NATIONAL  HEALTH MISSION

KOLASIB DISTRICT

BILLS ON CLAIM OF T.A. /D.A.

Name (in block letters)
: _____________________________________

Designation


: _____________________________________

T.A. CLAIMS:
	Date
	From
	To
	Purpose of journey
	Mode of travel
	Amount

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


D.A. CLAIMS:
	Date
	Details
	Amount

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Certified that: 1. The journey was performed by me in the class of accommodation for which I am entitled as per rules.
   2. No T.A. /D.A in respect of the above journey has been claimed or received by me from any other source.

                         3.  All statements in this claim form are true to the best of my knowledge.








(Dated signature of the claimant)

To be filled by the Office
CALCULATION

T.A. :
Total Amount : Rs. ______________

D.A. :
Total Amount : Rs. ______________

               Grand Total : Rs. ______________

Received the sum of Rs. ____________ (Rupees ________________________________

________________________________________________________________________









(Dated Signature of the claimant)

Payment verified








   (Signature of the Chief Medical officer)
