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Universal Sompo General Insurance Co. Ltd.

.' . (Ajoint venture between Allahabad Bank, Sompo Japan Insurance Inc., Indian Overseas Bank, Karnataka Bank and Dabur Investments.)
‘ Regd. Office: 201-208, Crystal Plaza, Opp. Infiniti Mall, Link Road, Andheri (West), Mumbai - 400 058.

PERSONAL ACCIDENT CLAIM FORM

a) Claim form is to be filled in capital letter & signed by the insured/claimant.

b) Please do not leave any column unanswered.

c) Please read carefully the attached list of documents required to speed up processing of your claim.
d) If there is insufficient space, kindly use a separate sheet which can be attached to this form.

ClaimNo. LI TTTTTTTITTTITTTIT]

A. DETAILS OF INSURED

First Name Middle Name Last Name

First Name Middle Name Last Name

Name of the Insured | |

Name of the Claimant|_| |

Designation (Ifapplicable) | [ [ [ T T [T T T [ [ 1]

Relationship with Insured | | [ [ [ [ | | |
Dateof Bith[ [ [ [ [ [ [ [ ] Sex [ [Male [ |Female EmaiIID‘
\
\
\

Communication

\ [ TTTTTTTITT]

Address LITTITTITTIT T [ TTTTTTTITT]

LTI TP PP PP P TP I T P TP I T I T PTI T I T PT T I T T ]
City/Tuka [ [ [ [ [ [ [ [T [T [ [ |Districl [ [ [T TTTTT T[] Sate[ [[TTTTITTTTT[T]
PnCode [ [ [ [ T[] STDcode [ [ [ [ T[] ProreNo [ [ TT[[T] MobleNo.[ [ [TTTTTT]
B. DETAILS OF POLICY
PolicyNo [ T [ VLT TTTTTTTIAT]/LIT]
Period of insurance from\ ‘ ‘ ‘ ‘ ‘ ‘ ‘ \to\ ‘ ‘ ‘ ‘ ‘ ‘ ‘ \Sumlnsured‘ ‘ ‘ ‘ ‘ ‘ ‘ \\

C. DETAILS OF OTHER POLICIES

Have you been insured under any Personal Accident Policy of any other insurance companies? []Yes [ ] No
If “Yes”, please enclose photocopies of all previous policies.

Date of commencement of very first insurance for the from [ T T T T T T Il ITTTTTITT]
Beneficiary with continuous insurance coverage?

D. DETAILS OF INCIDENCE

Description of accident

Cause of accident

Date ofaccident [ [ [ [ [ [ [ | |Timeofaccident [ [ | [ ]AM/PM.

Place of accident

Accident Reported to

Are there any witness to accident [ ]Yes [ ]No

Names and Address
of witnesses
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E. DETAILS OF HOSPITAL

Was the insured person moved to hospital immediately after the incidence []Yes [ ]No
If “Yes”, please fill in the following

Date of admission D:D:D Time of admissionD:‘ : D:‘ AM/PM.
Date of discharge D:D:D Time of dischargeDj : D:‘ AM/PM.

Name ofthe Hospital [ [ | | [ [ [ [ [ [T T T T TTITTITTTIIITITTTITITIIITITTTITIT]]
Address (g

(I gl
City/Taluka_ [ [ [ [ [ [ [ [ [[[[[Jostricc L[ [ [[[[[[[[Jsael [[TTTTTITTTITT]

PinCode LI [ T T 1] stDcodel L T T T T ] ProneNoL L T T T TTT 1] MobileNol T T TTTTTTT]

Particulars of treatment

Was the deceased under influence of drugs or alcohol at the time of accident? [ ]Yes [ ]No

Has the accident resulted into;

Loss of hand [ ]Yes [ ]No Loss of hands [ 1Yes [ ] No
Loss of foot [ JYes [ ]No Loss of feet [ JYes [ ]No
Loss of eye [ ]Yes []No Loss of eyes [ ]Yes [ ]No

Disability of any other type
which may prevent the
insured from engaging in or
being occupied with or giving
attention to any employment
or occupation whatsoever

F. DOCTOR’S DECLARTION

Iherebycertifythat[ [ [ [ T T [T T T T TTTTTTTTTTTTITTTTT] wasteatedbymeon [ [ [ [T []

v A A A e
incurredon| | | | | | | | ]andisrelated to the incident mentioned above.

| understand that any person who knowingly and with intent to defraud or deceive any insurance company files a claim containing any
materially false, incomplete or misleading information may be subject to prosecution for insurance fraud.

The ailment was caused by / in any way associated with the below mentioned conditions;

Pregnancy or childbirth [ ]Yes [ ] No Intentional Self Injury [ ]Yes [ ] No
War and allied peril [ JYes [ ] No Nuclear Perils [ JYes [ ] No
On duty with any armed forces [ ]Yes [ ] No Mental disease [ ]Yes [ ]No
Intentional self injury [ ]Yes []No Use of Intoxicating drugs and alcohol [ ] Yes [ ] No
HIV. AIDS [ ]Yes []No Venereal disease or sexually [ ]Yes [ ]No

transmitted disease
He / She is suffering from
Permanent Total Disability []Yes []No Temporary Total Disability []Yes []No
Permanent Partial Disability [JYes [ ]No

Details of the disability

Name of the treating First Name Middle Name Last Name
MedicalPractitioner | [ [ [ [ [ [ [ [ [T T T [ILTTTITTITTTITIITTITITTITTITTTIT]
RegistrationNo. | [ [ [ [ [ [ [ [ [ [T ][] Qualification | | [ [ [ [ [ [ [ [ [T ][]
Date: [ [T T T T TT1] Stamp and Signature

of the Medical practitioner
Place: [ [ [ [ [T T TTTTTTT] i
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G. DETAILS OF CLAIMED AMOUNT

Description Amount (Rs.)

A Death

(B) Permanent Total Disability

(©) | Permanent Partial Disability

(D) | Temporary Total Disability

(E) Transportation cost for carriage of dead body to Home including funeral charges.

(F) Ambulance charges for transportation of Insured person to Hospital following Accident

(G) | Education Fund

(H) | Medical Expenses Extension

) Hospital Confinement Allowance
0 Any other
TOTAL AMOUNT CLAIMED

H. ENCLOSURES

[ ] Claim form duly signed [ ] Policy copy [ ] Claim intimation

[ ] FIR/MLC copy [ ] Death certificate [ ]Post mortem report

[ ] Inquest / Coroner's report [ Final police report [ ] Leave certificate

[ ] Investigation reports [ ] Medical certificate [ ] Nominee certificate

L] Disability Certificate L] Employer Certificate L] Photograph of the injured with reflecting disablement
[ ] Any other documents

If “Yes”, please specify

Any other information
You wish to state

. EMPLOYER’S DECLARATION

ThisistocertifythatMeMs [ [ [ [ [ T T [T I T T T T TTTTITTTTTITTTTTTITTTTTT] working
as| [ [ [ 1 1 1] ] permanentEmployeeldNo.[ | | | | | | | ] coveredunder Personal Accident

PolicyNol | [ [ J/[ I [ [T T T T T}/ J/[ 1] ]wasonleavefortheperiod [ | | [ [ Jtof [ [ [ | [ ]
Suminsured.| | [ [ [ [ [ [ |The total numbers of employees on permanent rolls as on the date of accident were

The above information is true to the best of my knowledge and we agree to provide any further information that may be required.

Date:| [ [T T T 1T 1] Signature of Authorized signatory:
Place: [ [T [T T TTTTT T T[] NameoftheAuthorizedsignatory:| [ [ [ [ [ [ [ [T [T [ [ [ [ []
Company Seal

J. INSURED’S / CLAIMANT’S DECLARATION

| hereby warrant the truth of foregoing statement and sincerely declare that | have not suppressed or concealed any information that is
material to this claim. | understand that false declaration/s may result in USGI being able to refuse to pay the claim.

The receipt of this claim form/ other supporting / related document does not constitute or be deemed to constitute an agreement by the
USGI of the claim and the USGI reserves the right to process or reject or require further / additional information in respect of the claim.

Date:| [ [T [ T[T 1] Signature of Claimant:

Place: (T T T T T T T TTTT1T1] Name ofthe Clamant: [T T T T T T[T [ [ [T ]TTT]
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K. TO BE COMPLETED BY NOMINEE IN THE EVENT OF INSURED’S DEATH

First Name Middle Name Last Name
NameoftheNomineel [ [ [ [ [ [ [ [T [T [T LT TITTTITITITTIINTITITIITTITITTITTT]

Relationshipwith Claimart [ [ [ [ T T T [ [T T T ] [T TTTITTTTITTT] [CIITTTTTTTITITIT]
DateofBith [ | | | [ [ [ [ ] Sex [ IMale [ |Female EmaiIID‘

Communication

Address HNEEEEEEEEEEEEEEEEEEEEEEEEEN
(T T T T I I T I I T P I T T T T T T I I

|
|
|
City/Taluka [ [ [ T [ [ T T T T T 0sticl [ [T TITTTTT] Statel]

PnCode [ [ [ T T[] STDcode [ [ T [ T ] ] ProneNo[ [ T T TTTT] MobieNo.

If nominee is minor, kindly provide the Legal Guardian details

First Name Middle Name Last Name
Name of the legal Guardian [ [ [ T [ [ [ [ [ [ [ [] CITTTTTITTTITIT] CITTTTTTTTITIT]
Address [T I T T I PPPPPPP I PPPTPTPT I P T P TPTITTITIT]
LIT I T I T PP I T PP TP P TPT I T I P T I TITIITITITT]
City/Talukal [ [ [ T [T [ T[T T [ [ |Districl [ T [T TT[TTT[] Stael [[TITTTTTTTITT]
PnCode [ [ [ [ [ [ ] STDcode ([ [ [ [ [ ] PhoreNo. [ T T TTT T[] MobieNo [ TTTTT[T[T[T]
DateofBirth [ [ [ T T T [ [ ] Sex [ |Male [ ]Female EmaiIID‘ ‘

|/ We hereby declare and warrant the truth of the foregoing particulars in every respect. | /We agree that if | \We have made or shall make false or untrue statement, suppression or concealment,
my/our right to compensation shall be forfeited.

|/We also hereby declare that | am/we are accepting the amount in full discharge of your obligations under the policy to the Insured Person and /or his/her legal heirs. |iwe will hold you indemnified
in the event of any claim under this policy being made against you by any other person or persons.

Date: | [ [ [ [T [ 1] Signature of Nominee / Legal Guardian:

Pace: [ [ T T T TTTITTTTTTT1] Name of Nominee / Legal Guardian:

Toll free: 1-800-22-4030. Helpline: 022-26748600. Email: contactclai universalsompo.com
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