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ACCIDENT INSURANCE SCHEME ClaimNo. & o
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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 ol tenigmotnt 10 admission of liability by the Department

Details of the Insured (D@8 exg2as aya;es alaamd)

1. Name of the Insured (gad-ajd & oiposs GHREIOS 3ald)
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2 Official Designation of the Insured (@ad-ed SoKpONE BDEIOS FEAONBIB )
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3 Official Address of the Insured (@od-aid &21pas RIS SUERI sawdallerxive )
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Pin Code. {-fobamacd’) Phonie No. {saomd coomd eMail 1D (moouiod cwon.)
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f the Claimant {ozuons0) olnedd)

Betails o
4. Name of the Claimant (@eea1spaaxg GoiB)
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5. Residential Address of the Claimant (mesusaaedd aaciailersave)
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Pretails of Accident (@Rais:So eeuMblal ol ruswemid)

6. Date; Time & Place of Accident (m@aseso cosan oiepoi, (wags & auelo)

Date (o) Time (aams) :
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Place (ouons)
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7. Full Description of the Accident (@euasaciog dkea clsaascd). Please attach separate sheet, if required

8. Details of Injury and Treatment in case of no-fatal accident (@pamse 23812MED K EOFHEDSIDTo ol g el afonmg
oamge ollakeancd). Please attach separate sheet, if required
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9 Details of any other insurance policy covering the In
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Declaration { @i
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 hereby declare that the
Department which ought to

forego
have been disclosed and I a
tion that the Department may
untruly,
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my right to compensation shall be forfeit
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ing statement are true in

require, make any false or fraudulent statumen

I have not concealed from the
have made or shall in any further declara-
{ of suppress, conceal or aver
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PLACE (QUito) © «osvorsrermsrynessessn st L
Date (oflapall) © -+ S 20...... Name of CIRIMANL D ..vvveromsrrssermsrsrmismemene o
Name, Address & Signature of Witness (moodieges Saiage, aaodalenmas Bigo)
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2. ...............................................................
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Signature
Name
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....................................................

....................................................

F
Documents to be Attached
I. In the case of an accident not involving death of the member : Attested capies of (a). Medical Records, (b). Disability Certificate

from the Medical Board, (c). Police Documents
favour of th
2. 1n the case of an accident involving death of

ble, (b). Mahazar from Police Department, (c).
of premium in favour

e member to the GPALS Head of Account
the member :

Death Certificate, {d).
of the member to the GPAIS Head of Account and Form

{if Police case registered) and (d). Proof regarding the remittance of premium in

from Police Deparim ent wherever aﬁpﬁm—
Postmortem Report, (e} and Proof regarding the remittance
No. I (Nomination Form) in original

Attested copies of (a). FIR
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SHEEJAMOL. M.K
Section Officer
Finance Department
Gout. Secretariat, Tupm.




