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EMPLOYEES’ STATE I NSURANCE CORPORATI ON 
 
                                              REG. FORM-  1 0  

CONFI DENTI AL 
 

ABSTENTI ON VERI FI CATI ON I N RESPECT OF SI CKNESS BENEFI T/  

TEMPORARY DI SABLEMENT BENEFI T /  MATERNI TY BENEFI T 
( Regulat ion 5 2 - A)  

 
 

From :  

The Manager 

__________________ Branch Office, 

E.S.I .  Corporat ion, 

__________________  

 

 

To :  

 

M/ s _____________________________  

________________________________  

________________________________  

 

Subject : Verificat ion of abstent ion from  w ork in respect  of Shr i/ Sm t ./ Kum  _ _ _ _ _ _ _ _ _ _ _ _ _  

               I ns.No. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Departm ent  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

Dear Sir ( s) 

 

 The above nam ed em ployee of your factory has subm it ted a cert if ica te of incapacit y  for  the 

per iod from  ______________________ to _______________________ and has declared that  he/  she 

has not  worked on any day dur ing the above per iod. 

 

 He/  she has further declared that  he/  she has not  received wages as defined under sect ion 

2(22)  of ESI  Act ,  1948 for  any leave/ holiday/ weekly off/  lay off and st r ike in respect  of any day dur ing 

the above per iod and that  he/ she was not  on st r ike on any day dur ing the above per iod. 

 

 I  shall be grateful if you confirm  the exact  posit ion, in this regard, on the form , appended 

within 10 days of the receipt  of this form . 

 

                                       Yours faithfully,  

 

 

               (Manager)  

_______________ Branch Office  
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EMPLOYEES’ STATE I NSURANCE CORPORATI ON 
                                      

CONFI DENTI AL 

 
REPLY TO BE FURNI SHED BY THE EMPLOYER 

I N  RESPECT OF FORM NO. 1 0  

 
 

Nam e of the I nsured Person/  I nsured Wom an _____________________________________________  

I nsurance No. _________________________ 

 

 Returned with the rem arks that  the em ployee in quest ion has not  worked on any day dur ing 

the per iod from  __________________ to _____________________ or*  that  he/ she has worked on  

__________________ __ dur ing the per iod from  __________________ to ____________________  

 

 I t  is fur ther confirm ed that  –  

( a) He /  she rem ained on leave with wages for  the per iod from  ______________ to ___________ 

(b) He/  she rem ained 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 st r ike from  ____________________________ to _________ _____________  

 

2. I n case, the I P/ I W is paid any wages for  any of the days falling dur ing the above m ent ioned 

per iod subsequent ly,  the sam e will be not if ied to you in due course. 

 

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

Person/ I nsured Wom en. 

 

 

Date: _ _ _ _ _ _ _ _ _ _ _ _    Signa ture _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _  

    Nam e in block let ter  &  Designat ion _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

       Code No. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _  

 

 

*  St r ike out  if not  applicable  

 


