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APPLICATION FOR CLAIM IN GROUP PERSONAL | File No.
ACCIDENT INSURANCE SCHEME Claim No.
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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

Details of the Insured (m.d 62Q6ows @R836S NilaiEERKE)
1. Name of the Insured (2213 & a@weNs CRSINS Gald)

2. Official Designation of the Insured (.23 ®alPeONS @RBINS 2EEONEAID)
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3. Official Address of the Insured (ad-a1d e awews crRE3ns BOEaPRGle: eacdallenavo)

HEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

AEEEEESEEEEEEEEEEEEEEEEEEEEEEEEEEn

AEEEEESEEEEEEEEEEEEEEEEEEEEEEEEEEE
|| HEEEEE

Pin Code. (afladeesons) Phone No. (ea0o6m cmod) eMail ID (o203 afleoavo)

HEN LI LT |

4. Name of the Claimant (epea1o@e:0q3 Gald)

Residential Address of the Claimant (@peaiopeonqd eacdailanavo)

hd

House Name, Place, Post Office & District (ollsgeals; aunero, Gaioqy’ soaflas’ & silor)
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Pin Code. (afladessons) Phone No. (sn06m cmoid)

| | | | cr!u(ﬁ) | lMail ID (s002w3)08 ofledave)
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Mobile No. (anoas;emmzli ™
6. Date, Time & Place of Accident (@eai®so msan GSlep@s], avamo & manelo)

Date (oSlwi) Time (avawo)

Place (auoeio)

7. Full Description of the Accident (@paissoniengg ollwec allaesndd). Please attach separate sheet, if required

| | Awem

8. Details of Injury and Treatment in case of no-fatal accident (@paieso agaragamow «Idlengeagnswgo aidlql ofleforag
oswzo ollaieanagd). Please attach separate sheet, if required
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9. Details of any other insurance policy covering the Insured Person against Personal Accident
(@aaozu(& & aPOANF QSO Es alaInleIgenEoniezan Ag GRald:S LAY Galodhale:836s oj]Qlcaamoa)

Name of Policy (ganoglaiages eas)

Name of Company (sm.gjomas’ emiasoges ead)
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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 [ 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 (ea@d (umsimoailsilsges @o@ERMB 1gdaR20W3e AVMI20OEMADIo
OAG|OASIEOMEBMOW  laIe@RWE  8aNgo @A  Adgslad  adlange aoggealgflsloaimge @@mo@d (el
MmON] 9I3@08BIANEBMONSONO,  HMQOWEMO GalSEAD GRHW AAIEBRIS MTBG:IANMZo AMQIEBRUIG A0 9IFHAWIENIANTZo

DABAIOMAS” AN DRWIo AB|EMIENIANMI|MDZ WLSWWOSNIHNAAD QAN AV BRoUS| G| EnZEo @m@gc‘mg)

PIace (aunaio) = vuveiieiii e N e 1T 1 (S
Date (aSla) : ...... [ocii.. /20...... Name of Claimant: ...........c.cooiiiiiiiiiiiiiiiie,

Name, Address & Signature of Witness (qvossileegns alogo, dacdaiaoaaige 6aigo)

Countersigned by the COIltI'OHing Officer/Head of Office of the Insured (@aﬂagurﬁ OaAPHAF QAUSOIWINS GALIZEFHONMNNYS @Qoelo:ﬁ”)

Signature e

Name e

Place (qunmio) & .viviniiiiiie e Designation :......cooooiiiiiiiiii

Date (ofl@@) : ...... /N /20...... (Office Seal) Office L e
[ ®

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
firom the Medical Board, (c). Police Documents (if Police case registered) and (d). Proof regarding the remittance of premium in
Savour 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



