)
L
EMPLOYEES’ STATE INSURANCE CORPORATION
REG FORM ~ 10
CONFIDENTIAI
ABSTENTION VERIFICATION IN RESPECT OF SICKNESS BENFIT/ TEMPORARY DISABLEMEN'_
BENEFIT/MATERNITY BENEFIT
(Regulation 52 = A)
From:

The Manager
Branch Office,

E.S.l. Corporation,
“Theolhy | uels!

To:
M aks NGLL,/’Q (0/)0(_7('.,

f]l\m%l(quku:/a'
floto 4137200001303

Subject: Verification of abstention from work in respect of Shri/Smt./Kum V.24 l c}bAm F sanci's
Ins.No. 633 £2 92 34 Department ~ucig
Dear Sir(s)

ur factory has submitted a certificate of incapacity for the period from

The above named employee of yo
and has declared that he / she has not worked on any

o) P4 02020 toy s TR e s

day during the above period.

n 2(22) of ESI Act,

He/she has further declared that he/she has not received wages as defined under sectio
od and

1948 for any leave/holiday/weekly off/lay off and strike in respect of any day during the above peri

that he/she was not on strike on any day during the above period.

I shall be grateful if you confirm the exact position, in this regard, on the form appended within 10 days of

the receipt of this form.
Yours faithfully,

(Manéger)
Branch Office

Branch Manager :
B.O., ES.ILC., i
Thoothukudi



2.

*Strike out if not applicable ;

PORATION
EMPLOYEES’ STATE INSURANCE CORF

CONFIDENTIA
10
OF FORM NO.
RNISHED BY THE EMPLOYER IN RESPECT
REPLY TO BE FU

Name of the insure Person/insured Woman__Mx.8. V. Skephen Ffrancis buca

nsurance No._ Lb336R98 35

Retumed with the remarks that the

O p

rked on
01.0% 2021 ¢ bt dode or* that he/she has wo
——2-3202)

during the period from L J

It is further confirmed that —

to

to

to
et S e
—off wi to

et
(e) He / she Was on strike fro

Signature

Name in block letter & Designation

Secretary

Thooihukudi - §28 001, <
Code no. :




o SELF DECL

Employer's Code No,
\

e\l a\ : .
-‘L—‘L(idl'dl‘hmmg hucia

Insured Woman's Nam

Insurance No. (G 3245 ¢ 5 3¢
Wife/Daughter of g%”

R
V., Stephon FranaS ki e

Signature or thumb impression
of the Insured Woman

2

Name & Signaturc of Employer
- Getrataty ‘
St M:ry's College (Autono;wus\
Thoothukudi - 628 oL

Date of Birth

e R iGendcr i

S . Mo, Ruban : I
Second Child \} M :
Third Child [T e

ol: 05 Jodl

e [

Further, | do hereby declare that information
Therefore, my claim for p
payment.

DATE:

T

IPORTANT: "Any person ‘who ma

furnished above is true. Nothing has been concealed.
SYment of Matemily  for (e firei/seteiibiditonn. o may be accepled for

\ !" o 30 ;.
- V- Stefhon Brancs honira
Signature or thumb-impression of
“ the Insured Woman

kes a false statement o
benefit, whether for herself or for

months, or with a fine upto|

r representation for the
some other person commits an o
‘aterm which may extend upto six

Rs.2000/- or with both.

purpose of oblaining

ffense punishable with imprisonment for

L 4

Scanned by CamScanner




P " "He/she has further declared that he/she has not received wages as defined under section 2(22

o)

EMPLOYEES' STATE INSURANCE CORPORATION

BEL VOMRA - 30
COMEDENTIA

ABSTENTION VERIFICATION IN RESPECT OF SICKNESS BENFIT/ TEMPORARY DISABLERERT

BENCFIT/MATERNITY BENEFTT
(Regulation %2 ~ A)

From

The Manager
_Branch Office,

£.5.1. Corporation,

Ao naakadi

M/s__ \

Yoo nut N AL
N0 a0AN230Q 6 1203
L Fyanti s

subject: Verification of abstention from work in respect of Shri/Smt./Kum AIJ_Q:AQJPM ;
L nCAA
ins.No.___ o220 3%  Department

Dear Sir(s)
The above named employee of your factory has submitted a certificate of incapacity for the period from
) IQE._IQQQ.O_ to _e,9 l \Q! oyAe),)  and has declared that he / she has not worked on any

day during the above period.

) of ES! Act,

1948 for any leave/holiday/weekly off/lay off and strike in respect of any day during the above period and

v

that he/shé was noton strike on any day during the above period.

| shall be grateful if you confirm the exact position, in this regard, on the form appended within 10 days of

the receipt of this form.
Yours faithfuily,

’\/\,-\
ger)
Branch Office




\Q&) AL

0. 10 \ |

F FORM N _

RESPECT O : « \

REPLY TO BE FURNISHED BY THE EMPLOYER IN L (L €SO |

§
Name of the Insured Person/Insured Woman M

Insurance No.__ (-~ 33 (- 29 2, 34~

ing the period
orked on any day durne
w

worked on R

3 : not
Returned with the remarks that the employee in question has

from Ot 0K Q021 to RA.10 .'302( or* that he/she has

during the period from

s e
to

Itis further confirmed that —
(3) He / she remained on leave with wages for the periodfrom _________t0___——

{b) He / she remained on holidays with wages from e i

(c) He / she was on weekly off with wages for to

{(d) He / she was on lay — off with wages from to

(e} He / she was on strike from to

: ey ; ntioned period
2. In case, the 1P /IW is paid any wages for any of the days faliing during the above me

subsequently, the same will be notified to you in due course.

; d
3. The day proceeding the first day of absence was*/was not a holiday for the Insured Person/Insure
Signature KR g

Secretary s
Name in block letter & Designai:ion_“'_'vﬁ'.“"?’:?"e“‘:‘“@“‘_'j

Women

Code no.

*Strike out if not applicable




(Yoﬂ“‘f"""w
Employer's Code No, ‘b N
\

Signature or thumb impression
' ) of the Insured Woman
Insured Woman's Name%_ Sacrm C'L{

S L 8 F 5 :
[ e NO'MS 286/ Nar}{e & Signature of EmW{
wife/Daughter- of %ﬁ o Fnd ony L maon g Wary's Callage (Awtononouc)

Thooihuledt - §29 683,
I do hereby declare that ag on date, | have the following surviving child/children.
Nameoftw Sme

Date of Birth I

f""”ap
5. Jore

Signature or thumb-impression of
the Insured Woman

IMPORTANT: Any person who makes a false statement or re
benefit, whether for herself or for some other person commits a

a term which may extend upto six months, or with a fine upto Rs.2000/-

presentation for the burpose of obtaining
n offense punishable with imprisonment for
or with both.




( * j
s‘ﬁ,‘\’,ttf)
FMPLOYEES' STATE INSURANCE CORPORATION

ABBTENTION v ——TRET
' AR ATION CONFIDENTIAL
TEMPORARY DISABLEMENT Bter 1) sy oS BENEIT)

FIT/ MATERNITY BENEFIT
EMPLOYEES' STATE NS ATH
URANC
TR (NSUN GQ'NE CORPORATION

from

The Manager

(e cBranch Office,

.81, Corporation,

To
M's&“%h—maﬁ("
(5 [WAWE 1 (A

subject:- Verlfication of abstention from work In reg Q
puct of Bh.l!mt.le._&_ﬂ_ﬂm /
. No. LAOEALA SR Dapriman st

Dear Sir(s)

The above named employse of your factory has submitted a certificate of Incapacity for the period

from __ﬂ‘ﬁ_!_b_m_&_ to Ty Dok .Q.  and has declared that hel she has nat worked

on any day during the above period

He/ she hae further declared that he/ she has not received wages as defined under section
2(22) of ESI Act, 1048 for any leave/holiday/ weekly off/ lay off and strike in respect of any day during the
above period and that he/she was not on strike on any day during the above period.
| shall be grateful if you confirm the exact position, In this regard, on the form, appended within
10 days of the receipt of this form,

Yours faithfully,

N
Y

) ‘_‘,.‘( ol
(Manager)
fa yBranch Office

BRANCH OFFICE
EMPLOYEE'S STATE INSURANCE CORPORATION
164-N, NORTH BEACH ROAD,
TUTICORIN - 628 001.




— &

EMPLOYEES' STATE INSURANCE CORPORISHON
B A . CONFIDFNTW

REPLY TO BE FURNISHED BY THE EMPLOYER
IN RESPECT OF FORM NO.10

S . Namorammena )

Name of the Insured Person/Insured Woman

Insurance NQE,(\, 53“ 32)8 Ly

R(_Iurncd with the remarks that the employee in question has not worked an any day du“'\g the

poiod 1on>213 0o A0 0TV Blle or it hehe has wogey

during the period from to
ILis further confirmed that -
(a) He/ she remained on leave with wages for the period from to

T ——
(b) He/ she remained on holidays with wages from 1o
TR e S

(c) He/ she was on weekly off with wages for —

{d) He/ she was on lay-off with wages from to
e G
el

\

2. In case, the IP/IW is mid any wages for any of the

(e) He/ she was on strike from to

days falling during the aboye.

mentioned period subsequently, the same will be notified to you in due course,

3. The day proceeding the first day of absen 3
Ce was*/ was npt g holida
Yy for the Insureg

Person/Insured Woman.

Signature
Name in block fetter & Designation Secrelery |

~ SUWEYT Cotlega tAutonemens)
Code Na, Thoothukugdl - §28 084,

* Strike out jf nat applicable




v, e
Subject:- Verification of abstention
Ins. No mawm& in res

Dear Sir(s)

from 2% v G to

.10 days of the recéipt of this form.

J;/\;\'\e Ig o 0%

Pug



£s' STATE INSURANCE CORPORAT|g

- - c 0NF|\DE
\\

|y 7O BE FURNISHED BY THE EMPLOYER NI
REPLY 1 oEepPECT OF FORM NO,10
red Woman S \/]’& (e

e of the Insured person/inst 2y ,0
Nam )
Insurance NO /

marks that the employee in question has not workeq on any 4
Y dy

with the re '
Retumed g o

: 0[% t 2{’2%0/% or* that hey
period rmmﬁ"zf"o‘éﬁ'& i ; to Aealings Workegq o
/ b -

during the period from

Itis further confirmed that -
He/ she remained on leave with wages for the period from L

(a

(b) He/ she remained on holidays with wages from iy Py v o
\.

(c) - Hel she was on weekly off with wages for —— ey R

d) - Hel she was on lay-off with wages from T to\\

€) He/ she was on strike from to\\

2. In case. the IP/IW is mid any wages for any of the days falling qyrj
ring th

© 3
mentioned period subsequently, the same will be notified to you in dye e bove.
3. The day proceeding the first day of absence was*/ was not a holdeyiis
the Ingy,
red

Perscn/Insured Woman.

Signature %"(

Name in block letter & Designatlon__% © (Autonomow) |

Code No. 3

* Strike out if not applicable




(MPLOYEES' STATE INSURAMSE CORPORATION
Ay PN S
“mv 1
yn VERIICATION I RESPECT OF SIckdnEss !lﬁ PERPGRAR ¢ 5P pnemt
. ‘ st BCCHTIAMATLAMTY B S
(Regubation 57 « &) " g
,J‘:‘"«W w m’
\"“’("‘" - A
. ‘a\\ji"u‘“t
[

erfication of abstention from work in respect of Shri/Smt./kum £ - NITYOLOIC.
|

girs)
pee’
Wenamed employee of your factory has submitted a certificate of incapacity for the period from

to__45\) Dok & and has declared that he / she has not worked on any

riod.
4ay Quring the above €

elshe has further declared that he/she has not received wages as defined under section 2(22) of ESI Act,
1048 for anY leave/holiday/weekly off/lay off and strike in respect of any day during the above period and
shat he/she was not on strike on any day during the above period.

;
1 hall be grateful if you confirm the exact position, in this regard, on the form appended within 10 days of

the receipt of this form.




4 TI
W) EMPLOYEES' STATE INSURANCE CORPORATION

OF FORM NO. 10
REPLY TO BE FURNISHED BY THE EMPLOYER IN RESPECT

Mes. B Nilo fox

CONFIDENTIAL

: Name of the Insured Person/insured Woman

Insurance No. (Dé 33627 2 00

) day durin
Retumed with the remarks that the employee in question has not worked on any day i Periog

from 2L 0% 20(9t0- [=cfl Jals or* that he/she has worked on

during the period from to

Itis further confirmed that —

(2) He / she remained on leave with wages for the period from
(b) He / she remained on holidays with wages from
(c) He / she was on weekly off with wages for
(d) He / she was on lay — off with wages from to

(e) He / she was on strike from to -

to

2. In case, the IP /IW is paid any wages for any of the days falling during the above mentioned perjoy

subsequently, the same will be notified to you in due course.

3. The day proceeding the first day of absence was*/was not a holiday for the Insured Personllnw

Women

£

Signature ‘%w

Secreiery

Name in block letter & Designation St ™2's Cetiege (Autonomous)
T Tesothuirs 526801 —

Code no.

*Strike out if not applicable




P

SELF pect ARATION OF IW FOR SURVIVING CHILDREN FOR MATERNITY BENEFT ClAMA

EMPLOYEES STATE INSURANCE CORPORATION

Employer's Code No, Signature or thuib impression
il

of the Insured Woman
Insured Woman's Name A_MI_LQB—_‘:Q

A,Qy—v-v(
<
Insurance No.é_é_s_s_@l_&oo Name & Signature of Employer

ary
Wife/Dzughter of <ERILAS 5t Mary's Cellege (Autonomous)
Theothukudi - 628 001

I do hereby declare that as on date, | have the following surviving child/children.

' SLNo. | Name of [w ' Gender Date of Birth

i i A
| Ficst Child __!lbmhg OLANUMe | MAlE 24, 0= 30193
| i / ;

‘ =

{ Second Chiid

{ Third Child i
{Fourth Child | ! 3

i

Further, | do hereby declare that information furnished above is true., Nothing has been concealed.
Therefore, my clzim for payment of Maternity for the first/second/thirdfforth—child may be accepled for

payment.
Signature or muilu‘j'mpression of

the Insured Woman

DATE:

IMPORTANT: Any person who makes 2 false statement or representation for the purpose of obtaining
benefit, whether for herself or for some other PErson commits an offense punishable with impriscnment for
a term which may extend upto six months, or with a fine upto Rs.2000/- or with both.




T ——— & | ¥

)
EMPLOYEES’ STATE INSURANCE CORPORALZ===
CONFIDENTlAL

0.10
REPLY TO BE FURNISHED BY THE EMPLOYER IN RESPECT OF FORM N

Mrs. A. Nilofor

Name of the Insured Person/Insured Woman

Insurance Noi 663_3_52@_0__

: the p'
Returned with the remarks that the employee in question has not worked on any day during

from —211_.0_(1__20_@ _2_3_Q3_2Q2_00r' that he/she has worked on _———

to

during the period from

It is further confirmed that —

(a) He / she remained on leave with wages for the period from to

to

(b) He / she remained on holidays with wages from
to

(c) He / she was on weekly off with wages for
to

(d) He / she was on lay - off with wages from
to

(e) He / she was on strike from

2. In case, the IP /IW is paid any wages for any of the days falling during the above mentioned p¢

subsequently, the same will be notified to you in due course.

3. The day proceeding the first day of absence was*/was not a holiday for the Insured Person/ins

Signature S 2 o e

Secretary

Name in block letter & Design"'ét!%vs College (Autonomous)
QomUKUGI-628 00—

- Code no.

*Strike out if not applicable



=)

NCE CORPORATION

EMPLOYEES’ STATE INSURA
REG FORM ~ 10

CONFIDENTA(

ABSTENTION VERIFICATION IN RESPECT OF SICKNESS BENF(T/ TEMPORARY DISABLEMENT
BENEFIT/MATERNITY BENEFIT
(Regulation 52 — A)

From:
The Manager

T Branch Office,

E.S.1. Corporation,
wf

To:

ot S-St Mavy's 0.
OB

Subject: Verification of abstention from work in respect of Shri/Smt./Kum AN

Ins.
ns.No._ £ 2242792 pp Department

Dear Sir(s)

OQ‘L’K

The zbove named employee of your factory has submitted a certificate of incapacity for the period f

24 :09.2013 to_ 23.03. 2020  and has declared that he / she has not worked on

day during the above period.

He/she has further declared that he/she has not received wages as defined under section 2(22) O%

13948 for any leave/holiday/weekly off/lay off and strike in respect of any day during the above period

that he/she was not on strike on any day during the above period.

I shall be grateful if you confirm the exact position, in this regard, on the form appended within 10 day

the receipt of this form.
Yours faithfully,

¢ T
: (Manager)

Branch Off

Branch Manager
B.O., ESLC,

Thoothukudi

RS S——



E '
=MPLOYEES STATE INSURANCE CORPORATION

REPLY 1 p
Name of © BEFURNISHED BY THE EMPLOYER IN RESPECT OF FORM
"0 "l(l

'“"Ul'(‘d P

erson/Insured Woman_*_;\_)_,“b_ _b‘lvlillll’-‘#»/ £ / 151

.l)\d,a“cp N
°_ 6633 81
SOONUROT

[
wturn {
ed with the remarks that th
ee

tom 1} mployee in question has not worked on any

-

-".U’u' :
'8 the period from i
— to e ——————

It IS further confi

2) He

rmed that —

P o .
‘21 He / she was on strike from to

COMEIDEMTIA

NO. 10

dl' 1L

day during the period

- - to _f dals or* that he/she has worked on ___—————

e/ She re v
‘ m .
3ined on leave with wages for the periodfrom 10—

_; He / S"] at i
1€ remained on holidays with wages from 47
i€) Ha / o
/ she was on weekly off with wages for B e i
-
) He / she we i
/ she was on lay - off with wages from 0 s ot e s

4. in case, the IP /IW is paid any wages for any of the days falling during th

subsequently, the same wil! be notified to vou in due course.

3. The day proceeding the first day of absence was*/was not a holiday for the Ins

Wornen

e above mentioned period

ured Person/lInsured

~

3hL—

Code no.

Signature
Secretary
Name in block letter & Designatioﬁ%m——m""""

*Strike out if not applicable

T
e,
e
’
o
L~

e g

ey
N

R L Ty



a;)
s !MQLQHQ'JHAHJMMM‘W REG FORM = 10

CONFIDE NTIAI

pMPORARY H!WL&M‘M
ABSTENTION VERIF M.'M_lMB.L&!’,LQLQL&K!&!!&&&M»%I[ TE!
BENEF!
(Regulation 52 ~ A
Erom
e Manager
Branch omm.
£ S.1. Corporation,
Thoothulud
Yo:

: I dhaigho
Subject: Verification of abstention from work in respect of Shri/Smt./Kum M. Moy

Ins.No.__ 6622 A ASo 3 Department,

Dear Sir(s)
from
The sbove named employee of your factory has submitted a certificate of incapacity for the period

ALOS . 2024 to_ Ti\)l dale and has declared that he / she has not worked on any

day during the above period. o

A TR
‘Section 2@ of ES! Act,
: he ab tt eriod and
R

He/she has further declared that he/she has not received wages as defined unde:
1948 for any leave/hohday/weekly off/lay off and strike in respect of any day durir

ETa3e®
‘hot on strike on any day during the above period.
IOGETE Thusuniged!

I shall be grateful if you confirm the exact position, in this regard, on the form appended within 10 days of

the receipt of this form.

Yours faithfully,




WLy DECLARATION OF IW FOR SURVIVING CHILOWEN POR MATEIRET Y BEMEEes ¢4 s

EMPLOYEID 5T ATE (MSURANCE CORPOIATION

i Mpioy

Morygl  CAwaks
'8 Code No, bbooo H13 100001 %3 smn,:l:nn cmnm BRI

M Ml [ :' | of the Insurod Worman
Misured W un,,".‘_ Nan‘"

-

Msurance No. 6623 38 UG 507 Name & slim)uqrc of Roployes
I Sengiar f L+ Ham) 1o ‘me“"

do helcby declare that as on date, | have the following surviving child/children.

. s

Name of jw ’Gendcr Pate of Birth
!

09. /0. 2017
!I a8. 20323, . .

v ann—cn e

i : e Pyereepy ¢ W | RS
Further, 1 do her, €0y declare that informalion furnishad above is lrue. Motiing has becn conceal

Theiefore. my claim for Rayment of Maternily for the firssecondhird/forh—ciiild may he acceptee for
sSayment,

DATE: 29.08 - 200

3 Signalure or t(lumMb-impreszion of
H the Insured Womzn
& :

IMPORTANT; ARy pDersen who makes a false Statement cr representation for the DUIPOSEC OF nhiainia:
denail, whether for herself or for some other person commits an offense punishable with imprisanrent io-
& larm winch inay extend upte six months, or with a fine upto Rs.2000/- or with both. 5




\%

EMPLOYEES STATE INSURANCE CORPORATION

BEG FORSA - 30
CLMPEA MY ot

ABSTENTION VERIFICATION I ALSPECT OF SICKHESS BENELT/ TEMPORAR DISABLEIARELT

BENEEIT/MAT CANITY BENEELT
(Regulation 52 = A)

From,
y M“"Ogor

B~ Branch Office,

<3
.'.‘_C"’Doratlon,

;‘Mk_[&@&ﬂx/
—bb 000 L4137 0oincn

\

M Mosul Clousie

Subi R ¥
Ubject: verification of abstention from work in respect of Shri/Smt./Kufm

N, éégg%”"* 5071 pepartment

Dear Sir(s)

; . i the period from
The above named employee of your factory has submitted 2 certificate of incapacity for .
orked on
11.08.2022 ; 0B.02.2023  and has declared that he / she has not v

day during the above period.

- ion 2(22) of ESI Act,
* He/she has further declared that he/she has not received wages 2s defined under section (22)

: i bove period and
1948 for any leave/holiday/weekly off/lay off and strike in respect of any day during the 2 P

that he/she was not on strike on any day during the above period.

: ithin 10 days of
I shall be grateful if you confirm the exact position, in this regard, on the form appended within i

the receipt of this form. -

Yours fai },/
A

(Manager)
Branch Office
Branch Manaser
BO,ESIC,
Thoothulsds




-
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N

TION
EM.?LQ.YLES',,SI&I_E ,JH.SMBAMQSQB‘?'QBA’L CONFIDENTIAL

10
M NO.

1 OF FOR
NEPLY'TO BE FURNISHED By THE EMPLOYER IN RESPEC

) L‘f:ulfﬁa |
InSured Person/insured Woman_ M Maxy ' -

‘Nsurance No 263321 1 1 D]

N.?!‘%g‘ Of the

g the period

worked
from __}) 04 2022 0 _08.05 Ip93 or* that he/she has

Y ‘/
during the period from to

>
Itis further confirmed that —

. to—— :
(@) He / she remained on leave with wages for the periodfrom ______

. . . —_——_/
(b) He / she rémained on holidays with wages from i

(c) He / she was on weekly off with wages for =

{d) He / she was on lay - off with wages from to

sriod

(€) He / she was on strike from to

. iod
: ; ove mentioned perio
2. In case, the IP /Iw js Paid any wages for any of the days falling during the ab

sured
subsequently, the same will be notified to you in due course.

; d Person/Insured
3. The day Proceeding the first day of absence was*/was not a. holiday for the Insure

&

Women

4 mous}
Signature Sl o e
Secretary
i iont- 's College (Autonomoys S
Name in block letter & Designationt Marg s uou ? i ( . )

Code no.

*Strike out if not applicable




