
C:\Documents and Settings\HCL\Local Settings\Application Data\Microsoft\CD Burning\Web forms\ESIC-37.doc 

“×−Ö�Ö´Ö ×Æü−¤üß ¯Ö¡ÖÖ“ÖÖ¸ü �úÖ Ã¾ÖÖ�ÖŸÖ �ú¸üŸÖÖ Æî”   
‹×ÃÖ�ú/ESIC-37 

 

�ú´ÖÔ“ÖÖ¸üß ¸üÖ•µÖ ²Öß´ÖÖ ×−Ö�Ö´Ö 
EMPLOYEES’ STATE INSURANCE CORPORATION 

 

“¯Öã−ÖÙ−ÖµÖÖê•Ö−Ö/×−ÖµÖÖê•Ö−Ö ×−Ö Ó̧üŸÖ¸üŸÖÖ �úÖ ¯ÖḮ ÖÖ1Ö-¯Ö¡Ö” 

Certificate of Re-employment/Continuing employment 
(�êú¾Ö»Ö ŸÖ³Öß •ÖÖ¸üß ×�úµÖÖ •ÖÖ‹ •Ö²Ö −Öß“Öê ¤üß �Ö‡Ô (1) µÖÖ (2) ¿ÖŸÖÔ ¯Öæ̧ üß ÆüÖê •ÖÖ‹) 
(To be issued only if condition (I) or (II) below are satisfied) 

 
 
×−ÖµÖÖê•Ö�ú �úÖ −ÖÖ´Ö †Öî̧ ü ¯ÖŸÖÖ 
Name and Address of the employer__________________________________________ 
 
�æú™ü ÃÖÓRµÖÖ              ¿ÖÖRÖÖ �úÖµÖÖÔ»ÖµÖ ÃÖê ÃÖÓ²ÖÓ̈ ü 
Code No.                                      attached with Branch Office ____________________ 
 
 
¯ÖḮ ÖÖ×1ÖŸÖ ×�úµÖÖ •ÖÖŸÖÖ Æîü ×�ú ÁÖß/ÁÖß´ÖŸÖß_____________________¯Öã¡Ö/¯ÖŸ−Öß ÁÖß ____________²Öß´ÖÖ ÃÖÓRµÖÖ   
Certified that Mr./Ms._____________________S/W/o____________Ins.No. 
 
 

1. ×−ÖµÖÖê•Ö−Ö ´Öë Æîü/ ×−ÖµÖÖê×•ÖŸÖ ×�úµÖÖ �ÖµÖÖ Æîü †£Ö¾ÖÖ ¯Öã−ÖÙ−ÖµÖÖê×•ÖŸÖ ×�úµÖÖ �ÖµÖÖ Æîü †Öî̧ ü __________________ ŸÖÖ¸üßRÖ ÃÖê 
¿Öãºþ/“ÖÖ»Öæ †Ó¿Ö¤Ö−Ö †¾Ö×¬Ö �úÖ †Ó¿Ö¤üÖ−Ö ¤êü ×¤üµÖÖ Æîü/×¤üµÖÖ •ÖÖ ¸üÆüÖ Æîü… 
has continued to be in employment / has been taken or re-taken in employment and 
contributions have/are being paid in respect of him/her in the current contribution period 
which began on_______________ 
 

µÖÖ OR 
 

2. ŸÖÖ¸üßRÖ_______________�úÖê ÃÖ´ÖÖ¯ŸÖ Æãü‡Ô ¯Öæ¾ÖÔ¾ÖŸÖá †Ó¿Ö¤üÖ−Ö †¾Ö×¬Ö ´Öë �ú´Ö-ÃÖê-�ú´Ö 78 ×¤ü−Ö/�ãú»Ö ×¤ü−ÖÖë �êú †Ö¬Öê/†×¬Ö�ú 
×¤ü−ÖÖë �êú ×»Ö‹ †Ó¿Ö¤üÖ−Ö ¤êü “Öã�úÖ Æîü…  ¯ÖÏ¾Öê¿Ö ŸÖÖ¸üßRÖ _______________________ Æîü (�êú¾Ö»Ö −Ö¾Ö-×−ÖµÖÖê×•ÖŸÖ)… 
has paid contribution for not less than 78 days/half the no. of days or more in the preceding 
contribution period which ended on________________________date of joining___________ 
(only for new entrants). 
 
 
 
 
×¤ü−ÖÖÓ�ú__________ ÆüÃŸÖÖcÖ¸ü †Öî̧ ü ¯Ö¤ü−ÖÖ´Ö 
Date: Signature and Designation 
 
×™ǖ ¯Ö1Öß: µÖÆü ¯ÖḮ ÖÖ1Ö-¯Ö¡Ö “ÖÖ»Öæ ×ÆüŸÖ»ÖÖ³Ö †¾Ö×¬Ö �êú †ÓŸÖ ŸÖ�ú ¾Öîª Æîü… 
Note:   This certificate is valid until end of the current benefit period.         
ESIC 37 Medl 7-A 
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×“Ö×�úŸÃÖÖ ˆ¯Ö“ÖÖ¸ü �úß Ã¾Öß�éú×ŸÖ �êú ×»Ö‹ †Ö¾Öê¤ü−Ö Application for Acceptance for Medical Treatment 
 
´Öî , ÁÖß _____________________________ÁÖß________________________�úÖ ¯Öã¡Ö ²Öß´ÖÖ ÃÖÓRµÖÖ  

•ÖÖê ˆŸ�Îú´Ö ¯ÖéÂšü ¯Ö¸ü ˆÛ»»Ö×RÖŸÖ ×¤ü−ÖÖÓ�ú ÃÖê (×−ÖµÖÖê•Ö�ú «üÖ¸üÖ ¯ÖḮ ÖÖ×1ÖŸÖ ) ×−ÖµÖÖê×•ÖŸÖ, ›üÖò.____________________________________  
«üÖ¸üÖ Ã¾Öß�éú×ŸÖ �êú ×»Ö‹ †Ö¾Öê¤ü−Ö �ú¸üŸÖÖ ÆÑüæ…                                                                            †ÖîÂÖ¬ÖÖ»ÖµÖ 
 
´Öï,            ¯ÖÆü»Öê Æüß ²Öß×´ÖŸÖ                      †Öî̧ ü   ›üÖò.                                                     �úß ÃÖæ“Öß ¯Ö¸ü £ÖÖ… 

               ÃÖæ“Öß ´Öë ÃÖŸÖŸÖ                                                    †ÖîÂÖ¬ÖÖ»ÖµÖ 
 
Shri_________________________________________S/o________________________________________ 
 
Insurance No.  having been employed 
 
                                     If available 
 
from the date mentioned on reverse (employer’s certificate) hereby apply for acceptance by 
Dr.________________________________________________________________________ 

(Dispensary) 
 
I                      was previously                                   insured and             was then on then list 

                   Have been continued to be                                                      am on your list 
 
          * of Doctor _________________________ 
                                      Dispensary 
 
         ×¤ü−ÖÖÓ�ú Date_________________                                       __________________________________________ 
                 ²Öß´ÖÖ�éúŸÖ ¾µÖÛŒŸÖ �êú ÆüÃŸÖÖcÖ¸ü †£Ö¾ÖÖ †Ó�ÖæšüÖ ”ûÖ¯Ö             
                                                                                                 Signature or thumb impression of the insured person                                    
       ´Öî †¯Ö−Öß ÃÖæ“Öß ´Öë ‡ÃÖ ¾µÖÛŒŸÖ �úÖê Ã¾Öß�éúŸÖ �ú¸üŸÖÖ ÆÑüæ 
            I accept this person in my list 

                ×“Ö×�úŸÃÖ�ú �úÖ ÆüÃŸÖÖcÖ¸ü 
            Signature of the Doctor          �æú™ü ÃÖÓ. Code No.________________________ 
                                                          (†ÖîÂÖ¬ÖÖ»ÖµÖ Dispensary) 
                                                     *•ÖÖê ÃÖÓ�ÖŸÖ −ÖÆüà �úÖ™êÓ Delete whichever is not applicable 
 
 
 

×“Ö×�úŸÃÖÖ ˆ¯Ö“ÖÖ¸ü �úß Ã¾Öß�éú×ŸÖ �êú ×»Ö‹ †Ö¾Öê¤ü−Ö Application for Acceptance for Medical Treatment 
 
´Öî , ÁÖß _____________________________ÁÖß________________________�úÖ ¯Öã¡Ö ²Öß´ÖÖ ÃÖÓRµÖÖ  

•ÖÖê ˆŸ�Îú´Ö ¯ÖéÂšü ¯Ö¸ü ˆÛ»»Ö×RÖŸÖ ×¤ü−ÖÖÓ�ú ÃÖê (×−ÖµÖÖê•Ö�ú «üÖ¸üÖ ¯ÖḮ ÖÖ×1ÖŸÖ ) ×−ÖµÖÖê×•ÖŸÖ, ›üÖò.____________________________________  
«üÖ¸üÖ Ã¾Öß�éú×ŸÖ �êú ×»Ö‹ †Ö¾Öê¤ü−Ö �ú¸üŸÖÖ ÆÑüæ…                                                                            †ÖîÂÖ¬ÖÖ»ÖµÖ 
´Öï,            ¯ÖÆü»Öê Æüß ²Öß×´ÖŸÖ                      †Öî̧ ü   ›üÖò.                                                     �úß ÃÖæ“Öß ¯Ö¸ü £ÖÖ… 

               ÃÖæ“Öß ´Öë ÃÖŸÖŸÖ                                                    †ÖîÂÖ¬ÖÖ»ÖµÖ 
 
Shri_________________________________________S/o________________________________________ 
 
Insurance No.  having been employed 
 
                                     If available 
from the date mentioned on reverse (employer’s certificate) hereby apply for acceptance by 
Dr.________________________________________________________________________ 

(Dispensary) 
 
I                      was previously                                   insured and             was then on then list 

                   Have been continued to be                                                      am on your list 
 
          * of Doctor _________________________ 
                                      Dispensary 
 
         ×¤ü−ÖÖÓ�ú Date_________________                                       __________________________________________ 
                 ²Öß´ÖÖ�éúŸÖ ¾µÖÛŒŸÖ �êú ÆüÃŸÖÖcÖ¸ü †£Ö¾ÖÖ †Ó�ÖæšüÖ ”ûÖ¯Ö             
                                                                                                 Signature or thumb impression of the insured person                                                                                                        
       ´Öî †¯Ö−Öß ÃÖæ“Öß ´Öë ‡ÃÖ ¾µÖÛŒŸÖ �úÖê Ã¾Öß�éúŸÖ �ú¸üŸÖÖ ÆÑüæ 
            I accept this person in my list 

                ×“Ö×�úŸÃÖ�ú �úÖ ÆüÃŸÖÖcÖ¸ü 
            Signature of the Doctor          �æú™ü ÃÖÓ. Code No.________________________ 
                                                          (†ÖîÂÖ¬ÖÖ»ÖµÖ Dispensary) 
                                                     *•ÖÖê ÃÖÓ�ÖŸÖ −ÖÆüà �úÖ™êÓ Delete whichever is not applicable 
 

 

  

 

  


