
 

Kharvi Services 
 

 

Employee Mediclaim Enrollment Form 
 

 
Date:  _________________________ 

 
Employee Name       : ___________________________________________________________________________ 

 
Employee ID       : _________________Function: ______________________________Date of Joining:    ___________ 

 
 

 

# Dependent Details 
DOB 

(dd/mm/yyyy) 
Relation 

Marital 
Status 

Gender 
 
 

1 

  

          

 
Self 

2 
  
          

 
Spouse 

3 
  
          

 
Children 1 

4 
  
          

 
Children 2 

5 
  
          

 
Dependent 1 

6 
  

          

 
Dependent 2 

 


