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(ACCIDENT CLAIM FORM /ILLNESS CLAIM FORM)
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Policy No.
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Name of Claimant
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Age Tel.
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Name of Person Insured
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Age Tel.

iag)
Address

ANUFUWUS
Relationship
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Name of Employer
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Business
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Occupation and Duty of Person Insured in detail
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Date of Accident
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Place of Accidental
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Time of Accident
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Describe Accident in Detail
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Are you making any other Insurance or Compensation Claim as a result | Name of Company
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If so From To
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Exact Conveyance (State Name of Train, Bus, Airline, Flight number, ETC.)

Describe Injury
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Attending Doctor
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Doctor’s Address
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If Hospitalized, Give Name and Address of Hospital
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Totally and Absolutely Disabled
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Partially Disabled
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Confined to Hospital
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AUTHORIZATION

I hereby authorize any hospital, physician, or other person who has attended or examined me, to furnish to the
company, or its authorized representative, any and all information with respect to any illness or injury, medical history,
consultation, prescriptions or treatment, and copies of all hospital or medical records, a photo static copy of this
authorization shall be considered as effective and valid as the original

aredupiianiszAudy

ananduuaasiizansas/Wuratiu

INSURED'S SIGNATURE CLAIMANT'S SIGNATURE
AN avUH

SIGN HERE SIGN HERE
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