
g-{r{&gtu ge*{uoEqftftfres
UNITED INDIA INSURANCE GOMPANY LIMITED

(v{Iclnuf ffu frrm ff r5mo oq61 / (A Subsidiary of ceneral tnsurance corporation of tndia)
.i#gaGmncorqfds: 2a arq.cw *s, ffi - 600 014 Regd. & Head Office :24, Whites Road, chennai600 0,14

e}ffqorqkq,sEEr+Er{{dfoti'e, w5-302015 Regional Office : sahara chambers, Tonk Road, Jaipur.302015

(sqrnrdo)riorr**o**-ffi H*ffi HiIHSffi ****-nam-orift ri,rda.g-
qqrurqd, +€-ffirrtrF-b-cqRE\n)gftro.iwrtberud-er4ftcr efl(ffisHddidka.rfrti)?cqTsrab{s
sTd o\ dqT qiftr$ ii erA orqfdq C r6a c}u {fu r )

_ . .Jaipur Regional Office (Personal Accident lnsurance - Claimants Statement)
(The issue of this form does not constitute admission of liability. Please return this form duly completed todetherwith Death
Certificate form the Hospital of the MedicalAttendant, Post Mortem Certificate and Police Panchanama, iflny, should three
be delay in obtaining any forms, kindly return thisclaim formfirsttothe Officewhich issued the policy. )

EITIT S€qI / Claim No. ffqrqfrffdwr/ poticy No.

(o) srlqx oT fn qrq (cf, t 0rB'6 d dr ssh
ilq fttuc)

(a) Name of Claimant in full. (lf more than one,
state names of all)

(te) sro 6r Tn qdr

(b) Full PostalAddress
(.r) Tdo At wter qriEn oT sItrFeI

Relationship of Claimant with the deceased

ft-s rox b fii (ergea) h 3r;ilrid srlqr r6cq{ qsr
s-dr {6r tr
State nature of title under which Claimant is claiming
the amount.

gfctr d Ac en fui ri qfik or h-aqq
Particulars of the lnsured Pelson who died in the Accident

1. (o)

(a)

(e')
(b)
('I)

2.

3. (6) rTq (WT)

(a) Name (in full)
(e) eiffiq sTfuqT qdT

(b) Last full postal address
(q) 3ifdq @-{srq/deTr
(c) Last Occupation
(s) gd.{bqqqeng
(d) Age at the time of the accident

(o)
(a)
(u)
(b)
(q)
(c)
(s.)
(d)

(o)
(a)
(s)
(b)

('T)
(c)

4 (q)
(a)
(u')
(b)

('T)
(c)

Sd'f,rT os g{ ? (f,rts sflr sS sqq t)
V\hen did the accident happen ? (Give date and exact time)

gd-+toEf g{ ?
Where did the accident happen ?

gde+ ot gtt ftowr, or<ol npn er.ft slii fr qnmrti {frc
Give full description of the accident, its cause and
injuries sustained.
orfto, n"rq etr wn-cq-dTq g{
State date, time and place on death

dqTi fr gd-.rT fr qsrr oq fiifr oi{ frFsS ?
On what date did the claimant receive information in
regard to the accident and from whom ?

(q)
(d)

(q)
(d)



6. gd-nb vreftd qfui il crq3ft cd dfrq
Give the name and address of two persons who witnessed the
accident.

7. au gao <Ra gt'r+ b cqq 1$ qrf}-ffsT3ri t g+a wr
qR'€ dr WT ft-flor dftNr
Was the deceased free from inllmity at the time of accident
lf not, given particulars.

+ar gdo gd--{ } qrq ffS qr arrs & ca) ii era
Was the deceased under the influence of drugs of drink at
the time of the accident?

+qr Srifl a) Xuf fieare t fu f.S iitff gd-n d d'
e{ tz
ls the claimant satisfied that the death was directly due
to the accident.

q+d mqet{GOfr\ 
'

Give the names and addresses of.

3rskird, w-trr 55 or fi{.r du v-d 5+o or $'cn b
qr< {drq fusT rqr r

The Hospital, Clinic or Nursing Home where the deceased

was treated afler the accident.

frfrF-<rolwUr w-*ri gden b qrs Tdm or erqn lhqrr
The Physician/Surgeon who attended on the deceased
after the accident.

s€cET sqfl Frqfr-d fufuffio, qR ot{ d r

His regular Physician if any.

+or Aao i oi{.d{ gt'-c{r (datl * zE{qrqr ea? qR Ei, fr)

flqr 6{i qrd/qraf or fl"q 3{t{ Erar fr rS rTfiT/rrfM ftfu\r
Did the deceased have any otherAccident Insurance of his life?
lf so, state the name of the insurer/s and amounvs claimed.

d/$ *fron a,ci t sir BIRa o{d d tu sqtf,d qqii } r+qt sf,r qW 3ir er ge i\ FS dr
lA/Ve hereby affirm and declare that the answers to all the above questions are full and true in every respect.

*qtt/Ptace

er{lu/ oate

(o)

(a)

(e)
(b)

(o)

(a)

(e.)
(b)

(T)

(c)

(q)

(c)

(q)
(d)

(i)

(iD

(iii)

8.

.t4tE/wtnesses

1 . 5wttt/Signature

clq/Name

rot/Address

2. Et<fiqfl/Signature

qrq/Name

rot/Address

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

qra-qnbErdre,fl
Signature of Claimant


