HISOT 957 DECLARATION FORM H-1/Form-1
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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.

() dHTH i & e (@ s @ faeor
(A) INSURED PERSON’S PARTICULARS (B) EMPLOYER'S PARTICULARS
1.§MT H@& M/ Insurance No. 9. fet @t g wEn

Employer’s Code No.

2.9 (T 3R H)
. 10.fgfery @ @i fem HET aw
Name in block letters Date of Appointment Day Month Year
3.foar/af @ A
Fathers/Husband's Namgy 11. @S %1 9 3R 9ar/Name & Address of the Employer
4. 5 & fafar for | wémm | o | 5. Fenfew | fanfear
Date of Birth Day|Month|Yea] wiitafy |stfoafea

Marital | faerar

Status | WU | 15 = e Toramor & 2 & o g T o 30
6.5/ Sex 9.H./M.F In case of any previous employment please fill up the details as under.

7. IH 9dl/Present Address 8. T wal/Permanent Address @) &@?’ﬁ e der
(a) Previous Ins. No.

(@) frTs e d@n

(b) Employer’s Code No.
= e T #=
Pin Code (I I . - PinCodeI I I . (m farsted &1 9 gar
TR W/‘s‘-ﬁﬁ qqy EciaE ?@'{/‘s‘-ﬁ?{ qr/ (c) Name & Address of the Employer
e FEE SlEbIe) )
Brach Office Dispensary il UE-H A1/ e-mail address

(@) 79 =1 Rl # e foqam & am & fae s afafrem, 1948 @ g/ 71608, (@) Fram, 1950 & T 56(2) & siaria Tifad & @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.

Am™/Name el Relationship wdr/Address
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I 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.
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Counter signature by the employer Signature /T.I.of IP.
et Afed s&mer
Signature with seal
(@) S e & aftert @1 faaRer
(D) Family Particulars of Insured person
.. T B R A FHIEATT & AT AR F TTH AT T e & @ ST
Sl. No. Name B A/ STH-aRE Relationship with the ® ¥? qamd FT T T
Date of Birth/Age as on Employee Whether residing I No’ state Place of
date of filling form with him/her. Residence
2l/Yes Fi/No | a&r/Town | T&3/State
Fd1. T s gea oo (FrferT 67 a1 & 3 WEN @ aw)
ESI Corporation Temporary Identity Card (Valid for 3 month from the date of appointment)
™/Name
41 g&@/Ins. No. fgferT @t @@/ Date of appointment
Q@ HEE e ®eT & fau @
Branch Office Dispensary (Space for photograph)
ST @ % de 9 g
Employer’'s Code No. & Address
Fer
Validity
i IR AT B SEATER/SA[S &1 e i afed T dHE & S

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



