
w,-fuq&*"fu
ffimrwdffi {,1.f,, tsamk

c.6'r.ro r /fr.erRl $edtT{/202 o _zt t L!1 lqris: 2710:020
v{T{-d gTrsrcr}, o'rqfcrd Ta

qqm o.rqfdq b E=edt--T{ ffi Eril

Eqq-dt"qqt q-d--<qT,

fts?T

PqqT Erlt qRq{ H,.@T coolo/01/S.enY/Tr .q.q .t2o2o-2171 96 fr{i?D o3.og .2020 or rr<q q-6ur of ffi- qrtqq. i\ d@ii w ffirga orfi--o qa Tirf, 3rrkd qft I r.fr i-g gv ftfu.rr 4cr si-q-iT aq.frq qii a q*{, + # efi fu,=}+ u.m
d-drT { enft-5 5f} ry ftas-r-*go o'ri h er., oTi goi trrd it ftFqq ffiT fi oetfi or mfuon to of q-eT-{ fu* qT

f,?mq { ftaqcrf, wfro fuql .imr t :

o qf{ff-oTefrltq_fre.-qd.Tryd-4., 
TffiTsfs-cTd-oWgfi*ffqd-qrstrcteTflqnr+fibA.ffif orH._oqq

1d-o srBrouftitrddfu**+A*oorffio'rnd{dqln{d'fiEqar$tfr-+-affff+q-rTEoilzuTR-ddib
ot-tui tiErfr{fl oIffi+l fugc ftb-cT ffqI st"q-rT t-3rr"ETR-d Efi \ T4 E ft-s-cq c{ i6-d q-61 6-r nh t t e*
03'11 2020 ao 3rqi r-'r$-ft *iq orqi-w ti pro rata ffFqq <" i) qivrT { 3rTzgTfud dri tg fr-+e wgo or
e-m-dt.

o qRoi$ffiEsorffiorqTtro3ilfhdqfttrdfa{A-6**ts.nqt"wcrEGrzuTkdd-ifgft-+oqq+iBo
+S a-s qh d 'fr fr{io os.l 1.2020 o-o cffii rv.*ff Sfq oTufdq o) pro rata fiftqq {r t vo qi-qq1{ flTfrd
Eli ig fr-m-cq rqo or rro-d t

o ffifrqroqffaqqiq-+{enzarR-oor-ibftqr6'eiftqsr+Eflqqrfuqr.rqr teio: gq.q.r-elqerfrTfiq'+dot
fu-gc sr+qq&'qaoil+.bfrrfififfi-gToTfi-f,TqTf,fi3tTlrmqfrtrdolg-ofrft,rft 

3a-qiqEgco)-w-+{
3ilzurBf, o-rT qr +-f, EtiT q-w r-$ E).rT.

o q)-6-qT { ft+-q.q qr 3rjar-{fi-i E {rf,.{ t.
o M/s The New lndia Assurance company Limited an ft,to ff ffi gq EBqr-d ffqT qrfri-rff FrftRfi rrgql :

42130034200400000001 ) q aer<lrft ftqq q erd q+'rw enersi, o.rqfadr qq ilo + +rn-f *mit h garr e<rf
fuel5a.m-z E{idqt.

o qfqqp { 3Tr;tnRn. $T{f, *slfrTrl ffifim' V+5e-o 3rTlgrf, q-fu-d 3rqi e_o.rg srsTdt-s, sr*cdr#m-iur EdTq tdb?de./rftJ,fi Erq\ h nqoc qqtqn qmort-r xift b ftq ft.T ftlq t{ rpn h.*fu I frcl.$d e w d,r_{q o-s
smfl-frqm 6-{rrfi-dt:

https ://www. hea lth in d iatpa.com rPng=-{+dtqlc}fu
HEALTH INDIA INSURANCE TPA \q' ANDRoID qif,q{gqm-6er

HEALTH INDIA W Apple Store qqBq?fseT

o M/s Health lndia Insurance TPA services Private t-to qi&al\qsreqfi!)w-{dqianr-gcm{ibfu*1qfi-ff,
orffi-sioT Defautt USER tD uq-€-f,gftar{f,t_

{q-qeTr.$. et. EC@BUPGB s(l-firi: 2001@BUpGB
qsqg Date of Birth V{r6-inr: 14011959

o fuffi crrqdlot fr q-* M/s Health tndia tnsurance TpA
(https//www.healthindiatpa.com; t+ um'6r qr {l-+-fr t.

Services private t_to fr 3rfu?d nsiilEe

o qlsiT h 3i-d'lH cfrlTffi el=ql oT iquT N/ls Health lndia tnsurance TpA services private r-to o) e=qB-d e}+q
olqfd-q h lrsq t fuq1 qT qfirT

s''rm imslaq . 96Itffi nrqffilhii'd4r" ildr#,$iix. ,rJqEj{,-jq-rr*0t6, d(;1.qfi,nn$1-*tsCIr10
l"'{*ad *ffice : ffiuc}dh Vi::ar ilr:*rn:ercial Schoma, Tar*rn*ni,lai, 6rrahhp*r - ?T3*16, Teteph*nr:0f51-}?3{}10

r"{rfi;i :h*@harociisrtpr{11.{s,jn; plailnirr6@pur,".*irch;llhartk.cu.il

qrfr.......2



Wryqeffi.&
ffimrwd& &J.ffi &arxk

tsrfrEd. oimo rpA d cW <r-q) qr eE) h frc-crr h tre.eT ri rpa aM 1b w qet (query) m.r vfl {ft+ u-{h-frq q+ qr s iB'o ot rrod t. rpa o) q*rqn Registered A.D. (Acknowleigement Due) post qen ffif-o ei-ocl"ESbqrwq tfr i&-o ovnfiq'{frq {t{Ef t-g-g{ft-o vd ; 
- -'

The State Head

Health lndia lnsurance TpA Services pvt Ltd
2nd Floor, Deekay Tower, B_3/10,

Vibhuti Khand, Gomti Nagar
Opposite Roadways Workshop
Lucknow -226 010
Ph :0522-6164519

mmf,JT*qTftttu se;r/diasnosisrffidqsqit{

ffi SmXP"H"f ,'1 
1 ry*i t SF; *ft; *;#ffi ffi $ffi#qBq E sTn t nqFerd [a i{i] rfi u* 1q u e ry) or ts-dr r pA o} qqFqo ffi .,fi-; ilS ;}

n$^Y"msdrt^Tqfudftxff-'ffq'RqT+-evr*rrig M/s Hearth ,0,, ,n.rrrn"e rpA services private
Tq.{ q Esca tation matrix ftq.qd tEscalation Levet ilc qd

TPA Level- 1 fi{Ifielql CR]\I 0522 -6164518 I 19 tpalucknow@healthindiatpam
location

Level-2 g&T gdlHrfrqTr-E- Bt\r
d€;ts

Level-3 4T!]?llq qd{ Senior Executive 84s4020435
rcarantnotalpa dqi\F

KIVlD Level-4 ,il wEI3I6{d Executive r{r
Level-5 qTqEqE ET{H Deputy Manager 933433081 7

uuPU(!ggrnail qfiEgq

Level-6 iTvErelqgs$l Deputy lvlanager 9C07112495
qafl

olddrrdr

-z-

vRu-*fr t-dqqqrE r+qr-o qneret, orqffiqq+ooilqwtqfiTo+rffit qTforftm.tie1arfiq_flTEditi

!fi+q,

@-
1fudkgnrvy
TflqqTIfr

\l+ -Vffil-r-fr:tsctfrrTqri

o qrqf +'frqd'frffiffnox*to-.* 
"o,**.T* is:,tsts a **#'"-+ [ s,r .*'d-* rsi mr sreq qo tue mrqr tfln' <r+1 |q $ qr c-& G 16 c'frii) b ffi erq-qrq + # o-O* tluo ;;; # gi';H ;lffi ffiso { | nimmw fu ren am qifu-o qrinil$il afasr.q 1pa of }fr-d mrtr gfrf,*rd fit e1fu srs} il ftw*urvrqqiidrt+.,,

mqqTsq-o-md r+rq"r+Tfrfi+cot drfu'frRfl !fiqm.ff<enq +q-flE oil"Erfud ffiBf, orffi-oquTo_o snBrocfr/c-ift of ol$ enplo eft c sdjfi sg.

ry --fut t+ srEtu * fu- pro-rata fiEsq cq s) qtq-rT t oilzuTfud Eri \ *fiq mrqldq {u* q-r cr* fr.m-cq r,, o)qtfr-d oq q) excet sheet r{ dqrv m T6 excet .tiu",;qo* o i ,, ,iii r"+ {iqFer_d Adminisrrative office o}{ft=o-e+e'q-wqsq-ftqfrft&qtrrots-ld-qa,-s=c+€$frlTnff$+-,0 referrar.ho.bupgb@barodauprrb.co.inqr isf, 4-{fl gftEd mt ffEeq nfiT TA ovi q.T s{r,h irs'T € ft;ffi;r *r*" *16*, Administrative offices otg+ot+ifr'ofturunn

rfiq i6la.ian,{fr f}flr nr"nijtFil;1i7;;. inqpr,.gti niqur,lq-*lg*tc, t {,Ffr.r:0ssr-*B*0r1*
l"'teari *ffis* : Br'relqr'h'dihar [r'$rnerryial $*ironn, T,tr;xn+r;r!tl,fir.rra|{hpr*r - 773il16, ]el*ph*nc,:t]5$1-r?3il]1tl

u+ll*iJ : ho,@[:;;rcda:rpirh ri. j,l; pi,Lrlrririjiij:purv*nch;iil)ank.r*.iri



 

 

 

                                                                                                                                                  

Annexure-I 

                                                                                                                                                           Date: ……/.….. /2020 

The Regional Manager, 

Baroda U. P. Bank, 

Regional Office-………………................... 

District-………………………........................ 
 

Dear Sir, 

Re :  Group Medical Insurance Scheme for Retired Officers/Employees. 
 

I refer to your letter no. HO/01/BR/HRM/2020-21/109 & 239 dated 30.05.2020 & 27.10.2020 on the captioned subject. 

Tick 

1.  Yes, I am willing to join Medical Insurance Scheme. 

2.  No, I am not willing to join Medical Insurance Scheme. 

If Yes:- 

Please Note: In absence of adequate funds in the account, if premium is not deducted and remitted to insurance Company, the insurance co verage 

for the said retiree shall  stand discontinued. There fore, it is desired that  account of retiree is duly funded for deduction of the premium amount.  

Declaration- 

 I……………………………………………………………(name of staff/ spouse)S/O or W/O…………………………….… ……………………hereby declare that I have read & 

understood content of the circular no. HO/01/BR/HRM/2020-21/109 & 239 dated 30.05.2020 & 27.10.2020 and accordingly submit the details my dependent 

spouse as above. 

 I declare that the above information is true to the best of my knowledge & belief and nothing material information has been concealed. 

 I understand that the submission of false information to the Bank by me for gaining any monetary benefits I may be liable for appropriate action against me. 

 I undertake that I will immediately inform to the bank in case of any change in the status of dependents as detailed above. 

 I also undertake that for payment of renewal premium. I irrevocably authorize the  Bank to debit  premium amount from my account number-  

              

during current year and also in coming years. 

 In case, if my intention i s  not to renew the policy I will inform in writing at least one month in advance of the renewal date. I am aware that once I exit the scheme, I 
will not be allowed to rejoin it later. 

Declare and undertaken by:  
 
 
Signature   
Name: …………………………………….. 
EC No: ……………………………………...  
Retired from Region: ………………... 
Designation at the time of retirement: ………………………….. 

………………………………………………………………………………………………………………………………………...................................................................................... 
(Certificate by the reporting authority) 

 I hereby certify that the above information submitted by Mr/Ms. …………………………………….. (Retired staff name) EC No………………… or by spouse of the 
referred deceased / retired staff (Name……………………………………………………..) are true to the best of my knowledge and belief.  

 The account provided above belongs to him/her and signature have been checked and verified from Branch Records. 
 
Signature and Seal  
Branch Manager, Branch-………………………….. 
Region-…………………………………………………….. 

…………………………………………………………………………………………………………………………………… 
(Forwarded with recommendation) 

Regional Office: ………………………………... 
Region             :.………………………………… 
Seal                 : ………………………………… 

Details of Self (Officer/ Employee) 

Name  

Date of Birth d d m m y y y y Age                    Years 

Gender  Male   Female  

Employee Code Number:  

Designation at the time of Retirement 
* (Tick before the option) 

 Officer If Yes than mention Scale at the time of Retirement  

 Office Assistant (Multipurpose) 

 Office Attendant (Multipurpose) 

Retired from Region  

Details of Spouse ( Dependent) 

Name  

Date of Birth d d m m y y y y Age   Years 

Address for Correspondence(Policy related 
Document will be sent on the given address) 

 

District  State   

Pin Code        

Mobile No.           

Email ID                         

                        

Account number of BUPB for deduction of 
Premium& Reimbursement of claim 

              

Branch- 

IFS Code             





































CLAIM FORM - PART A' to 'CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A
TO BE FILLED BY THE INSURED

The issue of this Form is not to be taken as an admission of liablity

DETAILS OF PRIMARY INSURED:

a) Policy No.:

(To be Filled in block letters)
S

E
C

T
IO

N
 A

S
E

C
T

IO
N

 B

b) Sl. No/ Certificate no.

c) Company/ TPA ID No:

e) Address:

DETAILS OF INSURANCE HISTORY:

a) Currently covered by any other Mediclaim / Health Insurance: b) Date of  commencement of first Insurance without break:

c) If yes, company name: Policy No.

Sum insured (Rs.) d) Have you been hospitalized in the last four years since inception of the contract?

Diagnosis: e) Previously covered by any other Mediclaim /Health insurance : :

Date: M M

Y

Y

Y

Y

f) If yes, company name:

DETAILS OF INSURED PERSON HOSPITALIZED: :

DETAILS OF HOSPITALIZATION: :

DETAILS OF CLAIM:

DETAILS OF BILLS ENCLOSED:

Sl. No. Bill No. Date Issued by Towards Amount (Rs)

DETAILS OF PRIMARY INSURED’S BANK ACCOUNT::

S
E

C
T

IO
N

   C
S

E
C

T
IO

N
 D

S
E

C
T

IO
N

 E
S

E
C

T
IO

N
 F

S
E

C
T
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N

 G

D YMD YM1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

D YMD YM

D YMD YM

D YMD YM

D YMD YM

D YMD YM

D YMD YM

D YMD YM

D YMD YM

D YMD YM

City: State:

Pin Code Phone No: Email ID:

City: State:

Pin Code Phone No: Email ID:

D D

D D

M M

M M

Y Y

Y Y

Yes No

Yes No

Yes No

d) Name: S U R N A M E F I R S T  N A M E M I D D L E N A M E

a) Name: S U R N A M E F I R S T  N A M E M I D D L E N A M E

b) Gender Male Female c) Age years M M Y Y Y YMonths d) Date of Birth

e) Relationship to Primary insured: Self Spouse Child Father Mother Other (Please Specify)

(Please Specify)OtherRetiredStudentHome MakerSelf EmployedServicef) Occupation

g) Address (if diffrent from above) :

a) Name of Hospital where Admited:

b) Room Category occupied: Day care

D D M M Y Y H H H HM H M H

D D M M Y Y Y Y

D D M M Y Y

Single occupancy Twin sharing 3 or more beds per room

c) Hospitalization due to: Injury Illness Maternity d) Date of injury / Date Disease first detected  /Date of Delivery:

e) Date of Admission: f) Time g) Date of Discharge: h) Time: :

NoYesI) If Medico  legal

j) System of Medicine:

Substance Abuse / Alcohol ConsumptionI) If injury give cause: Self inflicted Road Traffic Accident

iii. MLC Report & Police FIR attachedii) Reported to Police NoYes

a) Details of the Treatment expenses claimed

I.  Pre -hospitalization expenses 

iii. Post-hospitalization expenses  

v.  Ambulance Charges:

Rs.

Rs.

Rs.

ii.  Hospitalization expenses Rs.

iv.  Health-Check up cost:

vi. Others (code):

Rs.

Rs.

Rs.Total

vii.  Pre -hospitalization period: days viii.  Post -hospitalization period: days

b) Claim for Domiciliary Hospitalization: NoYes (If yes, provide details in annexure)

c) Details of Lump sum / cash benefit claimed:

i. Hospital Daily cash: Rs.

Rs.

Rs.

iii. Critical Illness benefit:

v.  Pre/Post hospitalization Lump sum benefit:

ii. Surgical Cash:

iv. Convalescence:

vi. Others:

Rs.

Rs.

Rs.

Rs.Total

Claim Documents Submitted - Check List:

Claim form duly signed

Copy of the claim intimation, if any

Hospital Main Bill

Hospital Break-up Bill

Hospital Bill Payment Receipt

Hospital Discharge Summary

Pharmacy Bill

Operation Theater Notes

ECG

Doctor’s request for investigation

Investigation Reports (Including CT
/ MRI / USG / HPE)
Doctor’s Prescriptions

Others

Hospital main Bill

Pharmacy Bills

Post-hospitalization Bills:         Nos

Pre-hospitalization Bills:         Nos

a) PAN:

c) Bank Name and Branch:

d) Cheque / DD Payable details:

b) Account Number:

e) IFSC Code:

(IMPORTANT: PLEASE TURN OVER)



DECLARATION BY THE INSURED:

I hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If I have made any false or untrue statement, suppression
or concealent of any material fact with respect to questions asked in relation to this claim, my right to claim reimbrusement shall be forfeited, I also consent & authorize TPA /
Insurance Company, to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made.
I hereby declare that I have included all the bills / receipts for the purpose of this claim & that I will not be making any supplementary claim except the pre/post-hospitalization
claim, if any.

Date Y YD D M M Y Y Place: Signature of the Insured

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filled in by the insured)

DATA ELEMENT DESCRIPTION FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a)      Policy No. Enter the policy number As allotted by the Insurance Company

b)      Sl. No/ Certificate No.
Enter the social Insurance number or the certificate number of

As allotted by the oraganization
social health insurance scheme

c)      Company TPA  ID No. Enter the TPA ID No.
Licence number as allotted by IRDA and printed
in TPA documents.

d)       Name Enter the full name of the policyholder Surname, First name, Middle name

Include Street, City and Pin codeEnter the full postal addresse)      Address

SECTION B -DETAILS OF INSURANCE HISTORY

a)      Currently covered by any other Mediclaim / Health
         Insurance?

Indicate whether currently covered by another Mediclaim /
Health Insurance

Tick Yes or No

b)      Date of commencement of first Insurance without break Enter the date of commencement of first Insurance Use dd-mm-yy-forrmat

c)      Company Name Enter the full name of the Insurance Company Name of the organization in full

Policy No. Enter the policy number As allotted by the Insurance Company

In rupeesEnter the total sum insured as per the policySum insured

d)      Have you been Hospitalized in the last four years since
         Inception of the contract? 

Indicate whether hospitalized in the last four years Tick Yes or No

Date Enter the date of Hospitalization Use mm-yy format

Diagnosis Enter the diagnosis details Open Text

Tick Yes or Noe)      Previously covered by any other Mediclaim / Health
        Insurance?

Indicate whether  previously covered by another mediclaim / 
Health Insurance

f)      Company Name Enter the full name of the Insurance Company Name of the organization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED

a)       Name Enter the full name of the patient Surname, First name, Middle name

b)       Gender Indicate Gender of the patient Tick Male or Female

c)       Age Enter age of the patient Number of years and months

d)      Date of Birth Enter Date of Birth of patient Use dd-mm-yy format

e)      Relationship to primary Insured Indicate relationship of  patient with policyholder Tick the right option, if others, please specify

f)       Occupation indicate occupation of patient Tick the right option. If others, please specify.

g)      Address Enter the full postal address Include Street, City and Pin code

Include STD code with telephone number

Complete e-mail address

h)      Phone No

1)      E-mail ID

Enter the phone number of patient

Enter e-mail address of patient

SECTION D - DETAILS OF HOSPITALIZATION

a)       Name of Hospital where admited Enter the name of hospital Name of hospital in full

Tick the right option

Tick the right option

Use dd-mm-yy format

Use dd-mm-yy format

Use hh-mm- format

Use dd-mm-yy format

Use hh-mm- format

Tick the right option

Tick Yes or No

Tick Yes or No

Tick Yes or No

Open Text

b)       Room category occupied

c)       Hospitalization due to

d)       Date of injury/Date Disease first detected / Date of 
          Delivery

e)       Date of admission

f)       Time

g)       Date of discharge

h)       Time

I)       If injury give cause 

If Medico legal

Reported to Police

MLC Report & Police FIR attached

j)       System of Medicene

indicate the room category occupied

indicate reason of hospitalization

Enter the relevant date

Enter date of admission

Enter time of admission

Enter date of discharge

Enter time of discharge

indicate cause of injury

indicate whether injury is medico legal

indicate whether police report was filed

indicate whether MLC report and Police FIR attached

Enter the system of medicine followed in treating the patient

SECTION E - DETAILS OF CLAIM

a)       Details of Treatment Expences

b)       Claim for Domiciliary Hospitalization

c)       Details of Lump sum/ Cash benifit claimed

d)       Claim documents Submitted-Check List

Enter the amount claimed as treatment expences

indicate whether claim is for domiciliary hospitalization

Enter the amount claimed as lump sum / cash benefit

indicate which supporting documents are submitted

Tick Yes or No

Tick the right option

In rupees (Do not enter paise values)

In rupees (Do not enter paise values)

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills are enclosed with the amount in rupees

SECTION G - DETAILS OF PRIMARY INSURED’s BANK ACCOUNT

a)       PAN

b)       Account Number

c)       Bank Name and Branch

c)       Cheque/ DD payable details

c)       IFSC Code

Enter the permanent account number

Enter the Bank account number

Enter the Bank name along with the branch

Enter the name of the beneficiary the cheque / DD should be
made out to

Enter the IFSC code of the Bank branch

As allotted by the Income Tax Department

As allotted by the Bank

Name of the Bank in full

Name of the individual / organization in full

IFSC code of the Bank branch in full

SECTION H - DECLARATION BY THE INSURED

Read declaration carefully and mention date (in dd:mm:yy format), place (open text) and sign.

S
E

C
T

IO
N

 H



 

 

 

 

 

 

 
List of representatives deputed from M/s HEALTH INDIA TPA for the purpose of 
collection of claims lodged/reply of query submitted by the retirees of the Bank 

under Medical Insurance Policy for the retirees of Baroda U.P. Bank 
 
 

(Policy Period: 01.09.2019-31.08.2020, Policy no. 42130034200400000001) 
 
 

S.No. Location / Region Name of Representative Contact No 

1 Allahabad Mr. Arun Kumar 9120095809 

2 Amethi Mr. Ankit  6394333600 

3 Azamgarh Mr. Amrish Pandey 7017720980 

4 Ballia-I Mr. Amrish Pandey 7017720980 

5 Ballia-Ii Mr. Amrish Pandey 7017720980 

6 Bareilly Mr. Vinesh Kumar 9759401688 

7 Basti Mr. Subham Pandey 8604168535 

8 Bhadohi Mr. Nityanad 7905209439 

9 Chandauli Mr. Nityanad 7905209439 

10 Deoria Mr. Vijay Kumar 7309763580 

11 Etawah Mr. Abhimanyu 8956325928 

12 Faizabad Mr. Alok Kumar 8299542821 

13 Fatehpur Mr. Avikant 7985766908 

14 Ghazipur Mr. Amrish Pandey 7017720980 

15 Gorakhpur-1 Mr. Ravi Kumar 9021540001 

16 Gorakhpur-2 Mr. Ravi Kumar 9021540001 

17 Jaunpur Mr. Amrish Pandey 7017720980 

18 Kanpur Mr. Avikant 7985766908 

19 Kanpur Dehat Mr. Avikant 7985766908 

20 Kaushambi Mr. Arun Kumar 9120095809 

21 Kushinagar Mr. Vijay Kumar 7309763580 

22 Maharajganj Mr. Vijay Kumar 7309763580 

23 Mau  Mr. Nityanad 7905209439 

24 Pratapgarh Mr. Ashutosh 9161131332 

25 Raebareli Mr. Haider Mehdi 9120022117 

26 Santkabir Nagar Mr. Subham Pandey 8604168535 

27 Shahjahanpur Mr. Tarun 9935987782 

28 Siddharthnagar Mr. Vijay Kumar 7309763580 

29 Sultanpur Mr. Ashutosh 9161131332 

30 Varanasi Mr. Nityanad 7905209439 

31 AO Gorakhpur Mr. Ravi Kumar 9021540001 

32 AO Raebareli Mr. Haider Mehdi 9120022117 

33 AO Varanasi Mr. Nityanad 7905209439 

34 Head Office Gkp Mr. Ravi Kumar 9021540001 

 


