
  

Pn]nFsF kvIoanÂ \n¶pÅ s¢bnan\pÅ At]£ 

FOR OFFICE USE ONLY 

Inward No. : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

File  No.  : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Claim No.  : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

APPLICATION FOR CLAIM IN GROUP PERSONAL 
ACCIDENT INSURANCE SCHEME 

1.   Name of the Insured (C³jzÀ sN¿s¸« BfpsS t]cv) 

                                   

3.   Official Address of the Insured (C³jzÀ sN¿s¸« BfpsS HutZymKnI taÂhnemkw) 

                                   

                                   

                                   

                   

2.   Official Designation of the Insured (C³jzÀ sN¿s¸« BfpsS DtZymKt]cv) 
                                   

                                   

6.   Date, Time & Place of Accident (A]ISw \S¶ Xo¿Xn, kabw & Øew) 

7.   Full Description of the Accident (A]IS¯nsâ hniZ hnhc§Ä).  Please attach separate sheet, if required 

5.   Residential Address of the Claimant (At]£Isâ taÂhnemkw) 

House Name, Place, Post Office & District (ho«pt]cv, Øew, t]mÌv Hm^okv & PnÃ) 

                                   

                                   

                                   

                              

Mobile No. (samss_Â \¼À)              eMail ID (CsabnÂ hnemkw) 

             

Pin Code. (]n³tImUv)                 Phone No. (t^m¬ \¼À)                                                        eMail ID (CsabnÂ hnemkw) 

D D M M Y Y Y Y H H M M 

Details of the Insured (C³jzÀ sN¿s¸« BfpsS hnhc§Ä) 

Details of Accident (A]ISw kw_Ôn¨ hnhc§Ä) 

Pin Code. (]n³tImUv)             Phone No. (t^m¬ \¼À)                                                                Fax No. (^mIvkv \¼À) 

This Claim Form should be completed by the Insured Person or his/her eligible family member, as the case may be. Issue of this 
Claim Form does not tentamount to admission of liability by the Department 

4.   Name of the Claimant (At]£Isâ t]cv) 

                                   

Details of the Claimant (At]£Isâ hnhc§Ä) 

                                   

Date (Xo¿Xn)                                             Time (kabw)                        

                                                                                                   AM/PM 

8.   Details of Injury and Treatment in case of no-fatal accident (A]ISw aqeap­mb ]cn¡pIfpsSbpw e`n¨ NnInÕbp               
     sSbpw hnhc§Ä). Please attach separate sheet, if required 

                                   

Place (Øew) 
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9.   Details of any other insurance policy covering the Insured Person against Personal Accident 
      (C³jzÀ sN¿s¸« hyàn¡v \nehnep­mbncp¶ aäv A]IS C³jzd³kv t]mfnknIfpsS hnhc§Ä) 

Name of Policy (t]mfnknbpsS t]cv) 

Name of Company (C³jzd³kv I¼\nbpsS t]cv) 

Declaration (kXy{]kvXmh\) 

     I hereby declare that the foregoing statement are true in all respect and that I have not concealed from the 
Department which ought to have been disclosed and I agree that if I have made or shall in any further declara-
tion that the Department may require, make any false or fraudulent statement or suppress, conceal or aver 
untruly, my right to compensation shall be forfeit (taÂ {]kvXmhn¨n«pÅ Imcy§Ä ]qÀ®ambpw kXyamsW¶pw 
shfns¸Spt¯­Xmb hnhc§Ä H¶pw Xs¶ hIp¸nÂ \n¶pw ad¨psh¨n«nsÃ¶pw CXn\mÂ {]
kvXmhn¨psImÅp¶tXmsSm¸w,  sXämbtXm I]Stam Bb hnhc§Ä \ÂIp¶Xpw hnhc§Ä ad¨pshbv¡p¶Xpw 
C³jzd³kv hIp¸v s¢bnw \nckn¡p¶Xn\p CSbm¡psa¶ hkvXpX a\Ênem¡n AwKoIcn¡pIbpw sN¿p¶p) 

Place (Øew)  : ………………………………………………….                Signature  : …………..…...………...…………....
Date (Xo¿Xn) : ……/……/20……                                                 Name of Claimant : ………………….…………….……..

Name, Address & Signature of Witness (km£nIfpsS t]cpw, taÂhnemkhpw H¸pw) 

1.   ………………………………………………………………………………………………………………………    ………….…… 
2.   ………………………………………………………………………………………………………………………    ……….……… 

Countersigned by the Controlling Officer/Head of Office of the Insured (C³jzÀ sN¿s¸« hyànbpsS taeptZymKØsâ tasem¸v) 

Signature : ………….……………....…………..…... 
Name            : …………….…………..……….……….. 
Designation   : …….………………………....…..……... 
Office            : ………….…………………..……….….. 

Place (Øew)  : …………………………………… 
Date (Xo¿Xn) : ……/……/20……                               (Office Seal) 

Documents to be Attached 

1.   In the case of an accident not involving death of the member : Attested copies of (a). Medical Records, (b). Disability Certificate 
from the Medical Board, (c). Police Documents (if Police case registered) and (d). Proof regarding the remittance of premium in 
favour of the member to the GPAIS Head of Account  

2.   In the case of an accident involving death of the member : Attested copies of (a). FIR from Police Department wherever applica-
ble, (b). Mahazar from Police Department, (c). Death Certificate, (d). Postmortem Report, (e) and Proof regarding the remittance 
of premium in favour of the member to the GPAIS Head of Account and Form No. I (Nomination Form) in original  


