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FHOR] fedrra WESTERN RA]LWAY STAFF BENEFIT FUND

@ﬁqwﬁqaﬁﬁw%\aﬁm AT (AT 1800/ oI & fo@)
Application form _ financial assistance For Artificial Limb from SBF for GP Rs.1800/_ and Above

(EHA ST ‘G FHA & e _ 9% 3= U ¥ e § Ry e )
(For Erstwhile Group ‘D’ Staff only_ even higher GP issued in MACPS)
YT _ 37 Section— A FHIRI &l ¥ Employee details:

.tal
~

1. FHHAERF M :
Name of the employee (in BLOCK LETTERS)
2. e : U /9 .
Designation PF/PRAN No
3. fawmr: F W (L9
Department Station of working
4. fF8E dod FE T facT g2 9.
Working under Pay bill Unit No
5 ﬁﬁawﬁaﬁrtjﬁz Pay sheet preparing Unit
6. W= /F FTH Name of Division/Unit
7. Usg Pay Band 72 U Grade Pay ﬂt_’[aﬁq Basic Pay
8. T 3T THE/THIN/ IS/ G S & & Whether belongs to SC/ST/OBC/GEN:

1T _ 9 Section — B _fa<ur i ffe W Wit & details for which assistance saught:
01. FHART &F F /31T / =3 79 o8 [T Aeg AT e Name of self /ward/dependant for whom assistance is

sought:

02. SHFHAEMI & G §a¥ Relationship with the employee

03. FM AT UG FEr T ofed & 2 If dependant is covered under pass rule?

04. fo=R F9HR Type of amputation:

05. =il I ¥ Place of treatment:
06. T TFeTaTe] 3eATsT =1 Tal & Whether still undergoing treatment:

07. FF.EM. ﬁ‘ﬁﬁ e fHel & Whether any assistance sought from SBF earlier ( &% =, FO4T1 faau [SfET If yes,

details pl) :

08. 3TUITAT &l YHIITS &l =TT 9T Attested copy of disability certificate attached (8 / 78 Yes / NO)
09. &7 37599 IR & 1 & 66 ¥ & Whether the artificial limp is for lower part (2 / & Yes / NO)
10. T Hot =l S IE R Original invoice from company enclosed (8 /98 Yes/ NO)

11. =W 31939 &l ATd Cost of Artificial Limp:

(mﬁﬁ%ﬁﬁﬁﬁﬁaﬁﬁﬂﬂiﬁwmﬁf &IIdS §a ¢ Kindly enclosed current pay slip & doctor’s certificate

/ documents)

SNV Declaration: _ # TS0 &7 Y& % fd IURE ST 71T faawur 51 ST & 3199 el @, 7 7 4fe #1F 397 77 <

e

TR F 31T 1 Tad Sarel & (od U 157 d g U9l §: AR | 1 hereby declare that all particulars filled in

above by me are true and correct to the best of my knowledge and in the event of any irregularity or concealment of

fact, I will render myself hable for DAR action and refund the financial assistance amount, if sanctioned & received.

G Encl: 1. A GLER] €1 H THUS F 9 Attested Copies of certificates of Authorized Govt. Institution.

2. U & HoT |lcTH Original invoice from company.
I Place:
FYET % TR Signature of employees
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9T _ % Section — C o9 fafehicts &1 W&gfd M Recommendation of Railway Doctor :

gaifore ferar sirar & o Itied <9 =afhd & I & 91 & 56 1 31999 & fawe AT T % It is certified that

the above person had amputated the Lower Limp as mentioned above.

{7 fafrcos & seame 9 3
Signature of Railway doctor & Seal

idhcds &I 91 Name of Doctor:

BERSEE IR Designation of Railway Doctor

13 WA I HBY Place of working & seal
&A1& Date

* k%

e fefercas s deafd 1 IR ®f & Recommendation of NON Railway Doctor (If any)

it fafehcas & eeamX d A
Signature of private doctor & Seal

ihcds &I 91 Name of Doctor

ihcddh &l T&™ Designation of Railway Doctor

F1% @A g "L Place of working & seal
[ Date

AT _ S _ Fied ST & fATSection — D__ for Official Use
1. 34T 9 § 3fd FA4are & fA< for Unit In_charge Forwarding official D E ;

WREU

YIS T <iraT & i, e & faeeur it g Si=r e O wal

It 1s certified that all above particulars of the employee are verified by me & found correct.

3TN WHET & 2&%E Unit In_charge f&i& Date
HHAT H‘ﬂ]ﬁﬂ:im Unit In_charge Uad™ Designation
feiF Date

ﬁrl‘.-'( Seal
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DS-WREU

2. AT UMY FEAAT o fA2 for Forwarding official to Headquarter:

T o e & 6, 3 S fGen e i S I TR & S8 99 © |

Certified that all above particulars/ entries have been checked thoroughly and found correct.

FHEET e FURE | 59 @G a-arel TS FHET HTTe S-aTel ST [STHehT Je e &
G G o & 39 =F § e 1 FGwEfer i S e |

Employee is eligible for amount '

. Itis recommended that, payment to be made through cheque to

company whose quotation enclosed with application.

LU g ST fad fAfy afafa & foig & fae spifeg e siars |

Case forwarded to Central Staff Benefit Fund Committee for decision.

FHAR] fadffy e & s

Signature of dealing SBF clerk/inspector
- Name

UAH Designation

H=d /FEHT Division/workshop
FAAT §9& §. Office contact No.

591 Date:

0 A | O = R 0 | O 3 =2
SBF Member SBF Member

JITIWREU  S{TIWREU

FHT /3T FLAaT STEFRT & TR

Signature of Personnel /forwarding Officer
«IH Name

U™ Designation

FTAT HET Office seal

CON | M .= B O (-9 = N N - O 1 - B O (0
SBF Member SBF Member SBF Secretary Chairman SBF

FHEWRMS  JIHEGWRMS

<C<>>
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