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elllls CANIL/{1AWAFo & subjecr ro 

",l1g,Jff1;;;l
COTTON MERCHANTS & COi,IMISSION AGENTS

tNDt ROAD, B|JAPUR . 586 101. (KARNATAKA)

WAGES DETAILS

1.) INSURED NAME :-ANTLKUMAR AND COMpANy
2)slrE :-ANTLKUMAR AND coMpANyGrNNrNG AND PRESSTNG

FACTORY DHARWAD SAUNDATTI ROAD AMMINBHAVI
MAREWAD DIST DHARWAD

3)WC CLATM OF GOLU KUMAR
4)SUMMARY OF WAGES REGISTER FROM Ot/1,L/2O22TO 28102/2O23FOR ALLWORKER WORKS UNDER THIS PROJECT AND COVERED UNDER THE POLICYNO;43264478

D COMPANY

TIN :29970102153
GSTIN: 29MCFA2641K1ZI
Date :22-12-1978

BJP OFF : 08352-250334
HBL OFF ; 0836-2225606
FACTORY: 0836-2782573
anil_bijapur@yahoo.co. in

-

NO OF WORKERS

FEBRUARY

MONTH
TOTAL WAGES

NOVEMBER t2 LL234Q
DECEMBER

L4 143500
IANUARY

10 9676C
9 78310

r-]



ITGU MISC -wc,06

rFFco-ToKto Grllrnm NSURANcE c0. LTD.

Regd. Office:34, Nehru Place, New Delhi - 110 019

ADDRESS OF POLICY

ISSUING OFFICE

Date of lssue:

WORKMEN COMPENSATION INSURANCE CLAIM FORM

please note that this claim Form is issued with out prejudice to. the terms and conditions of the policy and

issuance of this form tnourl not be construed as admission of Liability'

please fill in all the branks and give complete details of information .it .d for' ln case space provided is found

ir*tti.i.rt, a separate sheet may kindly be annexed'

please return this form, duly filled & signgo, witn in z !1vs-119m 
the date of occurrence' lf any detail of

information is not readiry avairabre prrn'si-oo uor ornv DES,AT.H of this form but send

iffi:ljfi:5,ffi':',.tJ',llti! .nr*.,.0 whether or not a craim from the injured person has been made or is

anticipated,

PARi-l rHEIUIL9IEB 1I t^^4cl-ra L( U2
Narne of PolicY holder

@r9 .q firee-&:^
Fcs-c * o lY
t \ ' ' / r :t

D }'.tto '^" "1

Cle,l t- t( ur rvratr

1{ I nco't
Religion or Caste

Y.rkfffio6ffiryt'ff^ffi A.srt-o7t.p,aD1

L.*5 o urris emPloYed



...,grl^ndY too"c)tat the time of

orking when the

accident occuned?
(if 

.not 
give name

a .OOi.tt'ot Co

ame ot tne HosPital taken to

[**t t1'fcr Leer'charged

d if so' on wtrat

isablement?

d infirmitY at the

time of accident? lf not

_T-IIIPARTrcULARSOFACCIDENT
a,.-1 ] er r 'l aa a3

n Your work

oremises? lf not, where did it occur? . ' - pqlot I xoe-snt and from

wnomf lf in writing please attach to this form.. . -

; bonafide

@identoccur?
lf acc'dent dtleto machinery, state:

(a) Whether it was fenced 
9lg.u,'r"d9-d,

Was it being cleaned whilst in motion

e of drink or drugs
Was injured Person un

at the time of the accidenf ,, ' , : : -
ience to orders or

Was he guiltY of miscc

rules? lf io, please give full particulars -

it occurred

t_

&.

eA?AC-Arc\ Ll
7.* r**"-1" A \tl'ritnessed the

---------Give 
narnes-of lverlooker or persons ln

whether left or



The above replies are true &Eorefiltp$leAffil

\
Signature:P

.& 
belief.

Date:rr.)s Dnl ?l<tr 
q orY q' L'

Name:

STATEMENT OF INJURED PERSON'S EARNINGS

Statementofwages,whichhavefallendueforpaymentto<
in the employ o1 

' '- 
tor t z rnontns prior to-the date of his accident, or wages earned during such

rnort t pi*O as ne rnay have been in the employer's service'

Note:The object of this part of the form is to ascertain the extra average monthly earning of the injured person' lt

is essential that it should be carefully ,nJ *n*uy filled in. lf thjinjured person. has been in service for less

than 12 months his date of entry into servrce is essential. so also if he was absent curtintrorsly for npre

than 14 days (within 12 months) between the date of his enlry into service and that of accident, then the

feriod of serviie should be counied from the date of resumption of duty'

Date on which injured person first entered service: 

-20-
, aanrinrrnrrc aheonnc nf more than 14 davs: -- 20-

?:t?Jil:Hffiis perioo of service was ress than one month, give the average monthly wages of a workman employed on similar work

Rs. 

-.
2. Please state the exact nature of the allowance and / or bonus'

Date on which the iniured person resumed duty after a continuous absence of more than 14 days: 

-
Value of bonuc food subsidY, if anY,

free quarters and any other allowance,

etc,

:?)joTotal earning in the

0.ilq6 1pm fo6\ ^ A a
io Feg - a'r

Total earnings, including e!!q!!g\ /3!ces
olSfq'S-O



3. ln the column 
,,absence,,, please give the date of going on leave or beginning of period of absence and also date of subsequent

resumPtion of work.

The above statement of earnings, etc. is to the best of my knowledge and belief accurate.

Signature of EmPloYer

(add below any additional information available regarding the accident)

For M/s.

PARTNER

Date:


