TYOM 9 DECLARATION FORM ®H-1/Form-1

HIOTT 97 HHART ERT 1T ST | BT % A1 GEEhTs SMhR & &l BIE O @ i 9ife’ | B 971 9 9
dic g W & T fearamt @ WA ug o A | a8 we g

To be filled by employee after reading instruction overleaf. Two Postcard Size phtographs to be attached with the
form. This form is free of cost.

() dHRd Al & R @ e & e
(A) INSURED PERSON’S PARTICULARS (B) EMPLOYER’S PARTICULARS
1. 9T H®&Insurance No. 9. FoTeh @1 e g
( T f:}) Employer’'s Code No.
2.9 (WET 3
. 10. Frgf @ arire fe HEAT ad
Name in block letters Date of Appointment Day Month Year
3. T/t &1 9
Father's/Husband’s Name 11. f4a=te &7 A 3T Td/Name & Address of the Employer
4.5 =t fafer fa | W | o | 5. dates | feanfeas
Date of Birth Day|Month|Yea] wiRafq |stfoenied
Marital | faem@r
Status | M/U/W 12. 97 T8 (A 8 W & d $udl MHIRgd AR &g
6.fT/Sex 9.H./M.F In case of any previous employment please fill up the details as under.

7. a9 IaT/Present Address 8. =7 g/ Permanent Address | | (%) el e e
(a) Previous Ins. No.

(@) It %g d@r

—— F— (b) Employer's Code No.

Pin Code (I I - Pin Code (I I . () et &1 A T gar
AR Te/2-0 Tl B T2 w1 (c) Name & Address of the Employer
T HrETE Elebicp )

Brach Office Dispensary IR T /2-A 9dl/e-mail address

(@) 9g ® Rafa & T Raam™ & oM & fau &0 sferfrm, 1948 & g/ 71/@ 0. (H09) =W, 1950 % M 56(2) & Sfaa Tifid & @R |
(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.

H/Name ATeri/Relationship qdi/Address

¥ UAEERT =IO HAHE § O B ER YEd U T e #8 I o) faga & oEn 98 ¥ # o ufar & qeet #§ g uRae s geen
15 i & X UEq &Y &1 g9 o I gant gl

| hereby decalare 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.

s & gfdeser TR AT & BEIER/SFET
Counter signature by the employer Signature /T.l.of IP.
et afed smer
Signature with seal
(=) S Ao & Rer! b faaRor
(D) Family Particulars of Insured person
%.9. Bt B R & A FHAT & | AR FT I T E i F& aqr S|
SI. No. Name B G/ TH-q0G Relationship with the ®© ¥? 7 HT T AT
Date of Birth/Age as on Employee Whether residing If No’ state Place of
date of filling form with him/her. Residence
g/ Yes TEi/No | w=vTown | I=a/State
F.47. e el veae o= (Frafer =7 ag & 3 wEW a %)
ESI Corporation Temporary Identity Card (Valid for 3 month from the date of appointment)
d™/Name
mr H&/Ins. No. frgfeR @ ardr@/Date of appointment
QT R SArweTerRr ®IET & o T
Branch Office Dispensary (Space for photograph)
IS &0 e 9 9 qar
Employer's Code No. & Address
Validity
g TR A & SEITER/SS 1 M9 et e AT yEEE & SEIER

Dated Signature/T.I. of .P. Signature of B.M. with seal



AT

INSTRUCTIONS
HH-1 T 9O FAAT (Fremon) fafvam, 1950 & fafaw 11 7 12 % siavia fafvafa fear s &)

Submission of Form-I is governed by regulation 11 & 12 of ESI (General) Regulations, 1950

“er” § et drarpa afrd & frfafaa @t srerar #iE Aer s &:-

sar:- (1) faenfedt (2) drmed @fe T ST HIE @ a1 % ATk AT 1A, (3) FE aTaw Sl S AR
% JUNHI TR I T & 9T S () frem o Y W@ §, 99 21 gt i g T @R o e (@) FiE sAtanted
(4) BrE arerep 1 foReft QAR Sterar WHfEe STIEMIAr A1 91 & HRoT Qe & qor AT w7 S @t
& SUTSHl WX Qo A B, (5) anfya wrar-fuar, (R 2q #.a.d. sfafaw, 1948 1 awr 2 & @ 11 & ) |

“Family” means all or any of the following relatives of an Insured Person namely:-

(i) 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 physcial 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.

TEAE-I STEEToig 2 |

Identity Card is Non-Transferable.

AT & A e &l Rafd # e/ e gdeed R ek grad 6t S |

Loss of Identity Card be reported to Employer/Branch Manager immediately.

ot geR @ Taq ga o @ Rafa § wadr. afafrem, 1948 1 aR-84 & ded BT BEAE! BN ST bl © |

Submission of false information attracts penal action Under Section 84 of ESI Act. 1948.

7 g @1 Rafa 9 war-wifa W gom a8 ® FEfa & 50 i & fiay dafoa amer eatag § srEed & g&qq fmar
T Aifen | fae @ Rafa § faee & foes a/-85 % Ted BT HEATE! ST Fhdl ¢ |

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.

FTHa AT BF & AT AT 3 URAR & Ao fafheam feqemy ureq @ @ | o Fohe feqary &, (1) dmrd
feqard (2) AT ST feqard (3) TR STt ey (4) STtHae faard (5) T fEaqary (afear sHar & fa) |
As an insured person you and your dependant family membes are entitled to full medical care. The other benefits in cash
include (1) Sickness Benefit (2) Temporary Disablement benefit (3) Permanent disablement Benefit (4) Dependants benefit
and (5) Maternity Benefit (in case of woman employees) subject of fulfillment of contributory cnditions.

AT THENT & [ Fuar T & JadEe o @ A1 M@l SR a1 &= HEed F 996 3 |

For more details please contact website of ESIC at www. esic.org. in. or contact Regional Office or Branch Office.

Haq ET HEATAT A TI1T 8g

For Branch Office Use only

1. T FEAT A w AN

Date of allotment of Ins. No. :

2. STl YA U AR R @l R

Date of Issue of T.I.C. :

3. YT T ATH/FE

Name /No. of Dispensary :

4. T A FIfehean e Suae B2 afe &, O Swid

Whether reciprocal Medical arrangements involved. if yes, please indicate :

QT Y- & TEITER
Signature of Branch Manager

F.4.
Sl. No.

Name

HH W H A
N A/ TH-ALE
Date of Birth/Age as on
date of filling form

FHAT & AT AR
Relationship with the
Employee

FT I AT @
@ 27 g
Whether residing
with him/her.

gfg <&, ar smarg
BT T T
If' No, state Place of
Residence

Bi/Yes Ei/No

HEl/Town | T9/State




