FHART T i e i ESIC-142

Employees’ State Insurance Corporation
...................... &I T T W Uit 8 o WA W STR/AT I Bl @l et i

Claim for conveyance allowance and/or compensation for loss of wages from an insured person who appeared on
..................................... for loss of wages from an insured person who appeared on .........c.ccoeeevverercveneens

(@) Tamdt srawefar & fefor &g fafwar aRue & awe faferarr stueraa feam &= |

(a) Before a Medical Board/at Hospital/Dispensary/diagnostic centre for assessment of Permanent Disablement.

q1/0r

(@) fafraa 71 () STATA TR STRIBIRT B FHET ovvovvvvirerieieie et sssnes fesiten
B3l

(b) Before a Medical authority under Regulation 71 (i) ON ....ccceeiiiriiiiiiciieneeees Date
b A
«H Name
fUar/afq &1 9 Father's/Husband’s Name
i Ins. No.
AT/ T TR BT AT ST T oo sns s
Name and address of the present/last employer
g B forisieh &RT 9fd To be filled in by the employer
THIOTA fERaT ST B 6 ST oo FITTE ©ovverveerieerieriserisessienssnns Ly
el AR FA 21 IR IR stwerad/fMem e/ fafeamaa 8 sufafa & &wror ar fafeer aftue, fafwar
ST & FHET TURLTT B BT oo T BT v gfafes
N T A Bl B BRN/ES |
Certified that Shri ..o Ins. NO oo is in my employment and on account of his attending the
dispensary/diagnostic centre/Hospital or on account of his appearance before the Medical Board/Medical Authority he will
lose/has lost wages for ........ccccoeeciiieeinennns days @ RS. ....cccocovieviiennns per day on ....ccccooeeeveiniienennes (date)
Dated......cccceeieiiiieeeeeeen. Signature of employer, Name & Code No. of the Factory
T C FHAT G- i & To be filled in by the emplyee
H Ug ERT AT AT & B H AT s TR coovevoererneessnenesnnenes 1) IO B
R TE TUAE TS 2 T (@ ) BT STAHIT A0 I (Aot & el g fopan/<gf
YT HET | Y T T T Bog BT G TTHT ceoevvonieorissesnessessssesssssesssennes frdr. 21 31 iR & fow 9@
R 11 AP L BT |
§ qEIER 0 Bl @0 afgfo/qard 9 " R g |
| hereby declare that | have not been/shall not be at work since...........cccceceeeieennn. AM/PM on the .....cccoeiiiiiennee and that
| have not received and will not receive leave wages fo the day................ from my employer.
The approximate distance between my residence and the examination centre is .........cccccoveirenen. K.M. and the amount
spent on bus transport/rail fare (both ways) would be Rs. ........cc.ccccu.. | claim reimbursement of loss of wages/conveyance

charges accordingly.
dmifera afed & saner Signature of the insured person
feoqoft: amer fam a1 e & & 69 7 IO e i qr e G § Aferw by AU U & i A ARy |

Note : Half day or less than half a day should be counted half day and more than half a day as one day.



gD Uk U dh & Hiad 1egel uiue,/fafhar siftrd arr s 9 qen sy |, 8 Ay 199 91
% UET WA IR SUfId HEHAT ERT Y A9 |

Cols. 1 to 5 to be filled in by the chairman Medical Board. Medical Authority and col. 6 to be filled in by the official of
the ESI corporation who attends the Examination Centre.

1. @ dwifera safea Sufted ar?

Was the insured person present?

2. T NS fEr F it @fe shuanaa ® suftad &9 ar ar?

Was the insured person in your opinion fit to attend the dispensary?

3. T MU foaR & 98 99 AT AR Far o el R AT B ST 9T? ST 99T S99 91 & fag
IRARE & agasar di?
Was he in your opinion unable to travel by bus or other ordinary means of conveyance or did he need an attendant to

accompany him?

4. F S AR § T8 991 g2 Rafq § amn w & g arne

Was he in your opinion unable to travel in a sitting position?

5. T 39 fafchaar qRue grr @t srawear & fafor 2 fafeara/ Hem &= @1 9 wr are

Was he referred to the Hospital/Dispensary/Diagnostic centre with a view for assesing the permanent disablement by
the Medical Board?

6. A G 5. T
Amount admissible R. P-
() coorrerrerreriee e £ 21 SOOI T wfafes
T T rierieerieeniseenieesiee s sasessse s seas fe=T @ ATedl |
(2) WAGES TOr ...oiiiiiiiie it day (s)
@ RS.eeiiiiiieeeee e P per day
(@) w2 onfe & foro =it g=afar |
(b) Amount admissible by way of conveyance allowance
(1) e W SR T GIAT cooeeeeeoeeenannn. £ 7.
(c) Total amount admissible and paid.
.................................. B s (0O STET H) U R |
Received RS ....cooceveiiiiiiiieeeeee, (RS. et in words)
A IURATT § A gl iR MR & BEIER a1 STS I T
(Paid in my presence) Signature or L.T.I./R.T.I. of Insured Person

srezer, Faferean uftue fafehem siferary

Chairman, Medical Board/Medical Authority

gie&ie® Counter-Signed

&l fdsre/eu-fderd were wefie M yaras smar Eatad

Regional Director/Deputy Regional Director/Assistant Regional Director /Branch Office Manager



