o5 wvg w% Hraer (3ftean) @0
. BRIDGE AND ROOF COMPANY (INDIA) LTD.
HRE TIEHN & UF 360H / A Government of India Enterpnse

W}?ﬂmeikataﬂoo 071,

Ref: ED (HR&LA)/CIR/MEDICLAI M/?.ozi 22 B 01.09.2021

CIRCULAR

Sub, ; Clarification with respect to Post Retirement Mediclaim Benefit Scheme in
accordance with Company’s ercular dated 01.04. 2011 :

L The ex1skmg ‘POST RETIREMENT MEDICL AIM BFNEFIT SCHFME“ for employees retired
' since 04.05.2010 entitles them to claim maximum per annum reimbursement of premium
paid for purchase/renewai of Mediclaim Policy upto Rs.12,000/-{Rupees Twelve thousand

only} by them (for self Rs.6000/- + spause Rs.6000/-). .

"IL Clause S of the said Circular dated 01.04.2011 reads as follows:

“the amount of reimbursement against mediclaim policy is subject to the condition
that the total expenditure on post retirement mediclaim in o particular year should
not exceed 1.25% of PBT (profit before tax) of the previous financial year.”

HE.  Now, for convenience of accounting and rational distribution of the said reimbursement in
line with the applicable guideline, it has been decided by the Management that the claims
towards reimbursement of premium paid by any retired employee of the Company for
purchase or renewal of the mediclaim policies coming into effect on or before 31 March
of a particular financial vear, sheuld physically reach to Company's HR department latest
within 30% April of the next Finandal yvear. For e.g. claim against premium paid on or
before 31.0%.2021 should reach HR Deptt. on or before 30.04.2021.

iv. Such procedure will permit consolidation of all claims, determination of total entitlement
ro be assessed for a particular i‘znanmal Year ami also t:meiy reimbursement of the said
claims.

In view of above, it is desirable that the abovementioned claims shouid be submitted without
any delay on yearly basis | failing which processing would be possible in the subseguent
Fmant_la} Year.
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. (To be filled in Triplicate and CAPITAL LETTERS only
. T .07 attaching supporting documents./ copies for each set)
To

Welfare Service Section,
Personne! Department,

Bridge & Roof Co. (India) Ltd., Howrah

Proforma for Application of Post Retirement Mediclaim Benefit

Employee Category: *  Ex-Officer: [:] Ex-Staff: D Ex-Sub staff: L__] Ex-Worker: D
EmploymentNo: [ [ [ T T T T T 1 |

Date of Retirement: | \j \ TJ ll \
Date of Birth & Name of the Ex-employee: l T l ] l ‘

L1 1 ] w@wmmym

(T T T T TP L LT L LT T TP T T
'DateofBirth&Nameof.theSpouse: rll \ \ \ [ \ \ \ (dd mm yyyy) |
LTI T T T T T T T TT T LTI T
policy No. & Date of Commencement: | | | 1 1 1 1 1 | | I \&LL HEEEERE
Name of the Insurance Co.: *,

National D New India D Oriental D United India D
Amount Claimed & Date:¥ [ | [ [ ] [ | J-L I Jal I T 1 1 T 1] wmmwn

1/ we declare that I / we have read and fully understood Post Retirerhent Mediclaim Benefit Scheme of
Bridge & Roof Co. (India) Ltd. and I /" we shall abide by all the Rules-and Regulatlons governing. the

Scheme.

I/ we further declare that the above information’s is true to my | our knowledge and belief. In the event
of any information being found false, the’ Management will be at the liberty totake approprlate measures
against-me / us and my / our entltlement for reumbursement of post retnrement medlclanm benefit will be
forfeited. -

I/ we enclose herewnth original money recelpt copy of renewal note / adwse contammg detalled break-
up of all payment heads along with copy of the relevant policy. Reimbursement and original money
receipt may be sent to me / us in the enclosed self addressed envelop attached herewith

Signa'éuré of Ex-employee

Signature of Spouse
. (Verification of Name of the Spouse from Personnel Department)
Date:f | [ § [ -] | lwdomywm

) Places [ T T [T T VT J VI U1 1]}
* Please choose the applicable option by tick marks.

For Official Use Only

Gross Payment Receipt: ] 1]
|

[ |

(Less) Non-reimbursable Amount: T [ | ] [ 1

Forwarded to Accounts Department Total Amount: T L T [ | |
m

Cheque to be issued in the name of the Ex-employee / Spouse (m case of death of Ex-e
Accounts Department Entitled Amount: [ | 1 T |

_ Less Deduction, fany: 3| | | | |
Passed for Paymentinfavourof Sri/Ms. [ T 1T T T 1T T T T 1 111

Ll HEEEE \Tl L \videCheque/VoucﬁerNo.:- [
dated [ [ L L1111 .
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~ (Prepared By)

(Passed By)

Pre-Receigt

Received with thanks ?[_J ] [

|
daimdated [ [ T T T T [ 11

[T 1 [T] towards my final settlement of my / our -
against Post Retirement Mediclaim Benefit Scheme.

Signature of Ex-employee with date

Signature of Spouse with.date




