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Application form _ financial assistance For DENTURE from SBF (For All employees)
[T _ 37 Section— A FHHGR I {§9<0 Employee details:

01. FHATT & TH
Name of the employee (in BLOCK LETTERS)
03. e : Y% /91 4.
Designation PF/PRAN No
04.  foum: F I [T .
Department Station of working
05. [FEFaEadera T faer g2 4.
Working under Pay bill Unit No
06. T foe SmAaret "iﬁ?.' Pay sheet preparing Unit_
07. EE] Pﬂ\ﬁ?{ﬂﬂ:ﬁq Name of Division/Unit
08. T &2 Pay Band T2 U Grade Pay 7 o Basic Pay
09. T 37T CHHE/THA/ ST /A ST & 3 Whether belongs to SC/ST/OBC/GEN:
10. gcils & &4 Place of treatment:
11. 3TITeTH /3T Al =13l fSI314T & Partial/Half/full Denture provided:
12. =iae F TNTT Cost of Denture : CRIEGIER q&d F7 Submit Attested bill)
13. AT fae F91% Original Bill Nu fe1F Date :

14. & &M @[‘ﬁﬂ' HeG [l © % Whether any assistance sought from SBF earlier ( * e, mﬁaturﬁﬁfzu
yes, details pl) :

15. AT &I HFH Iooll Permanent address of Apphcant :

16. YU E=AT Contact No. 3a7d Rly.: (AI.M) (SXH Land line )
Y Station:

f&T1& Date :

HINUT Declaration: _ ¥ STSUT & & % & IURTE 371 17T faaor 581 STl & 31981 94l &, R of 7fc 9% 397 0% o & o
TSI o 31T a0 ded Fdar & o< U T  Wighd T G SRS | 1 hereby declare that all particulars filled in

above by me are true and correct to the best of my knowledge and 1n the event of any wrregulanty or concealment of

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

AT o T AT 3G &l M9 Signature or thumb impression of the applicant

AT Encl: ﬁﬁ%ﬁﬁﬁqﬁﬁmﬂﬁﬁ Current pay slip & doctor’s bill
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9IT_§ Section — B e1d [afhcde ST §&Jfd 1 Recommendation of Railway Doctor :

ITOTeT e el & T 3T <o S ST SN /3T /9T el A ® T E
It is certified that the above employee is using Partial / Half/ full Denture.

D S -\ R E U terd e 5 e o A

Signature of Railway doctor & Seal
e cge ST 9 Name of Doctor:

{Hidhcde &I I Designation of Railway Doctor
14 WA g HEL Place of working & seal
[ Date
T _ & _ dierd STAT & {9 Section — C__ for Official Use

1. 3FENT YR ¥ 3UMNT F4991d & (A2 for Unit In_charge Forwarding official

g feer Sirar & 6, FHa S fag iR s s e e 9

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

IFTHNT 1L o S&&T Unit In_charge feTi& Date

HIT THRIFTAH Unit In_charge GeAT™H Designation
f&iF Date

&L Seal

2. famd ar AR % f for Sanctioning official :

TEIOT foRT ST & (o, SURieT ST foaaor 98 oiia § STl 718 & 99 el & |
JiFYwR /3T / 0 Sal TR A & ® |

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

First time Claim of Partial / Half/ full Denture.

FrEr] feaf & Faer & mwgﬁ% [FE 4 & Claim is correct / in correct as per SBF terms & condition.

FHER feafafy fAfis Dealing clerk SBF

& Claim of /_F &/ IEF is approved / Rejected.

6. g FREA = FREI T SR g SRA_gE=E
SBF Member SBF Member SBF Member SBF Member SBF Secretary

dTIWREU  SHTIWREU  GIHEWRMS  FIHHWRMS

ST ST G Pay order No. <1+ dated

&R Ay
Chairman SBF

EARS IRy

4T issued to

Scanned with CamScanner



