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FORMAT FOR FURNISHING DETAILS OF DEPENDENT FAMILY 

MEMBERS FOR THE PURPOSE OF MEDICAL HEALTH DIARY 

 

1. Name of the employee   : ______________________________ 

2. Designation     : ______________________________ 

3. Department/Section    : ______________________________ 

4. Date of Birth of the employee  : ______________________________ 

5. No. of the dependent family members : ______________________________ 

6. Details of dependent family members : ______________________________ 
 

Sr. 

No. 

Name of the dependent family 

member 

Date of Birth 

& Age 

Relation with 

the 

employee 

Whether in Service or 

not/getting any pension 

from any organization? If 

Yes, please quote amount 

of pension being drawn. 

1     

2     

3     

4     

5     

6     

7     

8     

9     

10     
 

/kks"k.kk 
EkSa ;g /kks"k.kk djrk gwWa fd bl izkFkZuk i= esa fn;k x;k o.kZu lEiw.kZ] lgh rFkk esjh tkudkjh ds vuw:Ik mi;qDr gSA EkSa 
;g Hkh /kksf"kr djrk@djrh gwWa fd mijksDr vkfJr@ vkfJrksa dh vk; (under the CS (MA) Rules 1944) ds rgr 3500/- 
:Ik;s ls de gSA eSa lac) fu;e ls iqjh rjg ls ifjfpr gwaWA ;fn ckn esa ;g ik;k x;k fd esjs )kjk dksbZ rF; Nqik;k 
x;k ;k >qBk crk;k x;k rks tks fpfDrlk ykHk eq>s fn;k x;k gS mls okfil fy;k tk, vkSj fu;eksa ds vuqlkj esjs 
fo:) vuq’kklukRed dk;ZokbZ dh tk,A  

 
¼deZpkjh ds gLrk{kj½ 

DECLARATION 

I do hereby declare that all statements made in this application are true, complete and correct to the best 

of my knowledge and belief. I also declare that the income of the dependents(s) as quote above is less than 

Rs. 3500/- (under the CS (MA) Rules 1944. I am full aware with the relevant rules. It is also certified that in 

the event of anything found concealed or false at any later stage, the medical benefits so granted may be 

withdrawn and disciplinary action may be taken against me as per rules. 

 

 
(Signature of the Employee) 

Recommendation of the HOD/Controlling Officer 


