@ L&T Insurance

my:health Group Personal Accident Insurance Claim Form

Important:
Please fill the form in BLOCK LETTERS. All details with* are mandatory.

Please answer allthe questions completely. If a particular question is not applicable to you and/or your business please mark that question as not applicable “N/A".
Kindly contact the Company's Office or Agent for any doubts or clarifications on the claim form.

= W e e

Issuance of this form is not an admission of liability or a waiver of the terms, conditions and exceptions of the insurance contract.

PolicyNos || | 1 | | [ 1 | | | | | |CertficateNos| | | | | | | |clamNe: | | | | | |

Name of the Insured (Group Name/Corporate Name) : | FIJIRISIT| | | | | IMJI|D|DJLJE] | | [L|A|S T |

() PERSONAL DETAILS
NAME (In block letters)*:

ainswed [F | (| RYSYTY | | | ) g | | | MJIDYDYLIE) | ) g ) g ) qgAs)T]

b) Claimant l L1 ] Ll L] | ¢) Relationship (if Insured and claimant are different) L 1 1 L L1 | |
N R N N N N N R N O I B A A B B I B B B B B N B B A B B B B B
ay [ Sete| || g

OCCUPaTi0ﬂ1|II|||I||II||||A993|_I_J

(I1) DETAILS OF ACCIDENT

Date*: |[D | D|M|M|Y]Y]Y] | Tme*: |[H|H | : [M|M I
Place and Location (Full Address)*: [ e |
Cause description of accident*: | | | |\ | | | | | 0 0 00

(1) DETAILS OF INJURIES

Specify Injured Parts of Body. If injury sustained in eye or limb, please specify left or right : Lol |

(IV) WITNESSES

NAME (Inblockleters)": | £ ) | | RS T) | | | | | |M]IDyDJLIE) |y 1111y ) qtiAls)T]
e T T T T A A A M B B B B B
S O I O T O B B B 1.1 R A B A

(V) TREATMENT DETAILS
e Attending/treating Doctor
Name1|‘:| LA L O I e I A ) I B I‘If"*lf“l'|

Address| | ) ) ) g g g g g g g g [PRoneNos| oy oy gy gy
e Family Doctor

Name: | F | IR USIT | | | | | | | qMIUDIDILIE] | | | | | | | | | | [L{A|S|T]

Addressi | | | | | 0100 q g g g g | PhemeNoc| oy oy gy g

e Hospital(s)

Name: I‘l'l'“ili“["l Y O o I I = I S I lll’\lf—*l‘"‘

address:| | g g JPeeNes| gy g gy
(V1) CONTACT DETAILS — where and when can our representative may visit you, if necessary.*

Addresswhere valibles | ) ) ) g ) g oy g g g g | Preneos| ) )y gy gy |
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@ L&T Insurance

(VII) Please indicate the appropriate section under which you are claiming along with the amount*

Coverage Amount (Rs.)

Total Temporary Disablement

Permanent Total Disablement

Permanent Partial Disablement

Accidental Death

Add on covers 1)

2)

3)

(VII1) PERIOD OF DISABILITY - applicable for claim under Temporary total disability*(The period should be the actual days when fully confined to bed on Medical Advice)

From [0 ) oy mymyv vy vyv] To[ojojmimivyvivv]

(XI) PAST INSURANCE HISTORY*
e Have you made any claims in the past ? El YES I:' NO

o If YES, please give details including accident and Insurance details

Name of Insurance co. Policy no. Capital Sum Insured Nature of claim Status of the claim

(X) Are you currently insured under any other Policy?* |:| YES |:| NO

o If YES, please give full details

Name of Insurance co. | Policy no. Capital Sum Insured Details of claim lodged Status of the claim

(X1) Have the Police Authorities been informed of this accident? If yes, please specify the name of the Police station and the FIR

I/We hereby declare that the foregoing statements made by me/us are true in all respects, that [/We have not attempted to conceal from the Company
anything with which it ought to be made acquainted and that if I/'We have made or in any further declaration the Company may require shall make any false
or fraudulent statement or untrue averment whatever, the policy shall be void and my/our right to compensation forfeited. | /We are willing if required, to
make and provide to the company a statutory declaration of the whole of the foregoing statement or of any other statement made in connection with this
claim

Date:

Place:

Signature of the Insured/Insured Person
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@ L&T Insurance

ATTENDING PHYSICIAN'S STATEMENT

PLEASE ANSWER ALL QUESTIONS

1.

2.

10.

NameOfthelnjuredPerson:| [1IR]S|T| | | | [MJI|DJDJLJE}] | | | |LJA|S] | Age:LlJ

Nature of the Accident and Details of Injuries sustained. Please specify the parts of the body. If injury sustained in eye or limb, specify left or right.
||||I||I||||||||||||||I||||||I||||

Does the Cause of Accident as stated by the Claimant tally with the Injuries noticed by you?

||I||||I||||I|||||||I||||||I||||||

Are the Injuries solely due to the accident or traceable to any previous injuries/ disease/ infirmities?

| AN I Y I S ) ([ [ [ I I O A O |
Was the Injured Person suffering from any disease or injury which may have contributed to the accident or likely to aggravate his condition.
I AN I Y I S I [ I I N O O I I

Was Injured Person under the influence of intoxicants or drugs at the time of accident ?

R R R B A B A B A R R A A A A A R e

Was the Injured Person hospitalized? If so for what period?

From: [ 0 oMMy v vy v] T [ojojmimyy vy vy

Details of treatment and Operations (if any) performed

I I I S N A s A A IS N ) T

Give all dates of treatment:
Home: From:l |DIMIM|Y]| Y] l'l TO:’ |DIM] l‘l'l“l‘l

CIinic/Hospital:From:‘ | D|M|M] I'I\'l"‘ To:|~| | |'|‘~'|'|‘|“|

Please fill one of the following to indicate the nature of the disability.

Nature of disability as per the attending doctor Please specify against the appropriate nature of disability

Total Temporary Disablement

Permanent Total Disablement

Permanent Partial Disablement

. In case of Temporary Total disability how long was or will the claimant be totally disabled from current occupation?

from: | D | D ymmv v viy| To|pjoymimivivyv)
Doctor's Name:
Regn No.: Doctor's Signature
Address : Date:
Toll Free Number Website SMS
1800-209-5846 (1800-209-LTIN) @ www.ltinsurance.com Q ‘LTI’ to 5607058 (56070LT)

my:health Group Personal Accident Insurance UIN: IRDA/NL-HLT/L&TGI/P-H/V.1/307/13-14
L&T Insurance is the brand of L&T General Insurance Company Limited Registered Office: L&T House, N.M. Marg, Ballard Estate, Mumbai - 400001 3/3
Insurance is the subject matter of solicitation. [IRDA Reg. No. 146. CIN No. U66030MH2007PLC177117



