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STSS Employee Medical Reimbursement Claim Form

9\1 =] 'f\\( Epaasg|
Name: ID Number:

’4‘( ﬂﬁq'qaqa'qﬁ%’w @l AN FFN|
Date of Regularization: Designation:

O ARG | IR EY
Nature of lliness: Medical Leave Taken:

ﬂ‘i %N'ﬁdﬁ&'&\:’ﬁ'ﬂxgﬁﬁﬁ%Qﬂ'ﬁg‘u’tﬁﬂ

Total amount of medical expenses requested during this fiscal year:
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Amount for reimbursement of medical expenses requested:
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Signature of Director/School Head & official stamp.



