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ABSTENTION VERIFICATION IN RESPECT OF SICKNESS BENEFIT/
TEMPORARY DISABLEMENT BENEFIT/MATERNITY BENEFIT
Ig—ar=Na  Hratad,
SUB-REGIONAL OFFICE, BARRACKPUR
HHEA 5T a1 A
EMPLOYEES’ STATE INSURANCE CORPORATION

(faf¥a 52%)/(Regulation 52-A)
e,
From :
waYS
The Manager
I Bt

Branch Office,
wHard woa @ s
E.S.l. Corporation,
dar A,

To,

Bt

M/s.
faga /s gard e
favmm A rd A 9y (oruRRafd) &1 G|

Subject : Verification of abstention from work in respect of Sh./Smt./Km.
Ins. No. Department

Hered,
Dear Sir(s)

P FRAMA P I AT qTA FHEAR A
ﬁmimmmmwmﬁam%aﬁvmm&tﬁsmmm
¥ 2 am T8 w2

The above named employee of your factory has submitted a certificate of incapacity
for the period from, to and has
declared that helsho has not worked on any day during the above period.
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He/She has further declared that he/she has not received wages as defined under
section2(22) of ESI Act, 1948 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.

ga a3 o % @ R B Mar s gew wwe W g wr & @ § e AR <@l

| shall be grateful if you conrifm the exact position, in this regard, on the form, ap-
pended within 10 days of the receipt of this form.

wqdd/Yours faithfully,
/ Manager
— 9 $1gferd/Branch Office



UTRY w1 10 B IR s g1 R sy
REPLY TO BE FURNISHED BY THE EMPLOYER
IN RESPECT OF FORM NO. 10

dga afts/dmga aften &1 am
G
Name of the Insured Person/Insured Woman
Insurance No.
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Returned with the remarks that the employee in question has not worked on any day

during the period from to or* that he/she has worked on during the period from to It is
further confirmed that -

gae Afal® 78 gfe @ ot @ 6 -
(®) a= kil s @ aaf & fag gedt w enfoh

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

(@) a@ A % TG I TR aje

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

(m a® @ [Ia ERE Jaete uwR /e

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

(a) a® | dd a9 A ) o1/
(d) He/she was on lay-off with wages for to

() a= Kij a® STl uR on/efl

(e) He/she was no strike frorn to

@) af, dengd @fts/demea afken #1 s svara Sudw saf F e o R+ ¥ frg
g worgd & T @ IR Yo ARG B 2 A weh
2 In case, the IP/IW is paid any wages for any o the days falling during the abovementioned
period subsequently, the same will be notified to you in due course.
) Rl % wery R ¥ qdadt Ra frga afts/fga afden & frg s o/
8 ol
3. The day proceeding the first day of absence was*/was not a holiday for the Insured
Person/Insured Woman.
(515 S FRIER
i Signature
A ert § AW IR ggam
Name in block letter & Designation
P W=l
Code No.
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* Strike out if not applicable



