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Group Personal Accident Claim Form

1. 	Insured
Policy No.	Claim Ref:
Name
Address
Profession or Occupation
(State all if more than one)	Tel. No.
Age	Height	Weight

2.  General

Please give full details of accident indicating what you were doing at the time
What injuries have you sustained? (If an eye, hand or arm, foot or leg, please state whether right or left).


Have you previously suffered from similar injuries? If so, please give details

Name and addresses of witnesses

Declaration
I hereby declare that the above statements are true in every respect and are made without reservation and I claim to be paid the benefit due under the policy.

Signature…………………………………………………	Date………………………………………………………………

TO BE COMPLETED BY THE ATTENDING MEDICAL DOCTOR



PART I - INJURY
1. Name of patient………………………………………………………………………………………………………………………………………………
2. When did you last see him/her…………………………………………………………………………………………………………………………
(a)	Please give details of injuries	………………………………………………………………………………………………………………….
5. Was the injury caused directly by violent, accidental and visible means?	………………………………………………….....
(b) If so give details	………………………………………………………………………………………………………………………………..
6. Was the patient at the time of accident affected with any previous injury? Yes/No....................................................
7.TreatmentDetails…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………........................................................................
8. Present condition? Recovered/Improved/Unimproved/Retrogressed............................................................................

PART II – DISABILITY
1. State the Degree of disability (Permanent/ Temporary)…………………………………………………………………………...

2. State the percentage applicable…………………………………………………………………………………………………….

3. Give Details………………………………………………………………………………………………………………………………….


3.For Temporary, Indicate the period for which he/she may be unable to perform his/her work………………………………………………………………………………………………………………………………………………..
 

Declaration: 

I hereby declare that I am the attending physician/doctor/surgeon for Mr/Ms…………………………………………………………………………………………………. and that my answers to the foregoing questions are correct and true to the best of my knowledge and belief. 

					   
Sign……………………………………………………………………………………………..
Date and Stamp………………………………………………………………………….…
Dr: Name ……………………………………………………………………………………..
Qualifications……………………………………………………………………………………
Address……………………………………………………………………………………..…
Tel………………………………………………………………………………………………..
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