I T 91

EMPLOYEES’ STATE INSURANCE CORPORATION

H"IN'U]T YA / Declaration Form

YU O HHATT ERT 90 G | B & G @A AER & & Blemd H g @ a1y | B T § 961 415 75
) & TE feRrdt @ AAA-Hifa gg a9 @Ry | g8 B figes § |

To be filled by employee after reading instructions overleaf. Two Postcard Size photographs to be attached with this

form. This form is free of cost.

() dTeRT =fs & faaxa
(A) INSURED PERSON’s PARTICULARS

(@) s & faer

%H-1 / Form-1

(B) EMPLOYER'’S PARTICULARS

1. §91 g 1/
Insurance No.

9. T @t HE @
Employer’'s Code No.

2. (s a7art )
Name (in block letters)

10. FgRF @ @

Date of appointment

&=
Day

qEMT
Month

Year

3.faqr/afe @ T
Father’s/Husbands
Name

11. T &1 W SR g
Name & Address of the Employer

4. 5 fafd/Date of | =i | wémw EL (5) feranfeay 12. It eq fFimw & @ ¥
Birth Date | Month | Year erfees | SR/ freran AT Frefiad =R Gfg
M/U/W .
fRafer In case of any previous
Marital employment please fill up the
Status details as under :-
%) fUredt ST ge
a) Previous Ins. No.
(6) /7 M/F @) fraTs g e
e /Sex b) Emplrs. Code No.
7. g9 ga1/Present Address 8. TEY gqr/Permanent Address ) AT o T T T
b) Name & address of the Employer
o @rs i @
Pincode Pincode .
TABT T/ A gar/e-mail address IABH TER/S A gdr/e-mail address TADH TSI Fve-mail address
qET HEtA e
Branch Office Dispensary

(M gg @ Rafy & Fae feqam & Jam & g wa.d. afafam, 1948 @ a0 71/6 04 (@) B, 1950 & Fa9 56(2) & It IR & &N |
(C) Details of Nominee u/s 71 of ESI Act 1948/Rule-56 (2) of ESI (Central) Rules 1950 for payment of cash benefit in the event of death.

a™/Name

gwitl/Relationship

gar / Address

¥ TAgERT =W FHE/ERT & 6 A BN aRa fhe e fawer A% e o fasar & orgar 2 € | ¥ ora 9Rar & Hewl § gy aReds
H gE 15 & & i) IR B H a9 | S g/ g |
| hereby declare that the particulars given by me are correct to the best of my knowledge and belief. | undertake to intimate the Corporation
any changes in the membership of my family within 15 days of such change.
et & giaesarer / Counter signature by the employer

i gfeq s&mer / Signature with seal
(1) ST =RE & gRerit @ fraRer
(D) FAMILY PARTICULARS OF INSURED PERSON

TR fRh & exa/Ser e / Signature / T.I. of IP

.. Bl B SR P AT B FHA B G gEY | S 9" ® © gfe, &t o smarg @1 @ a9
Sl. Name arg/sr=-fafy Relationship with the Tp T If ‘No’ State place of Residence
No. Date of Birth/Age as on Employee Whether residing

date of filling form with him/her.
g/Yes | TE/No Fei/Town =g /State
1.
2.
3.
4.
5.
6.
7.
FO.8. T srarft ggaw o= (Frgfer @t o/ & 3 W& o J)

ESI Corporation Temporary Identity Card (valid for 3 months from the date of appointment)

s/Name

& FE&@/Ins. No. frgfer artra/Date of

appointment
QT Bt Sirerenmers
Branch Office Dispensary
et @ FHe g@&r g gar
Employer’s Code No. & Address
Jerar / Validity TR AR & sEER/S[S H [ g afeq omer ysuw & sRE
fasi 7 Dated Signature/T.1. of I.P Signature of B.M. with seal




CRER

INSTRUCTIONS

®H-1 & Iuor A (Framen) fafmm, 1950 & fafram 11 9 12 & srrla fafsafa e S &
Submission of Form-I is governed by regulations 11 & 12 of ESI (General) Regulations, 1950.

2. ‘G’ & fordt SR @i & Fefafed g5 sreEr FiE TRER ke § -
It - (1) faft (2) Smmpa afte ) onfara B o a7 T Sees ST¥T STaw, (3) HIE STdw Sl MG AfRe & SUSHl 9X
gl ST & e S (%) frem o< & @ ¥, b 21 a9 S AP U I A Ib (W) Fs AGand G, (4) B s S B
iR Srerar AT STIETRIT A1 A1 & wRoT @i ¥ qar i @ qw S e & SusHl i quid: e B, (5)
ST AT-far (=N &g H.U.a.eTEaH, 1948 & aRT 2 & @S 11 & 34@) |
“Family” means all or any of the following relatives of an Insured Person namely : -
() a spouse (ii) a minor legitimate or adopted child dependant upon the I.P., (iii) a child who is wholly dependant
on the earnings of the I.P. and who is (a) receiving education, till he or she attains the age of 21 years (b) an
unmarried daughter ; (iv) a child who is infirm by reason of any physical or mental abnormality or injury and is
wholly dependant on the earnings of the I.P. so long as the infirmity continues, (v) dependant parents (Please
see Section 2 clause 11 of the ESI Act 1948 for details)
3. &I STEEIIN & |
Identity Card is Non-Transferable.
4. TEAE-9 & TH 8 & AT § ST/ SaT I8 H aebld e fhar Sy |
Loss of Identity Card be reported to Employer/Branch Manager immediately.
5. foret g &1 TAd a3 @ i § s aifafree, 1948 @ gW-84 & qEA BT HAATE d ST HRA B |
Submission of false information attracts penal action under Section 84 of ESI Act. 1948.
6. T frgfe @ Rl § 9e-wifa 730 gem 98 e g & @ R & iy et amen satag § sEw & 95ga e e 9y |
e @1 fafy & friee & foes gR-85 & T80 BT HHETETET S ST T § |
This form duly filled in must reach the concerned Branch Office within 10 days of appointment of an Employee.
Delay attracts penal action under Section 85 of the Act, against employer.
7. T AR T 3% TRAR & SO SIIER o1t U & X Fefafaa aam o & g (1) 90 aars (2) swamt
g feqmmy (3) Tmlt e feqem (4) STiférae feqem (5) Tgf feaam (afeer w=rd & o) |
As an insured person you and your dependent family members are entitled to full medical care. The other
benefits in cash include (1) Sickness Benefit (2) Temporary Disablement benefit (3) Permanent disablement
Benefit (4) Dependents benefit and (5) Maternity Benefit (in case of women employees) subject to fulfilment of
contributory conditions.
8. Frferep M & o guan fm & JEEge www.esic.org.in @ 3@ ar gmEr FrEtad a1 &5 § T B |
For more details please visit website of ESIC at www.esic.org.in. or contact Regional office or Branch Office.
HI AT BT 7 TIRT &g
FOR BRANCH OFFICE USE ONLY
1. S R ST A
Date of allotment of Ins. No.
2. STUETE. U HET H qE
Date ofissue of T.L.C.
3. SR H AR
Name/No. of Disp.
4. T o Rt Taer SUREr B O & O S -
Whether reciprocal Medical arangements involved. [f yes, please indicate :
AT Y& & SRIET
Signature of Branch Manager
B T ®rf SR P AT B FHAY B G gEY | S 9" ® © gfe, &t o smarg @1 @ a9
Sl. Name arg/sr=-fafy Relationship with the &7 Tag If ‘No’ State place of Residence
No. Date of Birth/Age as on Employee Whether residing
date of filling form with him/her.
g/Yes | TE/No FHei/Town =% /State

N|@ |01~ W =




