“for i<t TR &1 @Rt ddar &
oRIH/ESIC-37

HHART T 94T

EMPLOYEES’ STATE INSURANCE CORPORATION

“gafaiem/fEes R &1 gEo-us”
Certificate of Re-employment/Continuing employment
(haet T+t SR} T e 519 < €t 1 (1) 41 (2) I gt 8 W)

(To be issued only if condition (I) or (II) below are satisfied)

fSTd &1 9 SR U
Name and Address of the employer
P d& T FRTEE | Hdg
Code No. ‘ | ‘ attached with Branch Office
T foam Sien 2 fob siY/sfieht gF/aet it &1 e | |
Certified that Mr./Ms. S/W/o Ins.No.
1. From 4 2/ FrifSra fean an & sreran gafaifora fosan man @ siR I |

[/ Te] SiPIe 3afd &1 sivre™ < fan &/fean s = 2|

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

g1 OR
2. AR B T s GaAdT IeIQTE @iy § HH-A-FH 78 faa1/Fpat A1 & snd/siferw
fami & forg sivre™ ¢ gaT 81 waw aiE 2 (Paa Ta-fafomE) |
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).
feim__ FWIER 3R g
Date: Signature and Designation

fewft: @ ywTv-uS a1 e srafd & ofd 9% du 7|
Note: This certificate is valid until end of the current benefit period.
ESIC 37 MedI 7-A
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fRifehca STaR @t Wi & forw 3mdes Application for Acceptance for Medical Treatment

¥, sit i g A e [
S Ih TS IR Sfeafad fiAie @ (Faers g1 wifvra ) fHaifim, <.
ERT Wipfa & forg smaes &=ar g Sigerrery
#, gl & difa IR S B A U o |

T H wad 3irwermer
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)
| was previously insured and was then on then list
Have been continued to be am on your list
* of Doctor
Dispensary
fe=ti Date
TP AfRT & TIRITER FET IF[ET BIY
_ Signature or thumb impression of the insured person
H 3ot g # 59 AfdT Bl Wi B g
| accept this person in my list
fafeers &1 ger
Signature of the Doctor e 4. Code No.

(sfrwemera Dispensary)
*SiY T 21 Bb1e Delete whichever is not applicable

fifhca STaR @t Wi & forw 3mdes Application for Acceptance for Medical Treatment

¥, sit i g A e [
S Ih TS IR Sfeafad fiAie @ (Faers g1 wifvra ) fHafm, <.
ERT Wipfi & forg smaes &var g e
4, uga & difa < @ g R ol
T | wad 3irwermer
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)
| was previously insured and was then on then list
Have been continued to be am on your list
* of Doctor
Dispensary
fe=iw Date
ST AR & EIATER S2raT 3F[CT B
Signature or thumb impression of the insured person
# 3o A W 59 AfRT B Wpd HIAT
| accept this person in my list
fafhead &1 gvier
Signature of the Doctor e 3. Code No.

(sftwemera Dispensary)
*SiY T 72l Bie Delete whichever is not applicable
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