MEMBERS WELFARE ASSOCIATION APPLICATION FORM

To,

The Hon. Secretary

THE SHAMRAO VITHAL CO—OPERATIVE BANK LTD.
MEMBERS WELFARE ASSOCIATION

C/o SVC Co-operative Bank Ltd.

SVC Tower, Nehru Road,

Vakola, Santacruz (E),

Mumbai - 400055.

Dear Sir,
Subject Application for Reimbursement of Medical bills

With reference to the above subject, | am hereby submitting my application for medical
reimbursement. My personal details are as follows:

Sr. No. | Fields Details
1 Name:
2 Address:
3 Reg. no.: No. of shares:
4 Date of birth: AGE:
5 Purpose A) Medical Expenses (General) []
B) Surgery O

6 Proof Enclosed:
7 Annual Income (in

Rs.) from all

sources:
8 Proof enclosed for

Annual income

from all sources:
9 SVC Bank account | Branch:

details 15 digit Savings Bank Account No.:
10 Contact details Tel. No.: Mobile no.:
11 Total amount

submitted for

claim (in Rs.)

Declaration:

1. All the particulars and information given in this application are correct and complete.
2. | agree to submit the income proof at the time of application and submit additional
documents as and when demanded by Trustees of MWA.

3. | agree to abide by the rules of MWA.

Place:
Date: Member’s Signature

NOTE: PLEASE NOTE THE CHANGES AND PRESERVE FOR FUTURE REFERENCE.



