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DARA INSURANCE PLC.

(RSTRT R ARSI RNCHTB LRV LRRBICH FRIIRVERS
NOTICE OF CLAIM UNDER PERSONAL ACCIDENT POLICY

finnAatna: misomephivuusis:Esivsmmis gugnRiuAYT e 9
shivuusis:piadnmemsiamivm Shuamgsvagiv]sidain
N.B. The issue of this Form is not an admission of liability by the Company.

This Form must be fully completed and returned to the Company.

IUeURNISNDUIR:
Policy No.:

ORI EE
Claim No.:

Aansugnruagapinsmshii / DETAILS OF INSURED

LI HAGIm S MUk

Name of Insured

|

|

2. wRSsENAGSh |
Address ‘
|

|

3. {iB
E-mail address

AANSUFATUAGSIHI{M:/ DETAILS OF INJURED

1. I HATRIYRS :‘ ‘ ‘ ‘ ‘
Name of Injured Person

2. WS §NAGSH
Address

[ | ]
[ | ]
[ | ]
1]
1]
3. iveHENANGRY / iueigaghing |
IDNo. / Passport No. ' ‘ ‘ ‘

4. 0y / Age : Dj @/ Years 1A¢ / Sex: D U / Male DU{?/Female

HEEEEEEEEEEREEEN

SO0 / Time:

5. Y8IUl/ Occupation

HEEEEEE

6. MUUTIGEIM: DA T T
Date of Accident

7. EakimegA JEEEEEN

HEREEER

HEREEER

Place of Accident

8. ifuntgadfnguig
imehAmSIAaIgi

Describe in detail how the
accident occurred
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State what you were doing at
time of accident

10. untugadimiye
Rugrmsegu

Describe in detail the injury
suffered by you

11. s SR WISV AUANAMY
msumsinAEAIFugingg

Name and Address of any
Person who sent you to Hospital

12. 1 UMW SIUUANAMY
asidmingminnigm:thas:
Name and Address of any

Person who witnessed the
accident

13. 1 SRR WA SIURI{AING IR
DSONNUUUAHAM DA
Name and Address of Medical

Practitioner who attended to you
after the accident

14. IRHANSEGUMSAIANRIFYU]S
montigkig)amAadsSamik
yeuissiniyse 2 1051g: ysunnA
Are you entitled to receive

compensation from any other
Insurers in respect of this

injury?
If so, please state

fi) IRt SMN Uk
a) Name of Insurance

Company

2) GssHAFInSMN Uk

b) Amount you are insured for

MuuTige / Date :

MIMHNN / DECLARATION

ifhsyumanmiatidansaidis: Aiamatisiadpvigmodinaiiwhnsisnsampinsunaaiiig 4
I/We hereby declare the foregoing particulars to be true in every aspect and that no information has been suppressed.

NRIIUHAEIM SR ([av)s simoHsiasms)
Signature of Insured (company chop where applicable)
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Maost Trusted Partner
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MEDICAL CERTIFICATE

gAnERIANARTASgUNSTENUSUERTRIMY Aganatg g an(ifvmsgud 9 mingjpinsigainmepiivousimusupis: 4
The Claimant must obtain at his own expense the following certificate from a registered Medical Practitioner. The Medical Practitioner
is requested to complete in detail this Certificate.

1. IUDHARIYN
ieHgantan /e lenghins

Name of Injured Person
IDNo. / Passport No.:

F)

2. muTigestniyhidugnmsapmuisimsgamkiga phaiihigausia
ugmisAnpmu

The date you first attended to the injured person in respect of
the injuries sustained

3. RIUVIRNEINSUSMINNMU NSMAUUDREWIm:ha Joikums
untisiégs s isephivuueisdime ?

Are the injuries sustained consistent with the Accident as
described on the previous pages of this form?

4. REAURIANRIRUTAMUEATIEDHANRINIS: [HinSVAE
wnwiiam '
Ai) 1ARiliA
3) 1sighg: B D e,

How long the claimant has been confined as a result of the
accident above referred to

(a) To his bed

(b) To his house

B @

5. ddnsugalsmudigaiiuuamusafgmegars:
Full particulars of injuries caused by the accident

6. OWARgS: EANENINANRKHINS Yinumsimiia Mvamuey:
mugaigaamywisnimw yiinmyw ihwdsAafiyuuama 910
USMIG BUENAMURNAAN: UMD
Whether claimant is now or was at the time of the accident

suffering from any physical defect or illness irrespective of his
injuries. If so please state nature thereof.

7. wasiislinupanbip yahyg: sfmasmisiiavgupapinut
nam?

If still confined to bed or house, probable further period he will
be so confined?

8. n)duAeuRITnnhms yRhginmidapuhimidingyeing wama
goitumsuinmisiéiysissiphivuvgis:

a

2) igARuIAniMS yShpiimuthwigag:isnamwimibingye
it isamagoituasuinmisié fiysissphivvueis:

a) To what extent the Claimant has been or will be totally
disabled from following his occupation as shown on the
previous page of this form.

b) To what extent the Claimant has been or will be partially
disabled from following his occupation as shown on the
previous page of this form.
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9. tiARgis: gAnuRIRIANY Anhin(uaumding yysisnuRmAtng
amiRi 2
Whether the Claimant is now attending to his business or
occupation in anyway?

MUUTIGS / Date :

it g yuugARsh Aan s kit iahfut
I hereby certify the foregoing statements are correct

NEIU2Y / Signature

HWNS$NAESH / Address

AONEY]R / Qualifications
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