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g% UNITED INDIA INSURANCE CO. LTD.

I.  Coroner's Report (wherever necessary).

In case of Permanent Disability Claim-In addition to above documents (except Death
Certificate and Post Mortem Report).

m. Certificate from Civil Surgeon/Orthopedic Surgeon regarding the
Disability Percentage (%).

ADDRESS FOR CORRESPONDENCE:

UNITED INDIA INSURANCE CO. LTD.
DIVISIONAL OFFICE NO.1,

Gera Building, 77, Block No 403, 4™ floor,
Behind Ramwadi Police Chowky,

Near Bishop School, Pune Nagar Road,
Kalyaninagar, Pune-411 006.

Telephone No. :020 -26684041 / 42 / 43.

Fax No. : 020 -26684044.

Direct No. : 020 -26684045.

Mobile No. : 09767560022 / 09822800384.

Email ID : vggaikwad@uiic.co.in, kshira@uiic.co.in
V. G. Gaikwad

Sr. Divisional Manager
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DIVISIONAL OFFICE NO.1, Block No 403, 4* floor,Gera Building, 77,
Behind Ramwadi Octroi Post,Pune Nagar Road,
Pune 411 006



Risk Covered:

Sr.No. Table of Benefits Sum Insured
1 Accidental Death Only ¥ 50,000/-
2 Loss of two limbs, eyes or one limb or eye. ¥ 50,000/~
3 Loss of one limb or one eye. < 25,000/-
4 Permanent Total Disablement from injuries other than ¥ 50,000/-

those named above PTD.

5 Medical expenses arising out of accidental injuries due to Z 5000/-

‘| hospitalization.

Claim Procedure:
1. Immediate Intimation in writing to be given to policy issuing office address given
below. '
2. Claim form dully filled up in all respected and signed to be submitted along with
following papers .
a. Bonafide certificate from respective college mentioning Age, Permanent
Registration No. , Division of Student.

b. Admission Receipt.

c. Investigation report for confirmation of injury.

d. Medical / Hospital Bills corresponding to Doctor's prescription.
e. Medical form duly filled by attending Doctor.

f. Police Report (Wherever necessary).

In case of accidental Death Claim- In addition to above documents
g. Death Certificate.

. h. First Information Report(FIR) to police.

i. Police Panchnama and related police reports.
j.  Post Mortem Report.

k. Inquest Report (wherever necessary).

Behind Ramwadi Octroi Post,Pune Nagar Road,
Pune 411 006




4. UNITED INDIA INSURANCE CO. LTD.

s GSiTehe qUT T8 HATEH : 24 4 U, I=1 600 014
Regd. & Head Office : 24, Whites Road, CHENNAI - 600 014.

ST / IET St

Divisional /Branch Office

SAfeFaTTe geeAT ST - ZraeR foaror
Personal Accident Insurance - Claimant's Statement

(3@ g 1 Foefeet e ot w=fipfr & dee 78 & | e 0 oo 1 fafia s srerarer 3 Fafshear Saames & g o o, SreudiE gumr o3
afg 1§ &1 quT gfers T At HiE 2, F @ ) _

(The issue of this form does not constitute admission of liability. Please return this form duly completed together with
Death Certificate from the Hospital or the Medical Attendant, Post Mortem Certificate, if any and the Police Panchanama,
if any)

grar g&ar Claim No. : qiferft @& Policy No. :
1) (%) EER @AW (3 o & 30 &1, d wedt a1 9w fad) (o

(a) Name of claiment (in full) (If more than one, state names of all) (a)

(@) e (@)

(b) Address (b)

()  §A% % ATY FTEER FH HEY (m)

(c) Relationship of claimant with the deceased (c)

2) I FEET Fam e 3T AEER 9T FT e T

State nature of title under which claimant is claiming the amount

FUEAT ¥ O ST SATed T [erawur
Particulars of the Insured Person who died in the accident
%) (F) AN (%)
(a) Name (in full) . ; ~a)
(@) oifam qar (@)
(b) Lastaddress (b)
() FREW (m)
(c) Occupation . (c)
() gee o w1y (=)
(d) Age at the time of the accident (d)
4) (%) g F wA? (i aun 3 aw aan) (%)
(@) When did the accident happen? (give date and exact time) (a)
(@) g Fal o (@)
(b) Where did the accident happen (b)
() gefeaT ot qut foraTor &, gweRT e e ggs g8 | (m)
(c) Give full description of the accident, its cause (c)

and injuries sustained.

() feaie, a9 quT Hog 1 T4 Sar ()
(d) State date, time and place of death. (d)




5) few fmien st o Fore@ Sraere 1 gefeaT 3 dai & geT gT g7
On what date did the claimant receive information in regard
~ to the accident and from whom?
6)  gHe ¥ Taft 3t safeRAr F A AT ¥
Give the names and address of two persons who
witnessed the accident.
7)  (F) 1 gee ¥ na ok AT & ged o1, 3 T8 o e (=)
(@) Was the deceased free from infirmity at the time of accident? (a)
If Not, give particulars.
(@) a1 gEfeT & | gas garai 91 97 F TS F o7 | (@)
(b) Was the deceased under the influence of drugs (b)
or drink at the time of accident?
() = TR i feraTa & o geg o e R geeT o | (m)
(c) Is the claimant satisfied that the death was directly due to  (c)
the accident.
() ot 3 v e o v - _ (=)
(d) Give the names and addresses of : (d)
(i) ereqare, faerier a1 S9=—Te &1 AT STEf gae 1 ghe % (i)
e I SHIET 747 |
The Hospital, Clinic or Nursing Home where the deceased
was treated after the accident.
(ii) e Ffereasr / fafercass a1 am e gelen % a” qaw (i)
399K T |
The Physician / Surgeon who attended on the deceased
after the accident.
(iii) 3w Pl Fafsreas, afy #d ar (iii)
His regular Physician if any
8. HTHAF F SfiaH A s 37 grier gs oft, AR &, o iwrwat /o &
ATH YT grET 9T / 4 san : :
Did the deceased have any other Accident Insurance on his iife?
if, so, state the name of the insurer/s-and amount/s claimed.
% / &w e gfte qom sion awar § / # ¥ foh 3wdad it st ¥ st gt ot ot qen wer
|/ We hereby affirm and declare that the answers to all the above questions are full and true in every respect.
T / Place :
f&7i / Date :
TEER ¥ FEITET
- g1aft / Witnesses Signature of Claimant
1. g&mer / Signature
am / Name
gar / Address
g / Signature

am / Name
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UNITED INDIA INSURANCE CO. LTD.

(Subsidiary of General Insurance Corporation of India)
Regd. & Head Office - 24, Whites Road, Chennai - 600 014.

AT EEAT SHT graT W Personal Accident Insurance Claim Form
(FoeT YA §ral % fIY) (For Disablement Claims only)
(78 & ST 33 W T7 e e & T arive when @ forn @ lmmﬁﬁq_‘&aw R e et fat, fee, et
fE F Wy gz & Hee G F w3 1)

(The isseue of this form does not constitute admission of liability. Please return the frorm duly completed within
fourteen days of the accident together with the relevant prescriptions, bilis, receipts etc.)

Teooft : wmet safem e A e’ % w9 F off var 91 Gwar § AR AEa AR TEe At wd |
NOTE : The Words 'Injourd Person' may be read as 'Insured' if the insured and the Injured Person is one and the
same.

grar |@. Claim No. qifet €. Policy No.

| e ‘—51"5!:1
. UNITED INDIA;

1. dmrE® Insured
(%) =™ (a) Name : (ﬁa;)'.(a)
(@) wuar (b) address (@) (b)

2. gfoww =% Injured Person

(%) =™ (a) Name (%) (a)

(@) war (b) Address (@) (b

(1) =aEE (T ¥ s B @ W fafan) &)

(c) Occupation (if more than one, state all) (c)

(F) I SiET Wy (=) (d) - =9t & Years

(d)  Age next Birthday :

(z) o (e) Height | @)(e) F&HieX Cms.

(@) @+ (f) Weight &) (H . 7M. Kgs.
3. (%) gden w9 g ? (Fuw aiw IR wet www fo|) (%)

(a) When did the accident happen ? (Please state (a)

date and exact time)

(@) gefe @t g2 ? (b) Where did the accident happen ? (@) (b)
(1) g, 3HH HWOr 3R gt w1 g fyawor AR | ()

(c) Give full description of the accident, its cause (c)
and injuries sustained. j

(&) wn v =it ghet & aug SNl a1 I & A9 41 ? (=)
(d) Was the injured Person under the influence of drugs (d)
or drinks at the of the accident ?

(3)ﬁm%ﬁmﬁﬁﬁm1_ﬁml (_3)



@)

4. (F) o= Tufreda dava = faror Gfm 3k (®)
Terfenean ufter =1 7 3R vaT waRy | '
(a) Give details of medical attention given and the (a)

name and address of the Medical Attendant -

(@) g Iw sifwa Faferan ufer afow ke (@)
%1 g fafe ufter 78 ¢ @ 39 aWe
Taferear after =1 7 i war &K |

(b) If the Medical Attendant named above is not the _ (b)

injured person's usual Medical Attendant, give the
name and address of his usual Medical Attendant.

() I O R s fafee aiter 3 e Rl A @)
gife & T afvoe =afe = o fear @ 2 '

(c)  Has he or any other Medical Attendant treated the (c)
injured Person previously for any illness or injury ?

(@) wan for afk sravas & @ so @ fafmer sl (%)
Fiowre =afe & UT Hel 91 el & |

(d) State where a Medical Officer of the Company (d)

can visit the injiured Person,if necessary

5. g aty fras SR U |ate @

State the period during which the Injured Person has been

(%) Yoia : I wmr= =t § @ g faww / vem 9% dita (®) //7=®

(a) Confined to bed/house and unable to From
attend to his normal duties at all To

(@) ifyes v0 | ot Fravie w3t ot e o @) #
|EHY, A8 W 7 Wit @ & ar T | qw

(b) Partially able to attend his normal duties, . (b) From

whether confined to house / or not. _ . "1

6. U8 aniE 3fgfaa =t 9o f% wwae =i ot
A = EO w0 A R g S /2 |
State date on which the injured person has been/
will be able to reaume normal duties.

7. (%) o e wfe X ved gfen @ i & (=)
R & B wran v ¥ @ ARl wfe
R W I e ¥ |
(a) Has the Injured Person made any claim or (a)

received compensation under any Policies of
Accident or Sickness in the past ? If so, give

particulars.

(@) aR uwe wfe S8 o gHe uitet o 2, (=)
[ dmrenaten &AW § |

(b) State wheter the injured Person holds any (b)

other Accident policy, if so, give the name(s)
of the Insurer(s)

¥ / o9 TagET Bt w1 € / %9 R fe ¥/ wfe S e e T R R, Iw afl el @ dda @ qen
IgE FEr W T AT |

I/We hereby declare that I/ the person named above have/has sustained the injuries decribed above and that
the foreqoing particulares are true in every respect.
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