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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.

FH. | SATTAAT T ATH ATTAT T FHATLT | AT o ST | ST o
I NAME OF THE I way £ Rufy &fr SEX
=q7 | DEPENDENT(S) RELATIONSHIP | STATUS OF THE | DATE
SL. OF THE EMPLOYMENT | OF
NO. DEPENDENT(S) | OF BIRTH

TO THE DEPENDENT(S)

EMPLOYEE

TR AT AT 2, AT AR AT F AT A7 (5 9 ST ST 2@ 0 St g, A
TR T AL, AT T AT HFHT F AL HL GATh FEars Ham

/ The above information is true, and if at any point of service the above information is found
to be false, then BVFCL shall take action against me as per conduct, discipline & appeal
rules.

FHATL T gearerd/ Signature of the employee:

T A/ Full Name:
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UNDERTAKING

I hereby undertake that:

1. The Income of my dependent parents does not exceed Rs. 3500/- per month from all

sources.

My spouse is not employed or self employed.

My Son(s) is/are below 25years of age is/are unmarried and not an earning member.

My Daughter(s) is/are unmarried and not an earning member.

In the event of any change in the above filled particulars, the same shall be intimated to

the HR Department at the earliest by me.

6. The particulars in respect of dependent family members of my family as declared are true
and correct to the best of my knowledge and belief. In case, if any statement given above
is found to be false, I shall be liable for disciplinary action initiated by the Competent
Authority of the Corporation.

7. | hereby undertake to keep the above particulars up to date by notifying the HR-Welfare
for any addition/ deletion or revision of information in respect of the dependent family
members.
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No. of Enclosures:
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