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PERSONAL ACCIDENT SICK S CLA M FORM
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N.B. By fumlshmg this form the Company makes no admlss1on of liability.
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If the clalmant is unable to fill up this form personally it may be filled up on behalf of him/her.
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Each completed clalm form must be submitted together with itemised bill(s) and statement from the attending physician certifying the diagnosis of the
insured person.
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L. Name of Insured
i
Address
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Phone No. Present Occupation
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2. Name of Claimant (if other than Insured) Date of Birth
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Address
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Phone No. Present Occupation
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3. lnjury/ Sickness
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escribe the nature of injury / sickness
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b. Date of Accident / Date of sickness first began
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C. Date of first treatment
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d. 1f hospitahzed give name and address of the hospital

TR L F 1
Date Admitted Date Discharged
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€. Totally and absolutely disabled from to
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f. Partial disabled from to
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4. Details of Accident (To be completed for i 1nJury resulting from ACCIDENT)
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a. Date, time and place of accident
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b. How did the accident occur
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€. State name(s) and address(es) of the physician(s) or hospital that you were attending during your disability
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5. Are you insured with any other insurance company for Accident / sickness benefits? If so, please give particulars
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6. a. T hereby warrant the truth of the above statements.
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- Thereby authorize any hospital, physician, or other person who has attended or examined me, to furnish to the GAN Assurances IARD or its authorized
representative, any and all information with respect to any illness or injury, medical history, consultation, prescriptions or treatment, and copies of all
hospital or medical records A photostat copy of this authorization shall be considered as effective and valid as the original.
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¢. T acknowledge that Insurers will rely upon the 1nformat10n supphed by me / the policyholder / the Insured, Wth verily and honestly believe to be
true and correct, in prosecuting or defending any claims or proceedings in future, and the signatory / the policyholders / Insured under this policy, if so
required by the Insurers, will be asked and are bound to sign any court documents on the basis of information provided herein.
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P.T.O.



Certificate Of Medical Attendant

No claims can be admitted unless medical certificate from a duly qualified and registered medical practitioner on the form below be furnished at the
expense of the Insured.

1.

Name of Patient

Identity card no. Age

Date of accident

Cause of injury

Part of the body injured

Nature and extent of the injuries (Describe complications, if any)

Is the condition due to pregnancy ?

Date on which the patient first consulted you for this condition

State whether there is evidence of a visible bruise or wound at 1** consultation

Treatment given (e.g. suturing, physiotherapy, type of dressing etc.)

Date Time Treatment

Did injury require (If yes, please give details)

a) Hospitalization ? NoO Yes® Date admitted Date discharged

b) X-rays ? NoO YesO

¢) Special diagnostic procedures ? NoO  YesO

d) Surgery ? NoO YesO

Bearing in mind the patient’s occupation as stated overleaf, do you feel that the injuries would have prevented him/her from performing his/her
duties? If yes, please give details

NoO  YesOD a) Total and absolutely disabled (unable to work) from to

b) Partially disabled from to

Give details of any circumstances, such as physical impairments, medical history or intoxication which may have contributed to the accident
and/or lengthen the period of disability

Names and addresses of other doctors who have treated Insured for the same injury

Name Date

Address

I hereby certify that I have personally examined/treated the Insured for the above injuries and that the facts as given above present my opinion of his/her
condition.

Name of Physician Address

Qualification

Telephone

Date

Signature of Physician

For identity purpose, the Claimant must sign below in the presence of the Physician

Claimant Signature Date



