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9. If advance is required for treatment of ailing family members,

following details may  be given:-

                (i) Name of the patient & : __________________________________

relationship   __________________________________

                (ii) Name of  the Hospital : __________________________________

       Dispensary/Doctor whether : _________________________________

      the patient is undergoing :  __________________________________

                  treatment :  __________________________________

(iii) Whether outdoor/indoor

Patient :  __________________________________

     (iv)      Whether reimbursement :  __________________________________

      available or not :  __________________________________

    NOTE

In case of advance under 8(C) to 8 (9) no Certificate of documentary

evidence would be required.

10. Amount of the consolidateadvance ( item 6 & 7) and number of the

monthly instalments in which the Rs. ________________

consolidated advance is proposed to be repaid in

___________instalments.

11. Full particulars of the pecuiry circumstances of the subscriber,

justifying the application for the temporary withdrawal.

12. I certify that particulars given above are correct & complete to the best of my

knowledge and belief and that nothing has been concealed by me.

Signature of Applicant

(Name :____________________)

Dated:__________________ Designation _________________

Branch/Court ________________

___________________________




