
 

 

,'ne'ú'i' idudðlhska i|yd muKs 
For BOCPA Member's only 

 

úfYaI iyk wruqo, hgf;a ffjoHdOdr whÿu 
APPLICATION FOR MEDICAL ASSISTANCE UNDER SPECIAL RELIEF FUND 

 

1.0 m%d:ñl úia;r    1.1 úY%du$jekaoUq úY%du wxlh 
      Primary information   PEN/WOP/No.  

1.2 whÿïlref.a ku ^uq,l=re iu.& uhd$ñh$fukúh  

Name of Applicant with initials Mr/Mrs/Miss  

                      

 

1.3 m%;sldr wjYH jQfha      ;ud       l,;%hd 
 Treatment for                     Self              Spouse 

 

1.4 ,smskh 
 Address   
 

 

1.5 ÿrl:k wxlය  
 Contactable Tel No. 
 

1.6 úoaHq;a ,smskh 
 E-mail Address 

 

1.7 ,.ne..sKqï wxlh   
 BOC Ac. No 
 

1.8 ශාඛාවේ නම සහ අංකය : .......................................................         
 Branch  Name & No      
 

2.0 whÿï Claim   

2.1   m%;sldrj,$mÍlaIKj, uq¿ úhou  (-  ........................................................................... 

 Total cost of treatment/tests  

2.2  m%;smQ¾Kh l< uqo, nexl=j ckdêm;s wruqo,$rlaIKh$fjk;a  
      Amount reimbursed by the Bank/Presidential fund/Insurance/Others 

 ………………………………………………………………………………………………… 

      2.3 whÿïl< uqo, (-    Rs. 

 Amount Claimed From The Association  
 

2.4 whÿug wod< m%;sldr my; x i,l=K fhdokak' 
 Mark X Below the treatment for which the Claim is Made  

 

2.5   tlaj;djla muKla f.jkq ,nk LdKavh hgf;a Tõ  Yes  

  මීට වෙර m%;smQ¾Kh lr ;sfío@   ke;  No 

  Have you claimed under life time allocation, Before  u;lfha ke;   Not sure 

 

                    

                    

          

       

        

jd¾Isl හිමිකම           
තුළ 

 LIFE TIME ACCUMULATION LIMIT 
ජිවිත කාලය තුල එක්වතාවක් ෙමණක් ප්‍රතිපුර්ණය කල හැකි 

ridhkd.dr mÍlaIK 
Laboratory Test 

(Recommended by) 

widOH frda.dndO 
CRITICAL ILLNESS 

nrm;, frda.dndO 
GRAVE ILLNESS 

ksjerÈ lsÍï WmlrK ñ,§ 
.ekSï 
PURCHASE OF 

CORRECTIVE APPLIANCE 

Y,Hl¾u 
Undergone surgery 
frday,a .;ùu 
Hospitalisation 

ksjig iSud jQ 
Confide to House 
frdao mqgqjg iSud jQ 
wheel Chair Bound 
weog iSud jq 
Bedridden 
fjk;a 
Other  

Y%jKdOdr 
Hearing Aid 
lD;%Su ú¨U 
Artificial Limbs 
lsys,slre frdaomqgq 
Clutches/Wheel chairs  
fjk;a  
Other  

fhduq wxl 
Ref No. 

USE OF BOCPA OFFICE 

 

 

 

 

 



3.0 m%;sldr fjkqfjka bosrsm;a lrk ,shlshú,s Document Submitted Re Treatments  

3.1   (x) ,l=K hgf;a bÈßm;a lrk f,aLk iy ixLHdj my; olajd we;' 
   I attach document marked "X" in cages below and indicate the number of such 

documents in the adjacent cage  
 

f,aLk Documents                  Nos 

  3.1.1  frda. úksYaph mf;a iy;sl l< msgm; 
                  Certified copy of Diagnosis Card 
        3.1.2  ffjoH jÜfgdarej, iy;sl l< msgm;a 
                  Certified copies of Doctor's Prescriptions/s and Instructions  
        3.1.3  ì,am;aj, iy msgm;a o uq,a msgm;a 
                  Original Receipts Bills or Certified copies of receipts /Bills  
4.0 wuqKd we;s fjk;a f,aLk 

Other Documents Attached  

4.1 úY%du kv;a;= wxYhg weu;+ ,smsh 
      Letter addressed to Manager Bank of Ceylon, Superannuation Dept.  

4.2 ia:dkSh mßlaIK jd¾;dj 
      Spot Inspection Report's  

5.0 m%ldYh - Declaration  

5.1   wdfoaY lrk ,o úhoï nexl=fjka m%;smQ¾Kh lr ke;snj$wdfoaY lsÍug iqÿiqlï 
fkd,nk nj$nexl=fõ ffjoHOdr l%uh hgf;a m%;smdok wjkia ù we;s nj' 
 

I declare that the relevant expenses claimed are not reimbursed/not eligible to claim  
reimbursement, under the Bank's Prevalent. Medical Scheme for Pensioners /W& WOP 

Pensioners as the allocation under the relevant categories have exhausted / insufficient. 

 

➢ විශ්‍රාමිකයාවේ අත්සන (Pension Number):................................ 
 

 

6.0 Èia;%sla ix.ufha ks¾foaYh ^my; ks,OdÍkaf.ka tla wfhl= w;aika l< hq;=hs'& 

Certification by District Branch of the Association. (Any one of the office Bearers 

named below to sign)  
 
 

6.1  ,'ne'ú'i' m%Odk f,alï fj;" 
       To the General secretary, BOCPA 

 

fuu whÿu mßlaId l, nj;a" tu wh wm ix.ufha jd¾;d wkqj wm ix.uhg wkqnoaO 
wfhl= nj;a" iy;sl lrñ' fuys ,nd § we;s úia;r wm okakd ;rñka ksjerÈ nj;a 
;yjqre lrñ' $ fuu whÿu ks¾foaY lrñ' 
 

I/we have scrutinized the above application and confirm that above named. Claimant is a 

member of the Association attached to our district Branch as per records. Further I certify 

that information given therein true to the best of my knowledge. I/we recommend the claim.    
 

w;aik (Signature)   ..........................................                                            

ku (Name)            ................................................................................. 

තනතුර (Position)       ................................................................................. 

විශ්‍රාම වැටුප් අංකය (Pension Number) ………...........................................       

Èia;%slalh/ කලාෙය (District/ Region) ………………………………….   

 

For office use only 

 


