CENTRAL ELECTROCHEMICAL RESEARCH INSTITUTE

KARAIKUDI-630 006

Intercom No. _________
Declaration of dependent family members for availing medical facilities as per Central Service (M.A) Rules, 1944, Ministry of Health and Family Planning (Department of Health) Government of India.

1. Name and Designation of Council Servant  :

2. ID-No.





  :

3. Date of Birth




  :

4. Scale of Pay




  :

5. Present Pay




  :

6.  (a)Present Residential address
 
  :

             (b) Date from which residing at (a) above  :

7.   Details of Family

      {* Please see definition of Family before filling up this column}
	S.No.
	Name of  Dependent Family Members
	Relationship to employee
	Blood Group
	Date of Birth & Age as on date 
	Employed/

Unemployed
	Monthly Income /pension received

	
	
	        
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


{# Please attach Proof of age of Persons mentioned above} 

( Income certificate from the Revenue Authorities in case of Dependent Father/Mother)






  /2/
     8. Are all the persons whose names are given above are dependent upon you and are residing  with you? 

Yes /No
         If No, provide address where they are residing:

     9.  Whether wife/husband/brother/sister or any other in the family is a Central Government Servant, employed in a firm where medical reimbursement is admissible. 

  Provide office address where employed:    

          (In case of spouse employed in Central Govt/State Govt and preferring to avail medical facility from our office then he/she should produce a declaration obtained from the employer of the spouse to the effect that medical facilities are not availed from the concerned department.)


(In case of Brother/Sister employed in Central Govt/State Govt. a declaration to the effect may be submitted to the effect that medical facilities are not availed from the concerned department for father/mother in case of preferring claim for them by CECRI employee)

I undertake to intimate to office immediately if there is any change in dependency criteria of my family members included in this application form. If I fail to intimate and if the office comes to know of the change then the medical facility is liable to be withdrawn by the office and the competent authority will be free to initiate any action against me.
I certify that the information furnished by me in this application is correct and that no information has been concealed or has been misrepresented and I stand by the same.

Place :


 



  Signature of the Council Servant

Date  :
INSTRUCTIONS

Definition of Family:

(1 ) Husband / Wife* (* First wife only)

(2 ) Dependent Parents / Step Mother ( in case of adoption , only adoptive & not real parents)

(3 ) If adoptive father has more than one wife , the first wife only.

(4 ) A female employee has a choice to include either her dependent parents or her dependent parents – in law ; option exercise can be changed only once during service .

(5 ) Children including legally adopted children , step children and children taken as wards subject to the following conditions:

	(i)
	Son
	Till he starts earning or attains the age of 25 years, whichever is earlier.

	(ii)
	Daughter
	Till she starts earning or gets married, irrespective of the age limit, whichever is earlier.

	(iii)
	Son suffering from any permanent disability of any kind (physical or mental)
	Irrespective of age limit.

	(iv)
	Dependent divorced / abandoned or separated from their husband / widowed daughters and dependent unmarried / divorced / abandoned or separated from their husband / widowed sisters 
	Irrespective of age limit.

	(v)
	Minor brother(s)
	Upto the age of becoming a major.


For the purpose of availing medical facility for a disabled sons above 25 years , please attach a copy of the certificate of disability issued by the competent authority.

‘Disability’ will be AS DEFINED IN SECTION 2(1) OF ‘THE PERSONS WITH DISABILITIES (EQUAL OPPORTUNITIES, PROTECTION OF RIGHTS AND FULL PARTICIPATION ) ACT ,1995 (NO: 1 OF 1996 )’ WHICH IS REPRODUCED BELOW:

“(1) “DISABILITY’ MEANS

(I) BLINDNESS

(II) LOW VISION

(III) LEPROSY

(IV) HEARING IMPAIRMENT

(V) LOCOMOTOR DISABILITY

(VI) MENTAL RETARDATION

(VII) MENTAL ILLNESS ”

The Following Documents are to be enclosed:

(I) Proof of age of dependents.

(II) Income certificate for dependent father/mother from the District Revenue Officer

(III)       Attested Copy of Disability certificate issued by Competent Authority( in case of dependent son aged 25 and above )

