UNITED INDIA INSURANCE CO. LTD.

Registered & Head Office : No. 24, Whites Road, Chennal - 600 014.

Divisional / Branch Offlee ! .....cvisinusimmmsmsmrsisisimsissenssssnsanasie

PERSONAL ACCIDENT INSURANCE CLAIMANT'S STATEMENT

(The issue of this form does not constitute admission of liability. Please return this form duly
completed together with Death Certificate from the Hospital or the Medical Attendent, Post Martem
Certilicale and Police Panchanama, if any. Should there be delay in obtaining any forms, kindly return this
claim form first to the office which lssued the policy).

viaim No. Policy Mo,
1. a) Name of Claimant (in full) It more than one a)
state namas of all
b} Full Postal Addrass b)
¢} Relationship of Claimant with the deceased £)

2 State nature of title under which Claimant 15
claiming the amount

PARTICULARS OF THE INSURED PERSON WHO DIED IN THE ACCIDENT

3, a) Name (In full) a)
k) Last Full Postal Address B)
¢) Last Occupation c)
d} Age at the time of the accldent d)
4 @) When did the accident happen 7 (Give date and a)
exact time)
b) Where did the accident happen )
¢) Giva full description of the accident, ils c)
cause and injuries sustained
d) State date, tima and place of death d)

5. On what data did the claimant receive Information
in regard to the accident and from whom ?

6. Give the names and addresses of two Persons
whao withessed the accidant




7 a) Was the deceased free from infirmity at the time a)
of accident ? If not, give particulars.

h) Was the deceased under the infiuance of drugs o)
or drink at the time of accident 7

ci Is the Claimant satisfied 1nat the death was duectly| ©
due to the accident.

d) Give the names and address

i) The Hospital, Clinic or Nursing Home i)
where the deceased was lreated after the
accident

i) The Physician/Surgeon who attended on the ii)

deceased after the accident.

iiiy His regutar Physician if any i)

#. Did the deceased have any other Accident Insurance
on his life ? If so. state the name of the Insurer’s
&nd amount/s claimed.

I/We heraby affirm and declare that the answers 1o all the above questions are full and true in every respect.

Signature of Claimant
Witnessess

1. SIgNALUE ... ccoreerieesisiemsrsnssnssissisisnssiias

T
Signhaae & Baanc) Monager.
T Y With Offter. Seal,
e Tt
ADArBSS v.coenpiinmniiininris essaasianna

Srigubun &), Seciely Incleage
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