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Name and Address of the Institution where you
are in employment
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I hereby declare that the above information given by me are true and correct. [ am aware that [ may be liable to be filed

action againstin a court of law in the event [ provide false information herein.
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(Address of the Instittion)
EPF/PPEFNoO. ..o, and NIC No. ..o is in the employment of this institution
from.......................... to date and that he / she terminated his / her service on ...................... as he/ she became

permanently disabled due to ...
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Furthermore, it is informed that we have continued to make contributions to the Employees Trust Fund on his / her behalfup until
his / her termination of employment as stated in Para [ above and that he / she is no longer in service under our Institution now and
the particulars of contributions made for him / her and also, for all of the employees under this Institution for a period of twelve

(12) months preceding the month during which he / she became permanently disabled are set out below 08 (D).
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Where as [ make such payment of monies by Form R 1, 1 do hereby certify that the Form I Returns relating to the said period
(a) have already been sent to your Institution and that his / her name is included in that return ; and
(b) aredue to be sent in the future and that his / her name will be included in such return.
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I do hereby declare that the above information is true and correct and I am aware thatifany information furnished by me herein is found to
be false, | may be liable to be filed action against in a court of law under section 39 of the Employees Trust Fund Act.
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PartIII (in relation to the Employees Trust Fund Act, No. 46 of 1980 - Medical Certificate )
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To the Chairman of the Employees Trust Fund Board,
I, the Medical Practitioner, ..........cc.oiieiiinit it , holder of the Registration No. ................. do hereby

certify that I examined (Mr./Mrs./MS.) ........cooeiiiiiiiiiiinniinen, ..., a member of the

T T Ty T T T
Employees Trust Fund on the ....... of ..ovvvieeeeeeero. 20..... and that the said person, (Mr./MIS./MS.)..c..ccccouerieiiinininineneneneneneennen
............................................................................. was found to be suffering from an illness associated with

.evv......and that it is an ailment in the magnitude of ......... percent and that he / she is not fit for

(Percentage)

further continuation of his / her employment in consequence of such ailment that has rendered him / her, permanently/ incompetent. The

person referred to above, (Mr./Mrs./Ms.) .................... vevvieen.., holder of the NIC Number

R
........................... placed his/her signature / thumb impression before me.
(NIC Number)
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Part IV (Recommendation of the Manager / Regional Manager)
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The member with the foregoing information, (Mr./Mrs./MS.) .......coviviiiiiiiiiiiieieeneanss , holder of the National Identity
Card Number ..........cccecveveeene was subject to observation by me at my office / his/her residence and I do certify that he / she
was found to be suffering fromthe ........................ illness as stated by him / her, and may find himself/ herself eligible for

indemnification on the recommendation of the specialist doctor who examined him/her.
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Documents to be submitted

o1. A photocopy of the National Identity Card of the applicant, certified by the employer.

02. photocopies of the diagnosis card and all medical reports relating to the accident / illness in the possession of the applicant
(including the report of the medical board, if any. Original copies should be submitted.), certified by the employer.

03. A letter from the employer confirming that the applicant has been retired from the employment in consequence of the accident
/illness or the letter of retirement following the decision of the Medical Board.

04. A clear description of the accident and the injuries sustained from it, the illness and how it began and the condition of the
permanent disability as at present owing to such illness. (This should be submitted with the applicant's own signature or
fingerprints.)

05-The bank account tendered for the purpose of this Application Form should be an individual or joint account opened exclusively in
favour of the name of the applicant.

should be considered

>> Form VII must compulsorily carry the medical practitioner's signature with the official stamp alongside his/ her registration number.

>> The number in respect of which the contributions to our Fund (member number along with the employer's number) was made on
behalf ofthe applicant should be stated in full.

>> The application should be submitted not later than one year (01) from the date of discharge from the hospital or from the date of the
permanent disability or from the date of the termination of service, whichever occurred later.

>> Should have held the membership of the Board for at least one year or more prior to the date of the occurrence of the illness.

>> Duly perfected Application Form together with all relevant documents should be forwarded to the address given below :-

Manager (Benefits Administration) Telephone. No. :- 011-7747200 /232 / 233 / 234
Employees Trust Fund Board, Whatsapp. :- 076-4594514

Email :- mgrbenad@ettb.lk
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