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Jaipur Regional Office (Personal Accident Insurance - Claimants Statement)
(The issue of this form does not constitute admission of liability. Please return this form duly completed together with Death
Certificate form the Hospital of the Medical Attendant, Post Mortem Certificate and Police Panchanama, if any, should three
be delay in obtaining any forms, kindly return this claim form first to the Office which issued the policy. )

a7 uTferdt W1/ Policy No.

14T WEAT / Claim No.

1. (@) GHSR &1 QR M (Wb I s & af 99h ()
T forRan)
(@)  Name of Claimant in full. (If more than one, (a)
state names of all)
(@) s &1 9 aar (@)
(b)  Full Postal Address (b)
(71) TP & AT AR BT FEEE ()
(c) Relationship of Claimant with the deceased (c)
2. 59 UBR & I (TSed) & IRd GAGR BT W S[T
ST & 2
State nature of title under which Claimant is claiming
the amount.
gefe & ga w1 53 T eafa @1 Ravo
Particulars of the Insured Person who died in the Accident
3. (@) W (W) ()
(@) Name (in full) (a)
(@) oifaw grfhar gar (@)
(b) Last full postal address (b)
(m)  oifom g /gen (m)
(c) Last Occupation (c)
(&) GefeT & o 3y (%)
(d) Age at the time of the accident (d)
4 (@) e ae g ? (i oIk wE w9 <) (%)
(a)  When did the accident happen ? (Give date and exact time) (a)
(W)  gee el &8 » (=)
(b)  Where did the accident happen ? (b)
(1) e &1 g1 R, SR e oRft Al & Eert SR | ()
(c)  Give full description of the accident, its cause and | (c)
injuries sustained.
(o) darNE, @ SR I ST 5 6 (=)
(d)  State date, time and place on death (d)
5. QAR &I GefeAT it FeT by et iR et ?
On what date did the claimant receive information in
regard to the accident and from whom ?




6. gHeT & Wl Q el & 71 ik T AR

Give the name and address of two persons who witnessed the

accident.
7. (&) @Y Aiad Qe & aag gt @n-dieid | ged ar? | ()

e 78 @ @1 R Qo

(a) Was the deceased free from infimity at the time of accident| (a)
If not, given particulars.

(@) o1 g gele & FH 3Ny a1 IR & A9 F or? (@)

(b)  Was the deceased under the influence of drugs of drink at | (b)
the time of the accident?

(1) @ SEGR I g faear € i gy el geem | & ()
L

() Isthe claimant satisfied that the death was directly due (c)
to the accident.

(a) ST A R ud QIR

(d)  Give the names and addresses of.

()  IRUAI, SUFR g AT ARIT g T8l qoieh &l gelem &b | 1
g1 getrst fepar )
The Hospital, Clinic or Nursing Home where the deceased
was treated after the accident.

iy fecaes /aiT RRm gEe & 915 gos @1 SwER fear | 2
The Physician/Surgeon who attended on the deceased
after the accident.

(i) S e Frfe fafeeas, ot 1 &l 3

His regular Physician if any.

8. U g% 7 3R P gre (Sha) v dawn an? Al &, @
a1 B g1t /arel @1 A @R grar Y et /T oyl

Did the deceased have any other Accident Insurance of his life?
If so, state the name of the insurer/s and amount/s claimed.

i /gn weR R € iR OIfd avd & 5 SRed mel & ot e wrgef ofk &R gfe @ W €

I/We hereby affirm and declare that the answers to all the above questions are full and true in every respect.

T / Place
aNRg/ Date

918 / Witnesses

1. &8’/ Signature
A1 /Name
UdlT/ Address

2. &R/ Signature
a1 /Name
UaT/Address

+JRO./Job No. 280 / 50 Pads (1x50) 1/13 Harihar

TSR & EEITER

Signature of Claimant



