
 
fofu-iz:i & 5 / Reg. Form - 5 

izLrqr djus ds fy, fu;r rkjh[k % 
12 ebZ@11 uoEcj* 
*Due Date for submissioon : - 
12th May/11th November* 
’kk[kk dk;kZy; dk uke fu;kstd dwV la[;k 
Name of Branch Office_______________ Employer’s Code No. ____________ 
 

va’knku fooj.kh / RETURN OF CONTRIBUTIONS 

deZpkjh jkT; chek fuxe 

EMPLOYEES’ STATE INSURANCE CORPORATION 

¼fofu;e 26½ / (Regulation 26) 

dkj[kkus vFkok LFkkiuk dk uke vkSj irk 
Name & Address of the factory or establishment : __________________________________________ 

iz/kku fu;kstd ds fooj.k % 
Particulars of the Principal employer(s) 
 

 a) uke / Name : __________________________________________ 
 

 b) inuke / Designation : __________________________________________ 
 

 c) vkoklh; irk / Residential Address : __________________________________________ 

va’knku vof/k / Contribution Period from ___________________________ rd / to ______________________ 

 
 

 eSa fuEufyf[kr O;fä;ksa ds laca/k esa] va’knku ds] fu;kstd o deZpkjh fgLls ds C;ksjs uhps izLrqr djrk gw¡A  eSa ,rn~}kjk ;g 
?kks"k.kk djrk gw¡ fd fooj.kh esa ml izR;sd deZpkjh dks ’kkfey fd;k x;k gS ftls dkj[kkuk@LFkkiu esa ;k mlds dk;Z ds laca/k es 
;k dkj[kkuk@LFkkiu ds iz’kklu ls lacaf/kr fdlh Hkh dk;Z ds laca/k esa ;k dPpk eky [kjhnus ;k rS;kj eky cspus ;k forj.k vkfn 
ds laca/k esa] lh/ks ;k vO;ofgr fu;kstd ds ek/;e ls fu;qä fd;k x;k gS rFkk ftl ij fooj.kh ls lacaf/kr va’knku vof/k ykxw 
gksrh gS rFkk va’knku dh vnk;xh djus ls lacaf/kr vf/kfu;e rFkk fofu;e ds mica/kksa ds vuqlkj fu;kstd o deZpkjh Hkkx ds 
laca/k esa va’knkuksa dh vnk;xh uhps fn, x, pkykuksa }kjk lgh rjg ls dj nh x;h gS %& 
 

 I furnish below the details of the Employer’s and Employee’s share of contributions in respect of the under 
mentioned insured persons.  I hereby decare that the return includes each & every employee, employed directly or 
through an immediate employer or in connection with the work of the factory/establishement or any work connected 
with the administration of the factory/establishment or purchase of raw materials, sale or distribution of finished 
products etc. to whom the ESI Act, 1948 applies, in the contribution period to which this return related and that the 
contributions in respect of employer’s and employee’s share have been correctly paid in accordance with the 
provisions of the Act and Regulations. 
 

  deZpkjh dk fgLlk / Employees’ Share  _____________________ 
 

  fu;kstd dk fgLlk / Employer’s Share  _____________________ 
 

  dqy va’knku / Total Contrinution  _____________________ 
 

pkykuksa ds C;ksjs / Details of Challans : - 
 

Ø-la 
Sl.No. 

ekg / Month pkyku dh rkjh[k 
Date of Challan 

jkf’k / Amount cSad vkSj mldh ’kk[kk dk uke 

Name of the Bank & Branch 

1     

2     

3     

4     

5     
 

vnk dh xbZ dqy jkf’k % _________________ #i, 
 

 Total amount paid : Rs. _________________ 
 
 

fu;kstd dk inuke vkSj gLrk{kj / Signature & Designation of the Employer 

¼jcM+ dh eksgj lfgr½ / (with Rubber Stamp) 

egRoiw.kZ vuqns’k % “vH;qfä dkWye ¼la[;k 9½” esa nh tkus okyh lwpuk 
Important Instructions : Information to be given in “Remarks Column (No.9)” 
 

 

 1-  ;fn dksbZ chekd`r O;fä igyh ckj fu;qä fd;k tkrk gS vkSj@;k va’knku vof/k ds nkSjku ukSdjh NksM+ tkrk gS rks 
“fu;qä---------------------------------------¼rkjh[k½” vkSj ;k NksM+ x;k------------------------rkjh[k” fy[ksaA  

   If any I.P. is appointed for the first time and / or leaves during the contribution period indicate 
“A_____________________(date)” and/or “L____________________(date)”. 

 2-  d`i;k chek la[;k vkjksghØe esa fy[ksaA 
  Please indicate Insurance Nos. in ascending order. 



 

 3-  va’knku vof/k ds nkSjku lekIr etnwjh vof/k ds laca/k esa vkadM+s dkWye 4] 5 o 6 esa fn, tk,aA 
  Figures in Column 4, 5 & 6 shall be in respect of wage periods ended during the contribution period. 
 

 4-  fooj.kh ds dkWye 4] 5 o 6 dk tksM+ vfuok;Z :i ls fd;k tk,A 
  Invariably strike totals of Column 4, 5 & 6 of the Return. 
 

 5-  dksbZ vf/kys[ku u djsaA dksbZ ’kks/ku gks rks fu;kstd }kjk gLrk{kkfjr gksuk pkfg,A 
   No overwriting shall be made.  Any corrections, if made, should be signed by the employer. 
 

 6-  bl fooj.kh ds izR;sd i`"B ij fu;kstd ds iwjs gLrk{kj vkSj jcM+ dh eksgj yxh gksuh pkfg,A 
  Every page of this Return should bear full signature and rubber stamp of the employer. 
 

 7-  fooj.kh ds dkWye 7 esa nSfud etnwjh dh x.kuk dkWye 5 esa fn, x, vkadM+ksa dks dkWye 4 esa fn, x, vkadM+ks ds nks 
n’keyo rd Hkkx djds dh tkuh pkfg,A 

  Daily wages in Column 7 of the return shall be calculated by dividing figures in Column 5 by figures in 
Column 4 to two decimal places. 

 

*31 ekpZ dks lekIr va’knku vof/k ds fy, ns; rkjh[k 12] ebZ 
For *CP ending 31st March, due date is 12th May 
 

30 flracj dks lekIr va’knku vof/k ds fy, ns; rkjh[k 11] uoEcj 
For CP ending 30th September, due date is 11th November  
 
 

deZpkjh jkT; chek fuxe / EMPLOYEES’ STATE INSURANCE CORPORATION 

 

fu;kstd dk uke o irk _____________________________________________________________________ 
 

Employer’s Name and Address ______________________________________________________________ 
 

fu;kstd dwV la[;k  _____________________   __________vof/k__________ls___________rd 
 

Employer’s Code No. _____________________  Period from _______________to________________  
 

TOTAL  
 

 

*vH;qfä dkWye esa fu;qfä dh rkjh[k o fu;kstu NksM+us dh rkjh[k n’kkZ;h tk,A 
*Date of appointment and leaving the job may be given in remarks column.     fu;kstd ds gLrk{kj 

Signature of the Employer 
 

           
 

(dk;kZy; iz;ksx ds fy, / FOR OFFICIAL USE) 

 

1.  gdnkjh fLFkfr fpfg~urA 

  Entitlement positioon marked 
 

2.  fooj.kh ds dkWye&5 ds tksM+ pSd fd,  
 vkSj lgh@lgh jkf’k n’kkZ;h x;h gSA 
  Total of Col. 5 of Return checked and Found 
 correct/correct amount is indicated 
 

3.  fu;kstd@deZpkjh va’knku dh vnk dh x;h  
 jkf’k dh tkap dh x;h vkSj Bhd ik;h x;hA 
 isz{k.k&Kkiu layXu gSA 

  Checked the amount of Employer’s / Employee’s 
 contribution paid which is in order / observation 
 memo enclosed 

izfrgLrk{kj / Counter Signature___________________ 

 

m-Js-fy eq[; fyfid   ’kk[kk vf/kdkjh 
U.D.C.     Head Clerk     Branch Officer 
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