
deZpkjh jkT; chek fuxedeZpkjh jkT; chek fuxedeZpkjh jkT; chek fuxedeZpkjh jkT; chek fuxedeZpkjh jkT; chek fuxe
Employees� State Insurance Corporation

chekafdr O;fDr }kjk fnukad ---------------------- dks fuEu LFky ij mifLFkr gksus gsrq lokjh HkÙkk vkSj@;k osru gkfu dh {kfriwfr Z
dh ekaxA
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 ................................

¼d½ LFkk;h vleFkZrk ds fu/kkZj.k gsrq fpfdRlk ifj"kn ds le{k fpfdRlky;@vkS"k/kky;@funku dsUnzA
(a) Before a Medical Board/at Hospital/Dispensary/diagnostic centre for assessment of Permanent Disablement.

;k@Or

¼[k½ fofue; 71 (i) ds varxZr fpfdRlk vf/kdkjh ds le{k ------------------------------------------------------------------------------- fnuakd
dks

(b) Before a Medical authority under Regulation 71 (i) on .......................................... Date

d A

uke Name

firk@ifr dk uke Father's/Husband's Name

chekad Ins. No.

orZeku@fiNys fu;kstd dk uke vkSj irk ------------------------------------------------------------------------------------------------------------
Name and address of the present/last employer

ch B fu;kstd }kjk iwfrZ To be filled in by the employer

izekf.kr fd;k tkrk gS fd Jh -------------------------------------------------------------------------- chekad ------------------------------------- esjs
;gka ukSdjh djrs gSaA vkSj mUgsa vkS"k/kky;@funku dsUnz@fpfdRlky; esa mifLFkfr ds dkj.k ;k fpfdRlk ifj"kn@fpfdRlk
vfèkdkjh ds le{k mifLFkfr ds dkj.k --------------------------------------------------- fnu :i;k ---------------------------------------- izfrfnu
dh nj ls etnwjh dh gkfu gksxh@gqbZA
Certified that Shri ................................. Ins.  No ........................ 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 ............................... days @ Rs. ........................ per day on ................................. (date)

fnukad fu;kstd dk uke gLrk{kj] dkj[kkus dk uke vkSj dwV la[;k
Dated.................................. Signature of employer, Name & Code No. of the Factory

x C deZpkjh }kjk iwfrZ gsrq To be filled in by the emplyee

eSa ,rn~ }kjk ?kksf"kr djrk gwa fd eSa frfFk ----------------------------------------------- eghuk ------------------------------ 20 --------------ls dke
ij ugha x;k@ugha tkÅaxkA eSa bl fnu ¼frfFk--------------------------½ dk vodk'k osru vius fu;kstd ls ugha izkIr fd;k@ugha
izkIr d:axkA esjs ?kj ls ijh{kk dsUnz dh nwjh yxHkx ---------------------------------------------------- fd-eh- gSA nksuksa vksj ds fy, cl
jsy HkkM+k --------------------------------  #--------------------- gksxkA
eSa rnuqlkj osru gkfu dh {kfriwfrZ@lokjh HkÙks dh ekax djrk gwaA
I hereby declare that I have not been/shall not be at work since.............................. AM/PM on the ........................ and that

I 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 .............................. K.M. and the amount

spent on bus transport/rail fare (both ways) would be Rs. ..................... I claim reimbursement of loss of wages/conveyance

charges accordingly.

chekafdr O;fDr ds gLrk{kj Signature of the insured person

fVIi.khfVIi.khfVIi.khfVIi.khfVIi.kh %%%%% vk/ks fnu ;k vk/ks fnu ls de dh x.kuk vk/ks fnu rFkk vk/ks fnu ls vf/kd dh x.kuk ,d fnu dh tkuh pkfg,A
Note : Half day or less than half a day should be counted half day and more than half a day as one day.
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?k D ,d ls ikap rd ds dkye v/;{k ifj"kn@fpfdRlk vf/kdkjh }kjk Hkjs tk;sa rFkk dkye ua- N deZpkjh jkT; chek fu;e
ds ijh{kk LFky ij mifLFkr deZpkjh }kjk Hkjs tk;saA
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- D;k chekafdr O;fDr mifLFkr Fkk\
Was the insured person present?

2- D;k vkids fopkj ls chekafdr O;fDr vkS"k/kky; esa mifLFkr gksus ;ksX; Fkk\
Was the insured person in your opinion fit to attend the dispensary?

3- D;k vkids fopkj ls og cl ;k lk/kkj.k lokjh tSls lk/kuksa }kjk ;k=kk djus v;ksX; Fkk\ vFkok D;k mls lkFk ds fy,
ifjpkjd dh vko';drk Fkh\
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- D;k vkids fopkj ls og cSBh gqbZ fLFkfr esa ;k=kk djus ds v;ksX; Fkk\
Was he in your opinion unable to travel in a sitting position?

5- D;k mls fpfdRlk ifj"kn }kjk LFkk;h vleFkZrk ds fu/kkZj.k gsrq fpfdRlky;@funku dsUnz dk Hkstk x;k Fkk\
Was he referred to the Hospital/Dispensary/Diagnostic centre with a view for assesing the permanent disablement by

the Medical Board?

6- Lohdk;Z /kujkf'k #- iS-
Amount admissible R. P-

¼d½ --------------------------------------- #i;k --------------------------- iSlk izfrfnu

dh nj ls ------------------------------------------------------------------ fnu dh etnwjhA

(a) Wages for ............................................................................ day (s)

@ Rs................................................ P...................................... per day

¼[k½ HkkMs+ vkfn ds fy, Lohdk;Z /kujkf'kA
(b)  Amount admissible by way of conveyance allowance

¼x½ dqy Lohdk;Z /kujkf'k rFkk Hkqxrku -------------------------- #- ------------------- iS-

(c) Total amount admissible and paid.

---------------------------------- #- --------------------------- ¼dsoy 'kCnks esa½ izkIr fd;sA
Received Rs ................................... (Rs. ................................................ in words)

esjh mifLFkfr esa Hkqxrku gqvk chekafdr O;fDr ds gLrk{kj ;k vaxwBs dh fu'kkuh
(Paid in my presence) Signature or L.T.I./R.T.I. of Insured Person

v/;{k] fpfdRlk ifj"kn@fpfdRlk vf/kdkjh
Chairman, Medical Board/Medical Authority

izfrgLrk{kj Counter-Signed

{ks=kh; funsZ'kd@mi&funsZ'kd@lgk;d izknsf'kd funsZ'kd@izcU/kd 'kk[kk dk;kZy;
Regional Director/Deputy Regional Director/Assistant Regional Director /Branch Office Manager


