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Director / Staff Services Management

MEDICAL BENEFIT SCHEME - CENTRAL BANK OF SRI LANKA
INTIMATION OF HOSPITALIZATION OF BENEFICIARY OR DEPENDENT

(This form duly filled in should be forwarded to the Director/Staff Services Management when an
beneficiary forwards a claim for the Medical Benefit Scheme when a registered beneficiary or a
dependent is admitted to a hospital or a registered Nursing Home on or before admission.)

1. -Name of Employee / Pensioner : ME/MESHNIIES ... .cccvioniss sorsssmmnssssssnmmmnnass s s usiosnnses

Certral Hank lentity N8, J PeasiBmiBll s osvses 5 vs Prnmmnmy £ 121 8 p5rmmees £ 1 ys g o oo srissom o s
Department E ol o o + WSEENRTRE $58 8 § A BT § DT 5 2 Telephone 2 ... s ssowennss
Patient’s Name TIMIE/MIS./MISS e

Relationshipto the Baaploger f.....oiossmsnabonisiosmmmunnsssssvammanses v s smns sones & 4344 mampun s 1o

A ek

Name and address of T A T e g e s S
Hospital / Nursing Home } 6 K 5 6 SRR & T SN B U1 8§ SO0 5 B S RSO 8 8 8 R £ A

6. When hospitalized or when you intend hospitalization : .....................o

I do hereby declare that the above particulars are true and correct. It is my entire responsibility
to pay any outstanding balance on any hospital bills when assistance under the Medical Benefit
Scheme is not sufficient to cover the entire bill.

Signature of employee / pensioner

Receivedon: ......coooeenn.

Signature 2 5.0, | S.A, [ Subject Cletk & .. c..mmmavmersrnnssampnn
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