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SHRI LAL BAHADUR SHASTRI NATIONAL SANSKRIT LINIVERSITY

A Central University established by an Act of Parliament
(Formerly Shri Lal Bahadur Shastri Rashtriya Sanskrit Vidyapeetha, Deemed to be University)
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MEDICAL BILL PROFORMA
(Reimbursement of Medical Expenses)
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DECLARATION/SIYoT
I hereby declare that the statements in the application are true to the best of my knowledge and
person(s) for whom medical expenses were incurred is wholly dependent upon me.
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The Total Admissible/Passed amount of Rs..........ccceeueenee. payable to employee incurred on Medical
treatment(s) may be reimbursed to Shri/Smt./Dr./Prof. ........cccccovvvvvviicinnineeeeeeeen, on dated:...............
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