N FORM - 1
ST 95 Declaration Form

OO U HHEATY GIRT W ST | HH B G qE@Uie A P &l BIeWh 9 oie oM 918y | B 93 &
wg dis g5 I & R Remat @ wel-wify vg 4 W) o8 W A gew 2

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

st e dan
Employer’s Code No.
) frRa R F R
(A) INSURED PERSON's PARTICULARS

1. &1 F@I1/Insurance No.

(@) e & faazn
(B) EMPLOYER'S PARTICULARS

10. FrgRe # i@ =
Date of Appointment | Day

Month Year

2. W (T FE H)

Name (in Block Letters)

11, FraTerR &1 AT 3R WdT/ Name & Address of the Employer

3. Ra/af &1 AW
Father's/Husband's Name
4. 5= Rfx BT | wmr | as |5 3a@s | Aawd / sfata /
Date of Birth | Day | Month | Year Rofy g
Marital
Status M/7U/ W
‘ 7 M/F
6.k Sex| 37 12, 4% Te P @ O g e

SR
7. gaa W / Present Address In case of any previous employment please fill up the

details as under :-
%) Tl S den
(a) Previous Ins. No.
@) Frare He den
(B) Empilrs. Code No.

8. T wql/ Permanent Address

pcode LI [ [ [ []

Sl TR/ 4-Ae udl /e-mail address

Pmose LI [ [ [ ]

Sl TR/ 4-Ae udl /e-mail address

Wg e @1 9 9 gar _
(C) Name & Address of the Previous Employer

el Frfer SweTe Tl TR/3-Ad W/ e-mail :
Branch Office Dispensary
M) Jog N RolG # TG oaH B A B (O B AT, 1948 B a7 71 / wAA, (BeE) T, 1950 F Frw 56 (2) F srmla AR & @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
T / Name TRieT / Relationship

qdr / Address

# TAGET BT HIAT/FIA g, 6 AL G TEIA T 7Y 407 AL AHRY ST f99am@d & ATER T8t 8 | § 30 URaR & qeedi A gg uRad

I GAT 15 T F iR TR FA B FAT A A g/ g

| hereby declare 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 to such change

e & gt swmer @ia afed

Counter Signature by the employer with seal : . S st
Signature / T.I. of IP

(a1) SR aRh % Rl 1 fJawor (D) FAMILY PARTICULARS OF INSURED PERSON

f B BT | g & T ® 3
F.. AL ERUSHERIC) ofe & @ maE w1 T g
Sl falil 1 g o fafe ARE 8? wand - g1/ & If 'No' state place of Residence
No Name Date of Bmh{Age as | Relationship with the | - Whether residing with
: on date of filling form Employee him/her Say - Yes / No 6T / Town ST/ State

1.

2.

3.

4.

5.

6.

%\ ESI Corporation
et weaE o (Fgfs & aide @ 3 wER @ d)
Temporary Identity Card (valid for 3 months from the date of appointment)

™ / Name

e e/ Frgfs t ard@/ Date of appointment

Ins. No.

o FRT P WIET & forg T

Branch Office Dispensary (Space for photograph)

s N @ den 9 T

Employee's Code No. & address

Jerm

Validity

i dfereed e & wedER/siS #1 Fram Hier wfed wmer weeE & R
Dated

Signature / T.I. of I.P.

Signature of B.M. with seal



Arrow, Ch-34/07/09/5,00,000

SREE]

INSTRUCTIONS

1. wE-1, @ Juor sRE (@) ftem, 1950 @ (e 11 9 12 @ sewia R B s g
Submission of Form-1 is governed by regulations 11 & 12 of ESI (General) Regulations, 1950

2. ‘g A et S s ® PreTRife @l swer #E TReR Rad 3
i - (1) TR (2) e s o e A1 erle a1 To AU G Ao (3) BIE AIAE S A At B
IJuiAT X qui: S & @ S () e 9w w1 w1 R, S 21 I Y g WY FY O ad (9) IS Afared T (4)
@13 AT S R o srerar AR A a1 e § s Rl 2 afte Rt @S a dema ke &
IJursiAT oY qui: S 8. (5) s AR (SR ?g FoOd. e, 1948 ) g 2F @S 11 F 39)
“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 |.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 physical or mental abnormality or injury and is wholy dependant on
the earning of the |.P. so long as the infirmity continues; (v) dependant parents (Please see Section 2 clause 11 of the ESI
Act 1948 for details)

3.  TEEE-UA SEEAT 8 |
Identity Card is Non-Transferable.

4. TEEAE-TA F A B W Rafy F e,/ omer g B aop g ot S |
Loss of Identity Card be reported to Empioyer / Branch Manager immediately.

5. Tl v & o gE 3 A Rufy F s affm, 1048 Y a-84 $ Ted FEAT FRAEr @ o w2
Submission of false information attracts penal action under Section 84 of ESI Act. 1948.

6. 2 Frgfs Y Rafa & weft-+1ifa w17 gom we wid FrgfRs & qw o & ofax dafm wmen wmiem # saea & wega fn s =nfe )
facrer 7t Rafy & P & faeg ao-85 & Ted FAT FRfaE W ST TR 2 |

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.

7. SARd s 9 SEd URAR & e sfeeE wd g wa ) Frefafed fedant o wx wah (1) S faem (2) sreh
. erehar feqemw (3) warl Frhar fBaemw (4) snPrae faemw (5) wfa Raamw (\Rer wHEd & fmw) |
As an Insured person you and your dependent family members are entitled to full medical care from today itself. The
other benefits in cash include (1) Sickness Benefit (2) Temporary Disablement benefit (3) Permanent disablement
Benefit (4) Dependent benefit and (5) maternity (incase of women employees) subject to fulfillment of contributory
conditions.

8. Itk I & o’ Fon Fom & Ss@Ee www.esic.org.in. FT I A1 g FEled A1 &AW FETGT & TS H |

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

e o FEted § GO g
FOR BRANCH OFFICE USE ONLY

1. 7 gEr e @ ara -

Date of allotment of Ins. No.

2. AT I HA @ qrE:

Date of issue of T.I.C. :

3. 3NuE™ F AW €@l
Name / No. of Disp. :

4, a1 3=y Fafhcar sgaear Suomy 27 Al B @ Seae #R:

Whether reciprocal Medical arrangements involved. If yes, please indicate

IMET Yo7 gF & BTG
Signature of Branch Manager

s W A | wrd ® g | 9 9y © 6 o TE A rEE B g

Name

1 g/
Date of Birth/Age as
on date of filling form

Relationship with the
Employee

7 wand - gt/ et
Whether residing with
him/her Say - Yes / No

If ‘No' state place of Residence

el / Town

oY / State
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