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This form is issued to enable employees to submit claims and does not by itself constitute an undertaking
by the Bank to accept liability on behalf of any employee. Cage ‘B’ should be completed and signed by the
patient’s General Practitioner/Specialist. In the employees own interest, all the information requested should
be provided. Tt will be treated in strict confidence. The completely perfected and duly signed form should be
submitted to the Director| Staff Services Management along with the original bills & receipts.
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I do hereby certify that the foregoing particulars are true and correct and that I have not claimed and
I shall not claim reimbursement of the whole or a part of these expenses from any other source.
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I also hereby apply for any amount not reimbursable under the Medical Benefit Scheme to be paid to
the Doctor/Nursing Home from an advance that may be granted to me under the provisions of Rule 9 of the
Medical Benefit Scheme of under S.B.S. (for which an application will be made on request), and authorize
the Director/Staff Services Management to recover from my salary any sum allowed as an advance from the
Medical Benefit Scheme or as a loan under the S.B.S..
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For completion by the Patient’s General Practitioner/Specialist.

B. (1) Nature of condition which necessitates treatment:
(In cast of dental extraction, please indicate the diagram of tooth/teeth)

(2) Nature of treatment prescribed or administered (if surgical, please give details)

(3) Tests and examinations recommended
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