
fofu-iz:i&10 @ REG. FORM - 10 

xksiuh; / CONFIDENTIAL  

chekjh fgrykHk@vLFkkbZ fu%’kärk fgrykHk@izlwfr fgrykHk ls lacaf/kr izfojfr ¼vuqifLFkfr½ dk lR;kiuA 

ABSTENTION VERIFICATION IN RESPECT OF SICKNESS BENEFIT/ 
TEMPORARY DISABLEMENT BENEFIT/MATERNITY BENEFIT 

 

deZpkjh jkT; chek fuxe 
EMPLOYEES’ STATE INSURANCE CORPORATION 

¼fofu;e 52 d½ (Regulation 52-A) 

  

egksn; @ From 

 

izca/kd @ The Manager, 
’kk[kk dk;kZy; @ Branch Office -----------------------------] 
deZpkjh jkT; chek fuxe @ E.S.I. Corporation, 

 
 

lsok esa @ To 

 
 

 eSllZ @ M/s. ______________________ 

 
 ________________________________ 
 

 fo"k;     : Jh@Jherh@dqekjh-------------------------------------------------chek la[;k-----------------------------------  
   foHkkx--------------------------dh dk;Z ls izfojfr ¼vuqiÆLFfr½ dk lR;kiuA 

 Subject :  Verification of abstention from work in respect of Sh./Smt./Km. __________________ 
 
    Ins. No. _____________________ Department ______________________________ 
 

egksn;] 
 
 vkids dkj[kkus ds mä uke okys deZpkjh us----------------ls-----------------rd dh dkykof/k ds fy, vleFkZrk dk 
izek.k&i=k izLrqr fd;k gS vkSj ;g ?kks"k.kk dh gS fd mlus mi;qZä dkykof/k ds nkSjku dke ugha fd;k gSA 
 mlus iqu% ;g ?kks"k.kk Hkh dh fd mlus fdlh NqV~Vh@vodk’k@lkIrkfgd NqV~Vh@dkecanh rFkk gM+rky tSlk fd d-
jk-ch-vf/kfu;e] 1948 dh /kkjk 2¼22½ esa ifjHkkf"kr gS ds laca/k esa fdlh Hkh fnu ds fy, mi;qZä vof/k ds nkSjku 
etnwjh izkIr ugha dh gS rFkk mi;qZä vof/k esa og gM+rky ij ugha Fkk@FkhA 
 bl iz:i dh izkÆIr ds nl fnu ds Hkhrj vki layXu iz:i ij iqÆ"V dj nsa rks eSa vkidk vkHkkjh jgw¡xkA 

 
Dear Sir(s) 
 
 The above named employee of you factory has submitted a certificate of incapacity for the period from 
___________________to__________________ and has declared that he/she has not worked on any day during 
the above period. 
 
 He/she has further declared that he/she has not received wages as defined under section 2(22) of ESI 
Act.  1948 for any leave/holiday/weekly off/lay off and strike in respect of any day during the above period and 
that he/she was not on strike on any day during the above period. 
 
 I shall be grateful if you confirm the exact position, in this regard, on the form, appended within 10 days of 
the receipt of this form. 

Hkonh; @ Yours faithfully, 

 
 
 

 

¼izca/kd½ @ (Manager) 

_________________’kk[kk dk;kZy; / Branch Office. 

 

d`-i`-i-/P.T.O 

 
 
 
 
 



xksiuh; / CONFIDENTIAL  

iz:i la[;k 10 dk mÙkj fu;kstd }kjk fn;k tk, 

 
REPLY TO BE FURNISHED BY THE EMPLOYER IN RESPECT OF FORM NO.10 

 
 
 

chekd̀r O;fä@chekd̀r efgyk dk uke@  

Name of the Insured Person/Insured Woman ___________________________________________________ 

chek la[;k@Insurance No. _______________ 

 

 bl fVIi.kh ds lkFk okil fd;k tk jgk gS fd iz’uxr deZpkjh us------------------ls---------------rd dh dkykof/k ds nkSjku fdlh Hkh fnu 
dke ugha fd;k gS vFkok*------------------ls-----------------rd dh vof/k esa mUgksaus dk;Z fd;k gSA 

 Returned with the remarks that the employee in question has not worked on any day during the period 

from___________________to__________________ or* that he/she has worked on __________________________ during the 

period from __________________ to _________________ 

 

 blds vfrfjä ;g iÆ"V dh tkrh gS fd & / It is further confirmed that - 

 

 ¼d½  og-------------------ls--------------------rd dh vof/k ds fy, losru NqV~Vh ij Fkk@FkhA 

 (a) He/she remained on leave with wages for the period from____________ to ______________ 

 ¼[k½  og--------------------ls-------------------rd losru vodk’k ij Fkk@FkhA 

 (b) He/she remained on holidays with wages from______________ to ____________________ 

 ¼x½  og--------------------------------dks losru lkIrkfgd vodk’k ij Fkk@FkhA 

 (c) He/she was on weekly off with wages for _________________________________________ 

 ¼?k½  og--------------------ls---------------------rd losru dkecanh ij Fkk@FkhA 

 (d) He/she was on lay-off with wages from ____________________ to ____________________ 

 ¼M+½  og--------------------ls----------------------rd gM+rky ij Fkk@FkhA 

 (e)  He/she was on strike from _____________________ to ______________________________ 

 

  2- ;fn] chekd̀r O;fä@chekd̀r efgyk dks blds i’pkr mi;qZä vof/k esa fdlh Hkh fnu ds fy, dksbZ etnwjh nh xbZ rks 
mldh lwpuk vkidks ns nh tk,xhA 

  2. In case, the IP/IW is paid any wages for any of the days falling during the above mentioned period subsequently, 

the same will be notified to you in due course. 

 

  3- vuqiÆLFkfr ds izFke fnu ds iwoZorhZ fnu chekd̀r O;fä@chekd̀r efgyk ds fy, vodk’k *Fkk@ugha FkkA 

  3. The day proceeding the first day of absence was*/was not a holiday for the Insured Person/Insured Woman. 

 

 
rkjh[k / Date : _________________ 

gLrk{kj@Signature________________________ 

 lkQ v{kjksa esa uke vkSj inuke@Name in block letter & Designation______________________ 

dwV la[;k@Code No. _________________________ 

*tks ykxw u gks mls dkV nsaA   
* Strike out if not applicable 


