
 
BRAHMAPUTRA VALLEY FERTILIZER CORPORATION LIMITED 

NAMRUP :: PERSONNEL DEPARTMENT 
 

DEPENDENT  DECLARATION  FORM 
 

 
   I, ___________________________________________hereby declare that the following members 
of my family are wholly dependent upon me who are eligible for medical treatment under  Medical 
Attendance &Treatment Rules(MATR) of the Corporation  and the Group Mediclaim Policy. 
 
SL. 
NO
. 

NAME OF THE  
DEPENDENT(S) 
 

RELATIONSHIP 
OF THE 
DEPENDENT(S)  
TO THE EMPLOYEE 

STATUS 
OF  THE 
DEPENDENT(S) 

DATE OF 
BIRTH 

SEX 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

   

 
The above information is true. 
 
  
                              Signature of the Employee   : 

                                          Full Name   : 

COUNTERSIGNED BY    C/E No.       : 

                      Designation : 

                                            Department : 

 HEAD OF THE DEPARTMENT     Date   : 
 
 
Note: The following family members are not considered as dependents for availing the benefits 
extended by our corporation: 
 

1. Employed / Self-employed spouse and employed children. 
2. Parents having income of more than `3500/- per month. 
3. Sons-earning / married or who attain 25 years of age, whichever is earlier. 
4. Daughter- earning or married, whichever is earlier. 

 
If any employee furnishes false information, he/she is liable to face action deemed fit as per rule of 
the Corporation 
 


