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Form No.29
To

The Medical Superintendent 

___________________________________

___________________________________

___________________________________

___________________________________

Subject:      Authorization Letter for IPD treatment – regarding.

Reference:  Hospital prescription / Advice dated __________________
Sir,

 
With reference to the prescription / advice from your hospital dated _____________, _________________________________________(Name of patient), Age ________, __________________________(relation with employee) of __________________________________(name of employee) requires ____________________________________ __________________________(treatment),  as IPD treatment from your hospital.  You are requested to provide all requisite medical treatment to __________________________________________ as per the terms & conditions contained in MoU, on cashless basis for CGHS approved packages / procedures / treatment and raise the bill within 10 days of discharge of patient.  Any charges towards non-CGHS treatment / packages etc. and over & above CGHS rates will be paid by the employee himself/herself directly to the hospital.  

The details of the employee are as under:

Name & Designation
:
______________________________________________________

Pay 


:
Pay Level -______ 
Basic Pay: Rs. ______________________


Date:_____________
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