ga= 12 (fafaw 68)
FORM 12 (REGULATION 68)

FHHART T 1T
E.S.l. CORPORATION

g R

ACCIDENT REPORT

=i/ @1 9 / Name of Employer

%2 g&ar1 / Code No.

9IR’ET HEAT@T / Branch Office

HE AT FIAE I EEY|
Nature of Industry/

9RET &1 qar &t

gHe B2 |

Address of premises
where accident
happened

faramT

Deparment

BIEURS L]
Shift Hour

ek &7 A9 T ar
Name & Address of insured
business person

T Insurance No.

AT Sex

g (frear 5= &)
Age (Last birthday)

IHMI Occupation

g Rl £

Exact place of

THT H ANE T T

Date and hour of Accident

g q9a @ g% fhar T

Hour at which work was sarted

accident

o T T ST TRl <iie @l & (SaTeeome Shal &1 |1dd

&1, [T &1 ZAT, AT 31S)
Nature and extent of injury (e.g total loss of finger, fracture of
leg. scald etc.

e Fel @ & (I / arEr B, U A S afe)

Location of injury (right/left hand, leg or eye etc.

AfE g IR T ¥ A Farey, fR e afor
T w19 W A9E 31 T 82 IS 8, af wF W
9 3T T q9T T TG Farz0 |

if the accident is not fatal state whether the
injured person has returned to work?
If so, give date & hour of return to work

i At w1 stroeea,/ STt eaamt

Dispensary/IMP of injured person

T T AWy fa effaired =l 1 SuarR foear & ar
fopaT ST wT B

Dr. or dispensary from where injured person
received or receiving treatement.

Td 1T Al & JHd H 9g Hl aRd

Date of Death in case the insured person died

1 g & e @ for o of wogh 3wy | B Yes| 7 No

qr SHRT {IT

Whether wages in full or part are payable to him
for the day of accident

N drifehet et gee & fo aferfram @ amr
2 (9) & el FHHAT o 3R 47 99 R & fow
SR 3 ar o f gee g8 ot

Whether the injured person was on the day
accident an employee as defined in Sec 2 (9)

of the Act and whether contribution was payable
by him/her for the day on which the accident
occured.

qferr & T SR I

Name and address of witnesses

GHST T HiE R

Brief description of the accident

feupoft:- afe geer oMU & WA FW A TN g & A SWdH
foaor § 7% A 6 98 f6g vew @ 6 o) 7' off aw fF an
T &GN afnRd A 08 RE # Rl gew g §, o
o & @R a1 WER & Wied & fau FSEifa e @ an

Note:-In case the accident happened while meeting emergency.
indicate in the description above its natue and also whether the
injured person at time of accident was employed for the purpose
of his employer’s trade or business in or about the premises which
the accident took place.
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(%) G BT HTT aft e am
(a) CAUSE OF ACCIDENT if caused by

A (1) AL TR S8 AR &1 91 e s gefe g2 & ofje- o -

Machinery (1) Give name of machine and part causing the accident, and: Ves No

(F) T2 IaTEd &l FT 98 I 9 =k AT F Frs A @f i ?

(a) State whetheritwas moved by mechanical power at thattime.?

(@) T h-3ih qard Toh AT Al o8 T9T T Y 18T a1

(b) State exactly whatthe injured person was doing atthattime?

)

AT &I AT GHeAT & qHY (TITead & Seaia H H1d T T 912 & Yes T No
) Wastheinjured person at that time of accident acting in contravention of?

(1) 3! o fordt fafer & Suereer ar
the provisions of any law applicable to hiM OF .........cooiiiii e
(2) 37U ST 1T 4T ST SR | o mar g ey

any orders given by or on behalf of his employer.........c.cooi i,
(3) AT & S o (T B BT

acting without instruction from his @mployer...........cccoociiiiiiriii e
(@) afz (@) (1) (2) a1 (3) HT A& H & A1 Tg HAT HITTT foh AT B FioTeh & AR AT HRIER & FITore
IR g% daa | frar marar |

(d) Incase replyto C (1), (2) or (3) is YES, state whether the act was done for the purpose of and in connection with the
employer’'strade or business.

gfe g (ST & are § AT i G &3 &, Al 98 Ja1ey (o o fhd ®9 H AT 6 @7 T |

In case the accident happened while TRAVELLING in the employer’s transport, state whether the injured person was
travelling.

. S FWH A A § A S ey B Yes _ F No

as a passenger to or from his place of work

2. 379 farTes @l stfremar ar foafera smsm g

With the express orimplied permission of his employer

3. T AT [HATSTh AT IHeh! 3T F A7 fohelt 3177 AR a7 I o 18T o1 forad

IHFT ST ST & T Rl 3ed & TaR R E |

the transport was being operated by or on behalf of the employer or some other person
by whomiitis provided in pursuance of arrangements made with the employer.

4 TR Wik TS |l o A SThA | T S T8l &T/7el Ielrdn 31 &1 &1

The vehicle was being/not being operated in the ordinary course of public transport service.

 JHTIOT BT/l &, b Sar faiftean 53 qarad SR 3T fI9aT] & S8R & IR § Tel ¢ |

| certify that to the best of my knowledge and belief the above particulars are corectin every respect.

e 99+ & Ak BEIER
Date of despatch of report Signature
FarH TO UEA (HiEX afed)
Designation (With stamp)
T @ SR aeg QRAT FEATAT Ga=eIh
Diary No. & Date Branch Office Manager

Form made fillable by Karvitt.com



	Page 5
	Page 6

	Textfield: 
	Textfield0: 
	Age Last birthday 3Tf f i Tf: 
	fmi Deparment: 
	Shift Hour: 
	kii Exact place of accident: 
	ciciiizi Occupation: 
	1 NZiDate and hour of Accident: 
	f T 7TTHour at which work was sarted: 
	Textfield1: 
	Textfield2: 
	Textfield3: 
	141i f1FlTf Zi ITTIiIc1i ciciiT4 DispensaryIMP of: 
	Textfield4: 
	E Yes: 
	9 No: 
	Textfield5: 
	Textfield6: 
	2 1: 
	Textfield7: 
	Textfield8: 
	Textfield9: 
	Textfield10: 
	Textfield11: 
	Textfield12: 
	Textfield13: 
	Textfield14: 
	Textfield15: 
	Textfield16: 
	Textfield17: 
	Textfield18: 
	Textfield19: 
	Textfield20: 
	Textfield21: 
	Textfield22: 
	Textfield23: 
	Textfield24: 
	Textfield25: 
	T if TO: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 


