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PERSONAL ACCIDENT INSURANCE CLAIM FORM

ity - PR bR ARG IR LT HTED
It is important that a complete answer be given to every question. If insuffi
continue on a separate sheet.

o

cient space is provided for your answer, please

A A H 455 4 Insured or Policyholder

-5 %% Policy No. :

2 Z Full Name :

5 Bt Address :

& 3% TelNo. :

% & Injured Person

£ # Age !

2 Z FullName :

B, i ¥+ Bt Private Address :

v
& 3% TelNo. :

1 iF# H Business Address :

% 3% TelNo. :
% % Employment / Occupation :
& ‘P2 Accident
P 8 Date PR Time ¢ [] = am [JT-= pm
3+ 2L Place :

A ]
State fully what happened :

XA D Al A
What was the Injured Person doing at the time?




% % 2 m Injury orlliness

F L
Nature of Injury or illness
o EE O AR IR R R BB AT 0B 2

Has he previously suffered from an injury to the same part or a similar illness? [] —E\yes [ ]Z No

4o 8o At Ifyes, give details

BEF SEBRAAERT 1 FARE?
How long has been disabled from engaging in or attending to his usual employment or occupation as a result of the injury or illness?
(@) % > i1 i® TOTALLY J&_From 3 To

(b) #%4 e % 1 iFsc 4 PARTIALLY FE_From i To

LiehEhFA LA e
Name and Address of the Doctor attending the injured person

;2%5 42703 ﬁ g F %5 4 ?1s he the injured persons usual doctor? [ |%_ Yes [ ]& No

#m  Declaration

B LT S TET AT S AT R P
|/ We declare that these particulars are true to the best of my / our knowledge and belief.

byt IR L
Injured person’s signature Insured’s signature

£ i3 FE5LES 1D No. £ (> SEHLES 1D No.
P 3 Date P #P Date

7Zf# Notes : '
s FARLEd RS RPN L FFED o
It is important that the Medical Report opposite should be completed by a fully qualified and registered medical practitioner.

- R AFFRRBA AR R G R 6 |
If you are claiming for reimbursement of medical or other expenses full details and documentary evidence must be provided.

v o R EEIMT A 5 G e RF A ek o
Official Medical Receipt must be printed by S.A.M. must be provided.
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Medical Report

ARt
Name of Patient

BAAEARGTA LR
T ?

From what injuries or illness is the Patient
now suffering?

EH AP S - sk
B 2R ffﬁs?

When were you first consulted for these
injuries or illness?

E‘—**F""A i L E R

engaging in or attending to his usual
employment or occupation as a result of
these injuries or illnesses?

% 2% 1 1% Totally

T x
from to
WA &4 1 fEa 4 Partially
T a
from to

K& \!:\.&F‘ «E'%é}?( /E g ;IF$ é?
How much longer do you conS|der such
disablement will continue?

% 2% 1 1% Totally

244

JE_ L
from to
WA &4 1 (TR 4 Partially
s i
from to

ff‘ﬁ?—ﬁ“ﬁffi"‘lm #* Fa

Has the Patient any other disease or physical

defect?

#5

a) #; ﬁ,ﬁ«&m? ?

b) H B 2 2 L ik Kadt s 4 B
?;EL‘E???’); 54

O % Yes O 2% No

If Yes,
a) Whatis the nature?

b) To what extent may recovery be affected thereby?

?i%%lﬁi‘
ignature & Chop:

B
Address:

FAOMPE
gualification:
p
Date:
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