
Medical Expense Reimbursement Form
Employee Name:  

Employee ID / Code:  

Department:  

Date of Claim:  

Patient Name:   

Relationship with Employee: Self  

Period of Treatment:  From - To

Details of Expenses:

Description Date Bill / Receipt No. Amount (₹)

Total Amount Claimed (₹):  

Details / Nature of Illness:

 

Bank Details (for reimbursement):

 

Account Number, Bank Name, IFSC

Declaration:  I hereby declare that the above information is true and the expenses claimed have not been claimed earlier.

Employee Signature:  

Date:  

Important Notes:

Attach original bills and supporting documents along with this form.
Incomplete forms or missing documents may lead to delays or rejection.
Please confirm expense eligibility as per company policy before claiming.
Maintain a copy of this form and receipts for your records.
False claims can lead to disciplinary action.
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