Onboarding Application

Personal details

First Name (As per Aadhar Only):

Date Of Birth:

Middle Name (As per Aadhar
Only):

Gender:

Last Name:

Personal Mobile
Number:

Blood Group:

Nationality:

Marital Status:

Family Details

Father's Name (As per Aadhar
Only):

Mother's Name

Emergency Contact Person
Name:

Emergency Contact
Person Mobile No.:

Emergency Contact Relation:

Address
P
Current Flat/House/Wing F;T:gj:et/wm
Number: Number: &
Permanent

Current Street/Locality/Area:

Street/Locality/Area:

Current Landmark:

Permanent Landmark:

Current Pincode:

Permanent Pincode:

Current Country:

Permanent Country:

Current State:

Permanent State:

Current City: Permanent City:
Compliance Section
Are you a currently
Bank Name: member of PF Pension

Scheme?:

Beneficiary Name:

Universal Account
Number(UAN) (Please
generate UAN no. in
case not available):

Bank A/C:

ESIC/IP Number (Insured
Persons Number):

IFSC code:

Nomination Name

Nomination
(Percentage)

Mandatory Documents

Cancelled Cheque (Bank Details)

Passport Size Photo

Aadhar card No.:

Pan Card No.:

Documents Checklist

Aadhar Card

PAN




10th

Cancelled Cheque Marksheet/Certificate

Please affix your passport sized
photo

Signature

Date:
Place:

For Office Use

Employee Code Location




New Form No.-11 - Declaration Form
(To be retained by the employer for future reference)

EMPLOYEES’ PROVIIYENT FUND ORGANISATION
Employees’ Provident Funds. Scheme, 1952 (Paragraph 34 & 57) &
Employees’ Pension Scheme, 1995 (Paragraph 24)
(Declaration by a person taking up employment in any establishment on which EPF Scheme, 1952 and /or EPS, 1995 is applicable)

Name of the member

Father'sName [_] Spouse'sName [ ]
(Please tick whichever is applicable)

Date of Birth: (DD /MM/YYYY)

Gender: (Male/Female/Transgender)

Marital Status: (Married/Unmarried/Widow/Widower/Divorcez)

o |lnln|w

(a) Email ID:
(b) Mobile Nc.:

Whether earlier 3 member of Employees’ Provident Fund Scheme,
1952

Yes / No

Whether earlier a member of Employees’ Pension Scheme, 1995

Yes /No

Previous employment details: [if Yes to 7 AND/OR 8 above]
a) Universal Account Number:

b) Previous PF Account Number:

c) Date of exit from previous employment: (DD/MM/YYYY)

d) Scheme Certificate No. (if issued)

e) Pension Payment Order (PPO) No. (if issued)

10

a) International Worker:

Yes/No

b) 1f yes, state country of origin (India/Name of other country)

¢) Passport No.

d) Validity of passport [(DD/MM/YYYY) to (DD/MM/YYYY)]

11

KYC Details: (attach self attested copies of following KYCs)

a) Bank Account No. & IFS Code

b) AADHAR Nurnber

c) Permanent Account Number (PAN), if available

UNDERTAKING

1) Certified that the particulars are true to the best of my knowledge.

2) I authorize EPFO to use my Aadhar for verification/authentication/eKYC purpose for service delivery.
3) Kindly transfer the funds and service details, if applicable, frormn the previous PF account as declared above to the present P.F. Account.
(The transfer would be possible only if the identified KYC detail approved by previous employer has been verified by present employer

using his Digital Signature Certificate)

4) 1In case of changes in above details, the same will be intimater to employer at the earliest.

Date:
Place:

Signature of Member

DECLARATION BY PRESENT EMPLOYER

A. The member Mr./MS./MIS. i has joined on

....................... and has been allotted PF Number

B. In case the person was earlier not a member of EPF Scheme, 1952 and EPS, 1995:

. (Post allotment of UAN) The UAN allotted for the member is

. Please Tick the Appropriate Option:

The KYC details of the above member in the JAN database

l Have not been uploaded
o Have beer uploaded but not approved
[ Have been uploaded and approved with DSC

C. In case the person was earlier 3 member of EPF Scheme, 1952 and EPS, 1995:
. The anove PF Account number/UAN of the member as mentioned in (A) above has been tagged with his/her UAN/Previous

Memtber ID as declared by member.
. Please Tick the Appropriate Option:-

[l

transfer request has been generated on portal.

The KYC details of the above member in the UAN database have been approved with Digital Signature Certificate and

C As the DSC of establishment are not registered with EPFQ, the member has been informed to file physical claim (Form-

13) for transfer of funds from his previous establishment.

Date:

Signature of Employer with Seal of Establishment



www.hrsolution.co.in

FORM 2 (REVISED)
Nomination and Declaration form for Unexempted/Exempted Establishments

Declaration and Nomination Form under the Employees’ Provident Funds and Employees’ Pension Scheme
(Paragraphs 33 & 61(1) of the Employees Provident Fund Scheme, 1952 and Paragraph 18 of the Employees’ Pension
Scheme, 1995)

1. Name (in BlockLetters)

2. Father’s/ Husband’s Name:

3. Date of Birth

4. Sex

5. Marital Status

6. Account No.

7. Address: Permanent:

Temporary:

8. Date of Joining

PART- A (EPF)
I hereby nominate the person(s)/ cancel the nomination made by me previously and nominate the person(s) mentioned
below to receive the amount standing to my credit in the Employees’ Provident Fund, in the event of my death.

Name of Address Nominee’s Date of Total amount of If the nominee is a
nominee/no relationship Birth share of minor, name &
minees with the accumulation in relationship & address
member Provident Fund to of the guardian who
be paid to each may receive the
nominee amount during the
minority of nominee
1 2 3 4 5 6

1. *Certified that I have no Family as defined in para 2(g) of the Employees’ Provident Fund Scheme, 1952 and should I
acquire a family hereafter the above nomination should be deemed as cancelled.
2. *Certified that my father/mother is /are dependent upon me.

* Strike out whichever is not applicable.

subscriber

Signature or thumb impression of the




PART B (EPS) (Para 18)
I hereby furnish below particular of the members of my family who would be eligible to receive widow/ children pension in
the event of my death.

S No. Name and Address of the family member Date of Relationship with member
Birth

Name Address

1 2 3 4 5

**Certified that I have no family as defined in para 2(vii) of Employees’ Pension Scheme, 1995 and should I acquire a
family hereafter I shall furnish particulars thereon in the above form.

I hereby nominate the following person for receiving the monthly widow pension (admissible under para 162(a)(i) and
(i1) in the event of my death without leaving any eligible family member for receiving pension.

Name and Address of the Nominee Date of Relationship with member
Birth
1 2 3
Date:oooiiiiiiiiiiia, Signature or thumb impression of the subscriber

**Strike out whichever is not applicable

CERTIFICATE BY EMPLOYER
Certified that the above declaration and nomination has been signed/thumb impressed before me by Shri/Smt./Kum.

............................................................ employed in my establishment after he/she has read the entries/entries
been read over to him/her by me and got confirmed by him/her

Signature of the employer or other Authorized Officers of
the Establishment

Destination .......coooviiiiiiiii e




FORM 'F'
[See sub-rule (1) of rule 6]

Nomination

[Give here name or description of the establishment with full address]

[. Shri/Shrimati/Kumari ....ccveeereninnnnes whose particulars are given in the statement below,
[Name in full here]
hereby nominate the person(s) mentioned below to receive the gratuity payable after my death as
also the gratuity standing to my credit in the event of my death before that amount has become
payable, or having become payable has not been paid and direct that the said amount of gratuity
shall be paid in proportion indicated against the name(s) of the nominee(s).

2. | hereby certify that the person(s) mentioned is a/are member(s) of my family within the
meaning of clause (h) of section (2) of the Payment of Gratuity Act, 1972.

3. | hereby declare that | have no family within the meaning of clause (h) of section (2) of the
said Act.

4.
(a) My father/mother/parents is/are not dependent on me.

(b) my husband's father/mother/parents is/are not dependent on my husband.

5. | have excluded my husband from my family by a notice dated the to the Controlling
Authority in terms of the proviso to clause (h) of section 2 of the said Act.

6. Nomination made herein invalidates my previous nomination.

Nominee(s)
Name in full with full Relationship with the Age of nominee Proportion by which
address of nominee(s) employee the gratuity will be
shared
1.
2.
3.
SO on.
Statement
Name of employee in full.
Sex.
Religion.

Whether unmarried/married/widow/widower.
Department/Branch/Section where employed.
Post held with Ticket or Serial No., if any.
Date of appointment.

Permanent address.

ONo AN~




District cveueeienrnrunnsas ST 1: | (-
Place Signature/Thumb impression
Date of the employee

Declaration by witnesses
Nomination signed/thumb impressed before me.

Name in full and full Signature of witnesses.
address of witnesses.

1. 1.
2. 2.
Place

Date

Certificate by the employer

Certified that the particulars of the above nomination have been verified and recorded in this
establishment.

Employer's Reference No., if any.

Signature of the employer/
officer authorised

Designation

Date Name and address of the
establishment or rubber stamp
thereof.

Acknowledgement by the employee

Received the duplicate copy of nomination in Form 'F' filed by me and duly certified by the
employer.

Date Signature of the employee



TYOM 9 DECLARATION FORM ®H-1/Form-1

HIOTT 97 HHART ERT 1T ST | BT % A1 GEEhTs SMhR & &l BIE O @ i 9ife’ | B 971 9 9
dic g W & T fearamt @ WA ug o A | a8 we g

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.

() dHRd Al & R @ e & e
(A) INSURED PERSON’S PARTICULARS (B) EMPLOYER’S PARTICULARS
1. 9T H®&Insurance No. 9. FoTeh @1 e g
( T f:}) Employer’'s Code No.
2.9 (WET 3
. 10. Frgf @ arire fe HEAT ad
Name in block letters Date of Appointment Day Month Year
3. T/t &1 9
Father's/Husband’s Name 11. f4a=te &7 A 3T Td/Name & Address of the Employer
4.5 =t fafer fa | W | o | 5. dates | feanfeas
Date of Birth Day|Month|Yea] wiRafq |stfoenied
Marital | faem@r
Status | M/U/W 12. 97 T8 (A 8 W & d $udl MHIRgd AR &g
6.fT/Sex 9.H./M.F In case of any previous employment please fill up the details as under.

7. a9 IaT/Present Address 8. =7 g/ Permanent Address | | (%) el e e
(a) Previous Ins. No.

(@) It %g d@r

—— F— (b) Employer's Code No.

Pin Code (I I - Pin Code (I I . () et &1 A T gar
AR Te/2-0 Tl B T2 w1 (c) Name & Address of the Employer
T HrETE Elebicp )

Brach Office Dispensary IR T /2-A 9dl/e-mail address

(@) 9g ® Rafa & T Raam™ & oM & fau &0 sferfrm, 1948 & g/ 71/@ 0. (H09) =W, 1950 % M 56(2) & Sfaa Tifid & @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.

H/Name ATeri/Relationship qdi/Address

¥ UAEERT =IO HAHE § O B ER YEd U T e #8 I o) faga & oEn 98 ¥ # o ufar & qeet #§ g uRae s geen
15 i & X UEq &Y &1 g9 o I gant gl

| 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.

s & gfdeser TR AT & BEIER/SFET
Counter signature by the employer Signature /T.l.of IP.
et afed smer
Signature with seal
(=) S Ao & Rer! b faaRor
(D) Family Particulars of Insured person
%.9. Bt B R & A FHAT & | AR FT I T E i F& aqr S|
SI. No. Name B G/ TH-q0G Relationship with the ®© ¥? 7 HT T AT
Date of Birth/Age as on Employee Whether residing If No’ state Place of
date of filling form with him/her. Residence
g/ Yes TEi/No | w=vTown | I=a/State
F.47. e el veae o= (Frafer =7 ag & 3 wEW a %)
ESI Corporation Temporary Identity Card (Valid for 3 month from the date of appointment)
d™/Name
mr H&/Ins. No. frgfeR @ ardr@/Date of appointment
QT R SArweTerRr ®IET & o T
Branch Office Dispensary (Space for photograph)
IS &0 e 9 9 qar
Employer's Code No. & Address
Validity
g TR A & SEITER/SS 1 M9 et e AT yEEE & SEIER

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



AT

INSTRUCTIONS
HH-1 T 9O FAAT (Fremon) fafvam, 1950 & fafaw 11 7 12 % siavia fafvafa fear s &)

Submission of Form-I is governed by regulation 11 & 12 of ESI (General) Regulations, 1950

“er” § et drarpa afrd & frfafaa @t srerar #iE Aer s &:-

sar:- (1) faenfedt (2) drmed @fe T ST HIE @ a1 % ATk AT 1A, (3) FE aTaw Sl S AR
% JUNHI TR I T & 9T S () frem o Y W@ §, 99 21 gt i g T @R o e (@) FiE sAtanted
(4) BrE arerep 1 foReft QAR Sterar WHfEe STIEMIAr A1 91 & HRoT Qe & qor AT w7 S @t
& SUTSHl WX Qo A B, (5) anfya wrar-fuar, (R 2q #.a.d. sfafaw, 1948 1 awr 2 & @ 11 & ) |

“Family” means all or any of the following relatives of an Insured Person namely:-

(i) a spouse (ii) a minor legitimate or adopted child dependant upon the I.P.; (iii) a child who is wholly dependant on the
earnings of the I.P. and who is (a) receiving education, till he or she attains the age of 21 years (b) an unmarried daughter;
(iv) a child who is infirm by reason of any physcial or mental abnormality or injury and is wholly dependant on the earnings
of the I.P. so long as the infirmity continues; (v) dependant parents (Please see Section 2 clause 11 of the ESI Act 1948 for
details.

TEAE-I STEEToig 2 |

Identity Card is Non-Transferable.

AT & A e &l Rafd # e/ e gdeed R ek grad 6t S |

Loss of Identity Card be reported to Employer/Branch Manager immediately.

ot geR @ Taq ga o @ Rafa § wadr. afafrem, 1948 1 aR-84 & ded BT BEAE! BN ST bl © |

Submission of false information attracts penal action Under Section 84 of ESI Act. 1948.

7 g @1 Rafa 9 war-wifa W gom a8 ® FEfa & 50 i & fiay dafoa amer eatag § srEed & g&qq fmar
T Aifen | fae @ Rafa § faee & foes a/-85 % Ted BT HEATE! ST Fhdl ¢ |

This form duly filled in must reach the concerned Branch Office within 10 days of appointment of an Employee. Delay
attracts penal action under Section 85 of the Act, against employer.

FTHa AT BF & AT AT 3 URAR & Ao fafheam feqemy ureq @ @ | o Fohe feqary &, (1) dmrd
feqard (2) AT ST feqard (3) TR STt ey (4) STtHae faard (5) T fEaqary (afear sHar & fa) |
As an insured person you and your dependant family membes are entitled to full medical care. The other benefits in cash
include (1) Sickness Benefit (2) Temporary Disablement benefit (3) Permanent disablement Benefit (4) Dependants benefit
and (5) Maternity Benefit (in case of woman employees) subject of fulfillment of contributory cnditions.

AT THENT & [ Fuar T & JadEe o @ A1 M@l SR a1 &= HEed F 996 3 |

For more details please contact website of ESIC at www. esic.org. in. or contact Regional Office or Branch Office.

Haq ET HEATAT A TI1T 8g

For Branch Office Use only

1. T FEAT A w AN

Date of allotment of Ins. No. :

2. STl YA U AR R @l R

Date of Issue of T.I.C. :

3. YT T ATH/FE

Name /No. of Dispensary :

4. T A FIfehean e Suae B2 afe &, O Swid

Whether reciprocal Medical arrangements involved. if yes, please indicate :

QT Y- & TEITER
Signature of Branch Manager

F.4.
Sl. No.

Name

HH W H A
N A/ TH-ALE
Date of Birth/Age as on
date of filling form

FHAT & AT AR
Relationship with the
Employee

FT I AT @
@ 27 g
Whether residing
with him/her.

gfg <&, ar smarg
BT T T
If' No, state Place of
Residence

Bi/Yes Ei/No

HEl/Town | T9/State




