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General Insurance  yaqassRAGIHmMEEIAYAN | GROUP PERSONAL ACCIDENT N
{UUUSSIBSIIR 0N | CLAIM FORM

NRUQNISNNUINS UeURNfISNNUIAE

Policyholder Policy Number

ByPMAMSINUIMNTSURIBIAWYST? [] Yes UG lgRanANGS

Has the premium been paid? ] No 8ssisuss | Expiry Date

fUNMRAMSINUINe (Fse O e O S

Insured Member Name Gender Male Female

nogE [] Swwnfia [ gasaiesiguugasuasSoniia

Age Employee Dependant of Employee

tuegiaiys OHE ORI

Contact No. Email

(HASITNIR ARSI N TSR ANRNUSNMAIVU SR (U.60.60) UABUISMSINUIMAMIgMis)a ymanmegjiis)a
y[s? Is the claimant entitled to make a claim from the National Social Security Fund (NSSF), or other insurance
companies, or other parties? [] ©1s Yes [Jts No

gAlsnUMWiKUMIyas
Injured body parts

MU S {meTIAs satgui{m:mn Place of Accidents
Date of Accident
uRamng:

Time of Accident

B UNUSHY NGRS enwiRam:ma/Please describe how the accident happened:

cun:u§sensj/aSa Name of Hospital / Clinics

MEWS Addresss

cunssRUaianpmysEuadasma Attending Doctor/Surgeon’s Names

(uegsalf Contact Numbers | ansisssis(g8a Emails

R0NUMYUUSISO{naIGmES/Payment by cheque should be issued to:
] wwnfiamsiivuss/ Insured Member Name  [[] gasgausiausuasScanfia(ssanmin)/Employee’s Beneficiary (Death)

[ yasuanesspivsi/Policyholder [] sAsgnuai§iisas/Authorized Person
[] msigsimamenRsimsgi{gyn/Local Bank Transfer tunsESIMI/Bank Name:
tun:AannS/Account Name: tueanns§/Account No.:

EMUBgOmManstan ubeagiinssaoyk PRislansguaRMSIING G YHASSURURUENUIVRISINRE)
EMUGSaIgISmIgsiaainni [UasiiynsguaAInNUMEAsgUREHS M)

Please attach a copy of the national ID card or passport if the payee is the Employee or Employee’s Beneficiary.)
Please attach a Letter of Authorization of Claim Payment if the payee is the Authorized Person)

g

—_— o~ —~ —

§AmASIHSIRINNNASU Total Claimed Amounts

gilumygAImsSMINUM ussnRduRae giluminmunaennisuaNSPNUNS: iwmsmuianivgngam
ywiddis mwanuprnssgmusiwmiigau ymstinansiBsiiasnwimasisiw  Awagsumaniiansizudmmibivous
ssAmmitia iwe/edRimsanamuismsamywizumansSumisisssaianics: s

I/We the insured do solemnly and sincerely declare that I/we have complied with the conditions of the policy and have
not deliberately caused the said loss or damage to get benefits thereby by fraud or willful misrepresentation, and that
the information shown on this form is true and that I/we have not hidden any information relating to this claim.

WNFIUI R AM SINUIR/MAMON T /EASGURN Insured Member/Guardian/Beneficiary’s Signature

tun: Name muiigs Date
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