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FAZAIA MEDICAL COLLEGE
Medical Facility/

Health Insurance Form

Designation: Department:

Name of Employee as per CNIC

CNIC No

Single [/arried

Gender: lVlale Female

ttlMarital Status

AII married employees are requested to provide the following details of dependent family
members son u to the e of30 ars and dau hter unmarried or unem

solely confirm that above information is correct
as per best of my knowledge and any wrong information liable me towards disciplinary
action.

Date Signature of Employee_

Countersiqned bv HoD '

(sig nature of stamp)
Note:
. Copy of documents required

i. CNIC of employee.
ii. lf married (CNIC of spouse & B-form of children).

. Employees are entitled for medical benefits after completion of probation period.

. lf an employee completes his/her probation in the last quarter of the year, his/her medical benefits will
sta( in January of next year (as per policy).

. On completion of Probation, please inform l'lR to process your Health lnsurance case.

)loveo

Sr.
No

Name
Relation
(spouse/

son/dauqhter)
Gender

Date of Birth
dd/mm/yyyy

Date of Birth:


