඳහා/mYtyf cgNahfj;jpw;fhf/For office use 

 

 

 
      

 
1. සාමාජිකයායේ මුලකුරු සමඟ නම   ……………………………………………………………...… 

KjnyOj;Jf;fSld; mq;fj;jtupd; ngau; …………………………………………………………...…… 
Name of the Member with initials     ………………………………………………………...……… 

 

2. සාමාජිකයායේ සම්පූර්ණ නම  ………………………………………..………………………………………… 

mq;fj;jtupd; KOg; ngau;     ……………………………………………………………………………..……  
     Full Name of the Member    …………………………………………………………………………..……… 
 

3. ලිපිනය     .....…….……………………………………………………………………………………...………… 

     Kftup      ..........……………………………………………………………………………………..….………… 

Address            ..........…………………………………………………………………………………...……………… 

 
4. උපන් දිනය                                                             ජාතික හැඳුනුම්පපත් අංකය 

     gpwe;j jpfjp    …….………………       Njrpa milahs ml;il ,yf;fk;    …....…………………. 
     Date of Birth                                                      National Identity Card No   

 
5. වර්තමාන යසේවායයෝජකයා ඇතුළුව අරමුදයේ සාමාජිකත්වය හිමි අවුරුදු 5 ක කාලය ඇතුලත ඔබ යසේවය කළ ආයතනය 

පිළිබඳව විසේතර පිළියවලින් සඳහන් කරන්න. jw;Nghija njhopy; toq;Feu; cl;gl epjpaj;jpd; 
mq;fj;Jtj;ijg; ngw;W 5 tUl fhyj;jpw;Fs; jhq;fs; gzpahw;wpa epWtdq;fs; gw;wpa jfty;fis 
xOq;F Kiwg;gb Fwpg;gpLf. 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. 
 

යසේවය ඇරඹූ දිනය 
Nrit Muk;gpf;fg;gl;l jpfjp 

Date of commencement of service 

යසේවය අවසන් කළ දිනය 
Nrit Kbtile;j jpfjp 

Date of termination of service 

ආයතනය/ වත්යත් නම 
epWtdj;jpd;/ Njhl;lj;jpd; ngau; 

Name of Institution/ Estate 

යසේවායයෝජකයායේ  
යසේ.අ.අ./ පු.අ.අ. අංකය 
njhopy; toq;Feupd; 

C.Nr.ep.,./ j.Nr.ep.,yf;fk; 
EPF/ PPF No. 

සාමාජිකයායේ 
අංකය 

mq;fj;jtupd; ,yf;fk; 
No. of the  Member 

     

     

     

     

     

     

     

     

     

     

     

 

 

1 fldgi$ gFjp 1$ Part I 
 

 

^idudðlhd úiska iïmQ¾K l< hq;=hs$ mq;fj;jtuhy; epug;gg;gLjy; Ntz;Lk;$ To be completed by the member & 

—Y%uiqj /ljrK˜ frday,a.; ffjoH rlaIK fhdackd l%uh hgf;a frday,a .dia;= m%;sm Q¾Kh lsÍu i|yd jQ whÿïm;  
“rpukRt nuftuz” itj;jparhiy mDkjp kUj;Jtf; fhg;GWjpj;jpl;lj;jpd; fPo; itj;jparhiyf; 

fl;lzq;fis kPsspg;Gr; nra;Ak; tpz;zg;gg;gbtk; 
Application for the reimbursement of hospital charges under the “Shramasuwa Rekavarana”   

Hospitalization Medical Insurance Scheme  
 

ETF/BS/2 
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6. යරෝගය/ අනතුර සම්පබන්ධයයන් ප්‍රතිකාර ගැනීම සඳහා වැය jQ මුළු මුදල   

Neha;/ tpgj;J njhlu;gpy; rpfpr;irg; ngw;Wf;nfhs;tjw;fhf       
nryT nra;ag;gl;l nkhj;jj; njhif        
Total cost of treatment spent on illness/ accident  

 
7. ඔබ ආයතනය විසින් ප්‍රතිූර්ණය කරනු ලබන්යන් නම්ප එම මුදල  

jq;fsJ epWtdj;jpdhy; epjp kPsspg;Gr; nra;ag;gLkhapd; 
me;jj; njhif  
The sum payable, if reimbursed by your institution 
 
 

8. යවනත් ආයතන, සංවිධාන යහෝ රක්ෂණ ආයතන විසින් ප්‍රතිූර්ණය කරනු ලබන මුදල. NtW epWtdq;fs;> 
mikg;Gf;fs; my;yJ fhg;GWjp epWtdq;fspdhy; kPsspg;Gr; nra;ag;gLk; njhif. Sum reimbursed by 

other institutions, organizations or insurance companies. 
 

එම ආයතනය/ සංවිධානයේ නම 
me;j epWtdj;jpd;/ mikg;gpd; ngau; 
Name of such institution/ organization 

දරනු ලබන වියදම 
toq;fg;gLk; njhif 

Cost incurred 

1. 
 

2. 
 

 
9. ප්‍රතිලාභ යයෝජනා ක්‍රමය යටයත් ඉේුම්ප කරන මුදල 

eyj;jpl;lj;jpd; fPo; tpz;zg;gpf;Fk; njhif        
Sum applied for under Benefits Scheme   

 
10. බැංකු ගිණුම පිළිබඳව විසේතර (යෙක්පතකින් යගවීම්ප කරන බැවින් තමන්යේ නමින් ගිණුමක් තිබීම අතයාවශ්‍යයි)  ධනයයෝජන 

හා සේිර තැන්පත් අදාල යනායේ. tq;fp fzf;F gw;wpa tpguq;fs; (fhNrhiy %yk; nfhLg;gdT 
nra;ag;gLtjdhy; jdJ ngaupy; tq;fpf; fzf;F ,Uj;jy; mtrpak;) jdNah[dh kw;Wk; epiyahd 
itg;Gf; fzf;Ffs; Vw;GilajhfhJ. 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. 
 

මුලකුරු සමඟ නම 
KjnyOj;Jf;fSld; ngau; 

Name with Initials 

බැංකුයේ නම සහ ගිණුම්ප ශ්‍ාඛාව 
tq;fpapd; ngau; kw;Wk; fpis 

Name of Bank and Branch of the Account 

ගිණුම්ප අංකය 
fzf;F ,yf;fk; 
Account Number 

 

 

 

  

 
11. යරෝහේගත වීම සම්පබන්ධ විසේතර පහත සඳහන් කරන්න./ itj;jparhiyapy; mDkjpf;fg;gl;l jfty;fis fPNo 

Fwpg;gpLf. Please give details regarding the hospitalization. 
 

01. අසනීපය/ අනතුර පිළිබඳ විසේතර  
             Neha;;/ tpgj;J gw;wpa jfty;fs;         ..............................................................   
             Details of Illness/ accident 
 

02. අසනීපය වැළඳුන / අනතුර සිදු වූ දිනය 
             Neha; gPbf;fg;gl;l/ tpgj;J ele;j jpfjp                             ...........................................             
             Date on which the Illness sustained/ Date of accident 
 

03. යරෝහේගතව සිටි යරෝහල 
             mDkjpf;fg;gl;l itj;jparhiy                        
             Hospital into which you were admitted 

             

(i)   යරෝහේගත වූ දිනය  
  mDkjpf;fg;gl;l jpfjp                    

       Date of hospitalization 
 

(ii)  යරෝහයලන් පිටවූ දිනය 
       ntspNawpa jpfjp                                              
       Date of discharge from the hospital 

 
 
 

 

…..……….………………………………... 

 

 

…..……….………………………………... 

 

 

…..……….……………………………………………………. 

 

…..……….………………………………………………………….…… 

 

…..……….……………………………………………… 

 

…..……….………………………………………………………… 

 

…..……….………………………………………………………… 

 

…..……….………………………………………………………… 
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12. මීට යපර ශ්‍රමසුව රැකවරණ ප්‍රතිලාභ යවනුයවන් ආධාර මුදේ යමම අරමුදලින් ලබායගන ඇද්ද@ ............................................. 
,jw;F Kd;du; rpukRt nuftuz eyDf;fhf epjpAjtpfs; ,e;j epjpaj;jpypUe;J ngw;Wf;nfhz;Ls;sPuh? ................ 
Has any assistance been obtained from the Fund against Shramasuwa Rekavarana benefits previously? ..................... 
 

13. ලබායගන ඇති ආධාර මුදේ ප්‍රමාණය    රු.  ............................................................................................. 
ngw;Wf;nfhz;Ls;s epjpAjtpj; njhif   &. ............................................................................................. 

Sum so received as assistance     Rs. ............................................................................................. 

 
ඉහත සඳහන් කර ඇති අසනීපය/ අනතුරුමය ආබාධයන්යගන් මා යපළුන බවත්, යරෝහේගත වී ප්‍රතිකාර ලබා ගැනීමට අදාලව මා 
විසින් දරන ලද වියදම්ප සතය හා නිවැරදි බවත්, ඉහතින් සඳහන් කර ඇති දිනවල දී මා යරෝහේගතව ප්‍රතිකාර ලැබූ බවත්, සහතික 
කරන අතර, ඉහත සඳහන් යතාරතුරු වැරදි හා අසතය බවට ඔප්පපු වුවයහාත් මට විරුද්ධව උසාවියක නඩු පැවැරිය හැකි බව ද මම 
දනිමි. තව ද, වයාජ බිේපත් ඉදිරිපත් කර ඇති බව අනාවරණය වුවයහාත් ඉදිරියේ දී යමම ප්‍රතිලාභ යයෝජනා ක්‍රමය යටයත් කිසිඳු 
ප්‍රතිලාභයක් ලැබීමට සුදුසුකම්ප යනාලබk බව ද මම දනිමි. 
 
I do hereby certify that I suffered from the aforementioned illness / accidental disabilities and that the expenses borne 

by me in receiving hospitalized treatment are true and correct and that I received treatment whilst being under 

hospitalization during the dates as stated above and I 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. I am also aware of the fact that I 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.  

 

Nkw;Fwpg;gplg;gl;Ls;s Nehapdhy; gPbf;fg;gl;L/ tpgj;J fhuzkhf cghijf;F cs;shfpapUe;Njd; vd;gijAk; 
itj;jparhiyapy; mDkjpf;fg;gl;L rpfpr;irg; ngWtjw;fhf vd;dhy; nra;ag;gl;l nryTfs; cz;ikahdit 
vd;Wk; rupahdit vd;Wk; Nkw;Fwpg;gplg;gl;l jpdq;fspy; ehd; itj;jparhiyapy; mDkjpf;fg;gl;L rpfpr;irg; 
ngw;W te;Njd; vd;gijAk; cWjpg;gLj;Jfpd;Nwd;. Nkw;Fwpg;gplg;gl;l jfty;fs; ngha;ahdit vd 
ep&gpf;fg;gLk; gl;rj;jpy; vdf;F vjpuhf ePjpkd;wnkhd;wpy; tof;F njhLf;fg;glyhk; vd;gijAk; ehd; 
mwpNtd;. NkYk; Nghypahd tpiyg; gl;bay;fs; rku;g;gpf;fg;gl;Ls;sjhf fz;lwpag;gLkplj;J vjpu;fhyj;jpy; 
,e;j eyj;jpl;lj;jpd; fPo; vt;tpj eyd;fisAk; ngw;Wf;nfhs;s jifikg; ngwkhl;Nld; vd;gijAk; ehd; 
mwpNtd;.   
 

 
 

මහපටැඟිලි සළකුණු/ ngUtpuy; milahsk;/ Thumb Marks 
 

             වම/,lJ /Left                    දකුණ/tyJ /Right    
                     

                                                                                                                                                                
                                                                               

                                             
 
 
 
 

.................................................. 
සාමාජිකයායේ අත්සන 

mq;fj;jtupd ifnahg;gk; 
Signature of the Member 

 
…….......................................... 

දිනය/jpfjp/ Date 
 

 

දුරකථන අංකය/ njhiyNgrp ,yf;fk;/ Contact No 
........................................................................ 
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1' Name of patient :  .………………………..……………………………………………………………………………. 

 

2' Condition that required investigation or treatment : ……………………………………………………………..…….. 

…………...…………………………………………………………………………………………………………..…. 

………………………………………………………………………………………………………………………..… 

 

3' Diagnosis of disease : ………………………………………………………………………………….………………. 

………………………………………………………………………………………………………………………….. 

………………………………………………………………………………………………………………………..… 

 

4' Details of treatment or operation : ……………………………………………………………………..………………. 

………………………………………………………………………………………………………………………….. 

………………………………………………………………………………………………………………………..… 

………………………………………………………………………………………………………………………….. 

 

5' State briefly the history of injury or ailment : ……………………………………………………………………….… 

………………………………………………………………………………………………………………………..… 

………………………………………………………………………………………………………………………..… 

………………………………………………………………………………………………………………………….. 

 

6' Period the patient is unfit for work or needs rest :   From -…………………..……    To -…………………..…… 
 

 

7' State approximately when, in your opinion, the ailment could have BEGUN or CONTRACTED by the patient : 

……………………………………………………………………………………………………………………….…. 

………………………………………………………………………………………………………………………..… 

………………………………………………………………………………………………………………………..… 

………………………………………………………………………………………………………………………..… 

 

8' Date of admission  : …………………………………………………..  
 

9' Date of discharge  : ………………………………………………….. 

 
I certify that I am the General Practitioner / Surgeon / Physician who treated the patient referred to above and confirm 

that the above details are true and correct. 
 

 

 
Date : …………………………..             ………….……..……………………………… 

          Signature & Seal of Medical Practitioner/ 

                   Surgeon /Physician  

 
 

Name of Medical Practitioner/ Surgeon/ Physician     : …………………………………………………………………... 

Qualification : ……………………………………………………………………………………………………………... 

Address : …………………………………………………………………………………………………………………... 

Contact No : ……………………………………………………………………………………………………………….. 

N.B. To completed by the Surgeon in all cases of surgical treatment. 

2 fldgi$ gFjp 2$ Part II 
 

 

(To be completed by the General Practitioner/ Surgeon /Physician who treated the patient) 
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.................................................................................................................................................................. (ලිපිනය) හි පිහිටි  

.............................................................................................................. (ආයතනයේ නම) හි කළමනාකරු/ පාලක/ අයිතිකරු 

.....................................................................................  වන මම යසේ.අ.අංක /පු.අ.අ.අංක ........................................  සහ 

ජා.හැ. අංක ............................................................. දරණ ............................................................................................... 

(සාමාජිකයායේ නම) යසේවකයා/ නිලධාරියා............................................... දින සිට යම්ප දක්වා යමම ආයතනයේ යසේවා 

නියුක්තව සිටින බවත්,  ඔහු/ ඇය ................................... දින සිට ................................... දින දක්වා වවදය නිවාඩු මත යසේවා 

සේථානයයන් බැහැරව සිටි බවත් සහතික කරමි. 

 
I, ................................................................................................................................. the Manager/ Administrator/ Owner 

of .................................................................................................................................................... (Name of Institution) at 

...............................................................................................................................................................................................

............................................................................................  (Address of Institution) certify that the Employee/ Officer 

..................................................................................................................... (Name of Member) bearing EPF/ PPF 

No.............................  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.  

 
.............................................................................................................................................. ,y; mike;Js;s  (Kftup) 

........................................................................................................ ,d; Kfhikahsu;/ epUthfp (epWtdj;jpd; ngau;) 

cupikahsu; ...................................................................................................................................................................... 

Mfpa ehd; C.Nr.ep. ,yf;fk;/ j.Nr.ep. ,yf;fk; .........................................................................................................  

kw;Wk; Nj.M.m. ,yf;fk; .................................................................................................................................. cila 

................................................................................................................................................................................. vd;gtu; 

(mq;fj;jtupd; ngau;) .....................................................................................  Mk; jpfjp Kjy; ,J tiuapy; ,e;j 

epWtdj;jpy; njhopypy; <Lgl;bUe;jhu; vd;Wk; mtu; ............................................................... Mk; jpfjp Kjy; 

.................................................. Mk; jpfjp tiu kUj;Jt yPtpd; fhuzkhf Nrit epiyaj;jpw;F ntspapy; 

,Ue;jhu; vd;gijAk; cWjpg;gLj;Jfpd;Nwd;.    

 
තව ද, අප විසින් ඔහු/ ඇය යවනුයවන් අඛණ්ඩව යම්ප දක්වා යසේවා නියුක්තයන්යේ භාර අරමුදලට දායක මුදේ යගවා ඇති බව 

දන්වා සිටින අතර, ඔහු/ ඇය යරෝහේගත වූ මාසයට යපර මාස යදාළහ (12) සඳහා ඔහු/ ඇය යවනුයවන් හා සියළුම යසේවකයින් 

යවනුයවන් තැන්පත් කරන ලද දායක මුදේ පිළිබඳ විසේතර පහත දක්වා ඇත. NkYk;> mtu; rhu;gpy; ,J tiuapy; 
Copau; ek;gpf;ifg; nghWg;G epjpaj;jpw;fhd gq;fspg;Gj; njhif njhlu;r;rpahf mDg;gg;gl;Ls;sJ. mj;NjhL 
mtu; itj;jparhiyapy; mDkjpf;fg;gLtjw;F Kd;duhd gd;dpnuz;L (12) khjq;fSf;Fk; mtUf;fhf 
itg;gpyplg;gl;l gq;fspg;Gj; njhif gw;wpa tpguq;fs; kw;Wk; epWtdj;jpd; midj;J Copau;fSf;fhfTk; 
mf;fhyg; gpupTf;fhf nrYj;jg;gl;l Copau; ek;gpf;ifg; nghWg;G epjpaj;jpd; gq;fspg;Gj; njhiffs; gw;wpa 

tpguKk; fPNo Fwpg;gplg;gl;Ls;sJ. 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. 

3 fldgi$ gFjp 3$ Part III 
 

 

(යසේවායයෝජක විසින් සම්පූර්ණ කළ යුතුයි. $ njhopy; toq;Feuhy; G+uzg;gLj;jg;gly; Ntz;Lk;./ To be completed by the employer) 
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මාසය 
khjk; 
Month 

මාසය සඳහා යගවන ලද සම්පූර්ණ මුදල 
nrYj;jg;gl;l nkhj;j khjhe;j gq;fspg;Gj; njhif 

Total amount paid for the month 

යගවන ලද දිනය 
nrYj;jg;gl;l jpfjp 

Date of payment 

යෙක්පත් අංකය 
fhNrhiy ,yf;fk; 

Cheque Number 

අදාල යසේවා නියුක්තයා යවනුයවන් 
mq;fj;jtu; rhu;gpy; nrYj;jg;gl;l 
khjhe;j gq;fspg;Gj; njhif 

For the employee concerned 

සියළුම යසේවා නියුක්තයන් යවනුයවන් 
midj;J Copau;fSf;fhfTk; 

nrYj;jg;gl;l gq;fspg;Gj; njhif 
For all of the employees 

     

     

     

     

     

     

     

     

     

     

     

     

 
ඉහත කාල සීමාවට අදාල දායක මුදේ යගවන ලද්යද් ආකෘති I මඟින් ද/ ආර්4 මඟින් ද? Nkw;Fwpg;gpl;l fhyg;gpupTf;F 
Vw;Gila gq;fspg;Gj; njhif nrYj;jg;gl;bUg;gJ khjpupg; gbtk; Mu; I %ykh/ Mu;4 %ykh? Were the 

payment of contributions relating to the period above made through Form 1/ Form 4? 
 

ආකෘති ආර් 1 මඟින් මුදේ යගවන්යන් නම්ප, එම කාල සීමාවට අදාල ආකෘති II වාර්තා khjpupg; gbtk; Mu;1 %yk; 
nrYj;jg;gl;bUg;gpd; mf;fhyg; gpupTf;F Vw;Gila khjpupg; gbtk; II mwpf;if Whereas I make such payment of 

monies by Form R1, I do hereby certify that the Form II Returns relating to the said period 
 

(අ) දැනටමත් ඔබ ආයතනය යවත එවා ඇති අතර, එම වාර්තායේ ඔහුයේ/ ඇයයේ නම ඇතුළත් වී ඇති බවත්, jw;NghJ 
jq;fsJ epWtdj;jpw;F mDg;gg;gl;Ls;sNjhL> me;j mwpf;ifapy; mtuJ ngau; cs;slf;fg;gl;Ls;sJ. 
have already been sent to your institution and that his / her name is included in that volume, 
  

(ආ) ඉදිරියේදී එවීමට නියමිත බවත්, එම වාර්තායේ ඔහුයේ/ ඇයයේ නම ඇතුළත් කරන බවත් සහතික කරමි. vjpu;fhyj;jpy; 
mDg;gg;glTs;sJ. me;j mwpf;ifapy; mtuJ ngau; cs;slf;fg;gLk; vd;gijAk; cWjpg;gLj;Jfpd;Nwd;.  
are due to be sent in the future and that his / her name will be included in that volume. 
 

යමම සාමාජිකයායේ යරෝහේගතවීම යවනුයවන් ආයතනය යහෝ යවනත් රක්ෂණ ආයතනයක් මඟින් යම්ප මුදලක් යගවයි නම්ප එම 
මුදල රු. ………………………………………. ,e;j mq;fj;jtu; itj;jparhiyapy; mDkjpf;fg;gLtjw;fhf 
epWtdj;jpdhy; my;yJ NtW fhg;GWjp epWtdnkhd;wpdhy; VNjDk; njhif nrYj;jg;gLkhapd; me;jj; 
njhif &. ……………………………………. 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. ………….……………………………… 
 

 

ඉහත සඳහන් යතාරතුරු සතය හා නිවැරදි බව යමයින් ප්‍රකාශ්‍ කරන අතර, යමහි යම්ප අසතය යතාරතුරක් සැපයුවයහාත් යසේවා 

නියුක්තයන්යේ භාර අරමුදේ පනයත් 39 වන වගන්තිය යටයත් මට විරුද්ධව උසාවියක නඩු පවරනු ලැබිය හැකි බව මම දනිමි. 

Nkw;Fwpg;gplg;gl;Ls;s jfty;fs; cz;ikahdit vdTk; rupahdit vdTk; Fwpg;gpLfpd;Nwd;. ,jpy; 
VNjDk; ngha;ahd jftiy toq;fpapUg;gpd; Copau; ek;gpf;ifg; nghWg;G epjpar; rig rl;lj;jpd; 39 Mk; 

gpuptpd; fPo; vdf;F vjpuhf ePjpkd;wnkhd;wpy; tof;Fj; njhLf;f KbAk; vd;gijAk; ehd; mwpNtd;. I do 

hereby declare that the above information is true and correct and I am aware that if any   information furnished by me 

herein is found to be false, I could be sued in a court of law under section 39 of the Employees Trust Fund Act. 
  

 

                            
 
          

 
 
 
 
 
 

දිනය/jpfjp /Date : ...................................... 

.................................................................... 
යසේවායයෝජකයේ අත්සන, නම, තනතුර 
Njhopy; toq;Feupd; ifnahg;gk; 

Signature of the Member 
 

 

 
 …….......................................... 

මුද්‍රාව 
 

.................................................................... 

දු. අංකය/ ,.K.njh. ,yf;fk;/ Contact No 
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(1) fuu m%;s,dN fhdackd l%uh hgf;a wruqof,a idudðlfhl= fjkqfjka wod, m%;s,dN ysñ ùu i|yd" 

,e;j eyd; jpl;lj;jpd; fPo; epjpaj;jpd; mq;fj;jtu; xUtu;Vw;Gila eyd;fisg; 

ngw;Wf;nfhs;tjw;fhf, In order to claim the relevant benefits on behalf of a member of the fund 

under this benefit scheme, 
 

i. wod, wikSmh fyda wk;=r ksid isÿjQ wdndOh fya;=fjka m%;sldr ,nd.ekSu i|yd frday,a .;jk 
wjia:dj jk úg wod, idudðlhd wruqof,a il%Sh idudðlhl= úh hq;= w;r wjqreÿ myl ld,hla 
wruqof,a wLKav idudðl;ajh ord ;sìh hq;=hs' Vw;Gila mq;fj;jtu;> njhlu;Gila Neha; 
my;yJ tpgj;jpdhy; Vw;gl;l,ayhik fhuzkhf rpfpr;ir ngWtjw;fhf kUj;Jtkidapy; 
mDkjpf;fg;gLk; NghJ epjpaj;jpd;nraY}f;fKs;s mq;fj;jtuhf ,Uj;jy; Ntz;Lk;. 
mj;NjhL Ie;J tUl fhyj;jpw;F epjpaj;jpy; njhlu;e;Jk;mq;fj;jtuhf ,Ue;jpUj;jy; 

Ntz;Lk;. 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. frday,a .; jk udihg fmr udih olajd jQ wjqreoaol ^udi 12l& ld,hla i|yd wod, fiajd 
kshqla;slhd fjkqfjka fiajdfhdacl úiska wLKavj kshñ; ld,hg odhl uqo,a ner lr ;sìh hq;=hs' 
itj;jparhiyapy; mDkjpf;fg;gLtjw;F Kd;ida khjk; tiuapy; xU tUl                   
(12 khjq;fs;) fhyg;gFjpf;F Copau; rhu;gpy; njhopy; toq;Feuhy; njhlu;rpahf cupa 

fhyj;jpy; gq;fspg;Gj; njhif nrYj;jg;gl;bUj;jy; Ntz;Lk;. 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) —Y%uiqj /ljrK˜ ffjoH rlaIK m%;s,dN fhdackd l%uh hgf;a re'50000/= l uqo,la oekgu;a 
,ndf.k we;s idudðlhskag ;jÿrg;a fuu fhdackd l%uh hgf;a m%;s,dN ,eîug ysñlï ke;' 

“rpukRt nuftuz” kUj;Jtf; fhg;GWjpj; jpl;ljpd; fPo; &. 50>000/= njhifiag; 
ngw;Wf;nfhz;Ls;s mq;fj;jtu;fSf;F ,j;jpl;lj;jpd; fPo; NkYk; eyd;fisg; ngw;Wf;nfhs;s 

cupik ,y;iy. 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) m%;s,dN ysñ ùu i|yd Èk 02 la fyda Bg jeä ld,hla frday,a.;j m%;sldr ,nd.; hq;=hs' 

eyd;fisg; ngw;Wf;nfhs;s 02 ehl;fs; my;yJ mjw;F Nkw;gl;l ehl;fs; itj;jparhiyapy; 

jq;fpapUe;J rpfpr;irg; ngw;wpUj;jy; Ntz;Lk;. In order to have entitlement to the benefits, a 

member should be subject to hospitalized treatment for 02 days or more. 
 

(4) Wmfoia yd b,a¨ï m;%h iu`. bÈßm;a l< hq;= ,shú,s( mwpTWj;jy;fs; kw;Wk; tpz;zg;gj;Jld; 

rku;g;gpf;f Ntz;ba Mtzq;fs;: Instructions and the documents to be submitted along with the 

application form: 
 

i. whÿïm;%fha I jk fldgi idudðlhd úiska o" II jk fldgi m%;sldr lrk ,o ffjoHjrhd úiska o" 

III jk fldgi fiajdfhdacl úiska o ksjerÈj iïmq¾K lr bÈßm;a l< hq;=hs' tpz;zg;gj;jpd; I 

MtJ gFjp mq;fj;jtupdhYk; II Mk; gFjp rpfpr;iraspf;Fk; itj;jpaupdhYk; III Mk; 

gFjp njhopy; toq;FeuhYk; rupahf G+uzg;gLj;jp rku;g;gpj;jy; Ntz;Lk;. Part I of the 

applicationform should be duly completed and submitted by the member, and Part II thereof by the 

physician who treated him/her and Part III by the employer. 

 

 

 

—Y%uiqj /ljrK˜ frday,a.; ffjoH rlaIK fhdackd l%uh hgf;a m%;s,dN ysñ ùu i`oyd jk iqÿiqlï  
“rpukRt nuftuz” kUj;Jtid mDkjp fhg;gWj;jpj; jpl;lj;jpd; fPo; eyd;isg; ngw;Wf;nfhs;tjw;fhd jifikfs; 

Entitlement to benefits under “Shramasuwa Rekawarana” Hospitalization Medical Insurance Scheme 
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ii. frdayf,ka neyer jQ Èk isg Èk 90 la we;=<; ksjerÈj iïmq¾K lrk ,o b,a¨ï m;%h wod, 
,shlshú,s iuÕ fuu ld¾hd,hg bÈßm;a l< hq;=hs' wiïmQ¾K" ksjerÈj iïmQ¾K fkdlrk ,o yd 
l,a bl=;a jq b,ä ï m;% lsisÿ fya;=jla ksidj;a Ndr.kq fkd,efí' itj;jparhiyapypUe;J 
ntspNawpa jpdj;jpypUe;J 90 ehl;fSf;Fs; rupahf G+uzg;gLj;jpa tpz;zg;gj;ij cupa 
Mtzq;fSld; ,e;j mYtyfj;jpw;F rku;g;gpj;jy; Ntz;Lk;. G+uzkw;w kw;Wk; rupahf 
epug;gg;glhj kw;Wk; fhyk; fle;j tpz;zg;gq;fs; vf;fhuzk; nfhz;Lk; 

Vw;Wf;nfhs;sg;glkhl;lhJ. 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. 
 

iii. ndysr m%;sldr ,nd .ekSu iïnkaOfhka lsisÿ uqo,la m%;smQrKh lrkq fkd,efí' ntspthup 
Nehahsu; gpuptpy; ngw;Wf;nfhs;Sk; rpfpr;irfSf;F ve;jtpj njhifAk; kPsspg;Gr; 

nra;ag;glkhl;lhJ. No reimbursement will be made for outpatient (OPD) treatment. 
 

iv. frday,a .;j isá ld,hg wod,j ksl=;a lr we;s ish¨u fnfy;a jÜfgdare ì,am;a yd uqo,a 

l=ú;dkaisj, uq,a msgm;a b,a¨ï m;%h iuÕ bÈßm;a l< hq;=hs' frda. ksYaph ;=Kavqfõ ^Diagnosis 

Card& whÿïlref.a cd;sl yeÿkqïm; yd nexl= .sKqfï Pdhd msgm;la fiajdfhdacl u.ska iy;sl lr 
bÈßm;a l< hq;=hs' itj;jparhiyapy; rpfpr;irg; ngw;Wf;nfhz;l NghJ toq;fg;gl;l midj;J 
kUe;Jfspd; tpiyg; gl;bay;fs; kw;Wk; rpl;ilfspd; %yg; gpujpfis tpz;zg;gj;Jld; 

rku;g;gpj;jy; Ntz;Lk;. Neha; epu;za ml;ilapy; (Diagnosis Card) tpz;zg;gjhupapd; Njrpa 
milahs ml;ilapd; kw;Wk; tq;fpf; fzf;fpd; epow; gpujpfis njhopy; toq;Feuhy; 

cWjpg;gLj;jp rku;g;gpj;jy; Ntz;Lk;. 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. 

       

(5) frday,a .;ùug wod, jq ì,am;a iïnkaOfhka fiajdfhdacl úiska hï f.ùula lr we;akï ta ms<sn| 
úia;r yd fiajdfhdacl úiska ork ,o úhoñka hï uqo,la whÿïlref.ka wdmiq whlr .kafka kï ta 
ms<sn| jq uQ,sl úia;r o wvx.= ,smshla fiajdfhdacl fj;ska ,ndf.k bÈßm;a l< hq;=hs' 
itj;jparhiyapy; mDkjpf;fg;gl;ljw;fhd tpiyg; gl;bay;fs; njhlu;gpy; njhopy; 
toq;Feuhy; VNjDk; nfhLg;gdT nra;ag;gl;bUg;gpd; mJ njhlu;ghd jfty;fs; kw;Wk; 
njhopy; toq;Feuhy; nra;ag;gl;l VNjDk; nrytpdj;jpypUe;J VNjDk; njhif 
tpz;zg;gjhupaplkpUe;J kPz;Lk; mwtpLtjhapd; mJ njhlu;ghd mbg;gilj; jfty;fs; 
cs;slq;fpa fbjnkhd;iw njhopy; toq;FeuplkpUe;J ngw;Wf;nfz;L rku;g;gpj;jy; 

Ntz;Lk;. 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. 

 

(6) i. fiajdfhdacl fyda fjk;a wdh;khla u`.ska ì,am;ska fldgila f.jd we;s wjia:djl§" tu f.ùug 
wod<j wod< wdh;kfhka ,nd.;a ,smshla iy tu wdh;kh fj; bÈßm;a lrk ,o wjidk 

úia;rd;aul ì,amf;ys ^Final Bill& msgm; iy f.ùï j,g wod, ish¨u uqo,a l=ú;dkaisj, ^Receipts& 
msgm;a tu wdh;kh u.ska iy;sl lr bÈßm;a l< hq;=hs' njhopy; toq;Feu; my;yJ NtW 
epWtdnkhd;wpd; %yk; tpiyg; gl;baypd; xU gFjp nrYj;jg;gl;bUf;Fk; NghJ me;jf; 
nfhLg;gdTf;F Vw;Gilajhf me;j epWtdj;jpypUe;J ngw;Wf;nfhz;l fbjk; kw;Wk; me;j 

epWtdj;jpw;F rku;g;gpf;fg;gl;l ,Wjp tpupthd tpiyg; gl;baypd; (Final Bill) gpujp kw;Wk; 

nfhLg;gdTfSf;Fupa midj;J rpl;ilfspdJk; (Receipts) gpujpfis me;j 

epWtdj;jpypUe;J cWjpg;gLj;jp rku;g;gpj;jy; Ntz;Lk;. 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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ii. thg wu;rj whÿïlre úiska frday, fj; f.jd we;s f.ùï j,g wod, jQ uqo,a l=ú;dkaisj, 

^Receipts& uq,a msgm;a bÈßm;a l< hq;=h' mjw;F Nkyjpfkhf tpz;zg;gjhupapdhy; 

itj;jparhiyf;F nrYj;jpAs;s nfhLg;gdTfSf;F Vw;Gila rpl;ilfspd; (Receipts) 

%yg; gpujpfis rku;g;gpj;jy; Ntz;Lk;. In addition to that, the applicant should submit the original 

copies of the receipts related to the payments made to the hospital. 

 

(7) idudðlhdf.a m%;s,dN whÿïmf;a igyka lr we;s ku$ ì,am;aj,$ uqo,a l=ú;dkaisj,$ wdlD;s II 
jd¾;dj,$frda. ksYaph ;=Kavqfõ$ nexl= .sKqfuys i|yka ku iy cd;sl ye÷kqïmf;ys i|yka ku                   
w;r fjkila mj;S kï kfuys fjkig wod,j wdh;kfhka ,smshla fhduq lrkak' 
mq;fj;jtupd;eyd;tpz;zg;gj;jpy; Fwpg;gplg;gl;Ls;s ngau;/ gl;bay;fspy;/ rpl;ilfspy;/ gbtk; II 

mwpf;iffspy;/ Neha; epu;za ml;ilapy;/ tq;fpf; fzf;fpy; Fwpg;gplg;gl;Ls;s  ngau; kw;Wk; 
Njrpa milahs ml;ilapYs;s ngau; vd;gtw;Wf;fpilapy; tpj;jpahrk; fhzg;gLkhapd; ngau; 

tpj;jpahrk; njhlu;gpy; Vw;Gila epWtdj;jpdhy; fbjnkhd;iw rku;g;gpf;fTk;. If there is a 

difference between the name recorded in the member's benefit application/ bills/ cash receipts/Form II 

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) fuu fhdackd l%uh hgf;a idudðlfhl=f.a iïmQ¾K fiajd ld,h ;=,§ ,nd.; yels m%;s,dN uqo,                   

re' 50,000/= la mu‚' ,e;jj; jpl;lj;jpd; fPo; mq;fj;jtu; xUtupd; KO Nritf; fhyj;jpw;Fs;  

ngw;Wf;nfhs;s KbAkhd njhif &. 50>000/= khj;jpukhFk;. 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. 

 

 

 
 

• ish¨u rcfha frday,a" rcfha wdhq¾fõo frday,a yd fm!oa.,sl frday,a kshduk iNdfõ wkqu; ,shdmÈxÑ 
fm!oa.,sl frday,a u.ska ,nd.kakd ,o ffjoH m%;sldr fjkqfjka muKla Y%uiqj /ljrK frday,a .; 
ffjoH rlaIK fhdackd l%uh hgf;a m%;s,dN ,nd .ekSug ysñlula we;' midj;J murhq;f 
itj;jparhiyfs;> murhq;f MAu;Ntj itj;jparhiyfs; kw;Wk; jdpahu; itj;jparhiyfs; 
xOq;FgLj;jy; rigapdhy; mDkjpf;fg;gl;l gjpTnra;ag;gl;l jdpahu; itj;jparhiyfs; 
%yk; ngw;Wf;nfhs;Sk; rpfpr;irfSf;F khj;jpuk; rpukRt nuftuz itj;jparhiy 

mDkjpf;fhd fhg;GWjpj; jpl;lj;jpd; fPo; eyd;fisg; ngw;Wf;nfhs;s cupikAz;L. 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. 
 

• yoj;a ie;alï" jl=.vq noaO lsÍfï ie;alï" wlaIsldp noaO lsßu fjkqfjka ,ndfokq ,nk m%;s,dN 
i|yd b,a¨ï lsÍug fuu whÿïm;%h wod, fkdfõ' ,Uja rj;jpurpfpr;ir> rpWePufk; nghUj;Jk; 
rj;jpurpfpr;ir> fz;tpy;iyg; nghUj;jy; vd;gtw;Wf;F toq;fg;gLk; eyd;fSf;F 

tpz;zg;gpg;gjw;F ,e;j tpz;zg;gg;gbtk; Vw;Gilajd;W. This form of application is not applicable 

to apply for the benefits given for heart surgery, kidney transplant surgery, and ocular lens 

transplantsurgery. 
 

• my; i|yka frda. fya;=fjka ,nd.kakd m%;sldr fjkqfjka fuu m%;s,dNh ysñ fkdjk nj oekqï foñ'  
1' ishÈú kid .ekSug ;e;a lsÍu 
2' u;ameka" u;al=vq Ndú;h ksid yg.kq ,nk frda. 
3' iudc frda. 

4' udkj m%;sYla;s W!K;d ffjrih ^HIV& wdidOkh ùfuka yg.kakd frda.dndO 
 
 
 
 
 

jeo.;a$Kf;fpak;$Important 
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• gpd;tUk; Neha;fs; fhuzkhf ngw;Wf;nfhs;Sk; rpfpr;irfSf;F ,e;j eyd;fisg; 

ngw;Wf;nfhs;s KbahJ vd;gij mwpaj;jUfpd;Nwd;. 
1. jw;nfhiyf;F Kaw;rpj;jy; 
2. kJghdk;> Nghijg;nghUs; ghtid fhuzkhf Vw;gLk; Neha;fs; 
3. r%f Neha;fs; 

4. khdpl Neha; vjpu;g;Gr; rf;jp Fiwg;ghL (HIV) njhw;W fhuzkhf Vw;gLk; Neha;fs;. 

 

• I 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. 

 

• fuu m%;s,dN f.ùu iïnkaOfhka uKav,h úiska .kq ,nk ;SrKh wjidk ;SrKh jkq we;' ,e;j 

eyd;fis toq;FtJ njhlu;gpy; rigapdhy; vLf;fg;gLk; jPu;khdk; ,WjpahdJ. The decision 

made by the Board regarding the payment of these benefits will be final. 
 

• ksjerÈj iïmq¾K lrk ,o whÿïm;%h wod, ish¨u ,shlshú,s iuÕ frday,ska msg ù Èk 90 la we;=<; 
my; i|yka ,smskhg fhduq l< hq;=hs' Kiwahfg; G+uzg;gLj;jg;gl;l tpz;zg;gq;fis Vw;Gila 
midj;J Mtzq;fSlDk; itj;jparhiyapypUe;J ntspNawp 90 ehl;fSf;Fs; gpd;tUk; 

Kftupf;F rku;g;gpj;jy; Ntz;Lk;. 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. 

 
 
 
 
 
 
 
 

 

ÿrl:k wxl/ njhiyNgrp/ Contact No  -  0117747232 

jÜiawema/ tl;nrg;/ WhatsApp   -  0716375041 

úoHq;a ,smskh/ kpd;dQ;ry;/ Email Address    -  mgrbenad@etfb.lk 

fjí wvúh/ ,izaj;jsk;/ Website  -  www.etfb.lk 

 

 

 

l<ukdlre ^m%;s,dN mßmd,k& 
fiajd kshqla;hkaf.a Ndr wruqo,a uKav,h" 

19 jk uy," fufyjr msfhi" 
;e'fm' 807" kdrdfyakamsg" 

fld<U 05' 

 

 

 

 

 

 

 

 

 

 

 

 

Kfhikahsu; (eyd; epu;thfk;) 
Copau; ek;gpf;ifg; nghWg;G epjpar;rig> 

19 Mk; khb> nk`tu gpa]> 
j.ng. 807> ehuhN`d;gpl;l> 

nfhOk;G 05 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5. 

 

Manager (Benefits Administration) 

Employees' Trust Fund Board, 

19th Floor, MehewaraPiyesa, 

P.O. Box 807, Narahenpita, 

Colombo 05. 

 

mailto:mgrbenad@etfb.lk

