Forte
General Insurance

URNRSSPAGIRMIBIAYAL SHIRNAINHgIMa
PERSONAL ACCIDENT AND INTERNATIONAL EMERGENCY MEDICAL ASSISTANCE INSURANCE
MajteEl RIS ANk | CLAIM FORM
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Policyholder Policy Number

[BUgAMSINUINM UG I wysi? [ Yes uiigs GREA0NE:

Has the premium been paid? [ No Sss1$us Expiry Date

tunsniamanvi: tas: O we O @
Insured Member Name Gender Male Female
mugs [0 Swunfia [ gasasesiguugnivaiSiuniia
Age Employee Dependent of Employee
UEHAIE fisg B{g8as

Contact No. Email

(AT ANANSHUENUIRDANRTIUSNMTIVU ISR IURY (U.60.60) YRsUIsMSINTIRamggHis)a ymAanmemjais)ayes? Is the claimant
entitled to make a claim from the National Social Security Fund (NSSF), or other insurance companies, or other parties?
[J »1s Yes [ s No

ignisnumuwiz sy
Injured body parts

MEUUTIES AT As Satghi{mema Place of Accidents
Date of Accident
nuciangs

Time of Accident

sy unUSiiyuingikusigjiRacmema/Please describe how the accident happened:

tunu§stns)/g8n Name of Hospital / Clinics

MASWES Addresss

tunsguadanpmuysEuaiasima Attending Doctor/Surgeon’s Names

truegiasg Contact Numbers a5 5{g8A Emails

fanumyuys1st{aaismys/Payment by cheque should be issued to:

O sssfiams11054/ Insured Member Name [ sasgeunusuasSiunia(sinnman)/Employee’s Beneficiary (Death)
[ sesuaneasspitsn/Policyholder [ yAsgnuei§tigau/Authorized Person

[ msgsimamsnsimigHjfyn/Local Bank Transfer

o cunsAan§/Account Name:

o tueAanS/Account No.: o tunsEsIMI/Bank Name:
(yomusgromanton ydagaixsoaoyy waslyasguannumsSunta yHasguRUuUGENUURSunEa)

(g8 MUBERIHIIEMIgN AN [UaSITEASS U ONRMEASFURIEHS )

(Please attach a copy of the national ID card or passport if the payee is the Employee or Employee’s Beneficiary.)
(Please attach a Letter of Authorization of Claim Payment if the payee is the Authorized Person)

SAmASIES1IRI AN AU Total Claimed Amount:

g/ufinmgn{gimsmaiNtm assnudiuduham &/afuminmsugennisvanaspivsus: Wiwmsmudanavgingamygwiddisnmuwann
winnsgmuiwmiguu§ ymsiinadsSsliamwisassiw Wwhsuma submmedtuvusissAmmitia wWitwe/idunmsananin
namsamywizumaigSuminsirRinnuis:giw )

I/We the insured do solemnly and sincerely declare that |/we have complied with the conditions of the policy and have not deliberately
caused the said loss or damage to get benefits thereby by fraud or willful misrepresentation, and that the information shown on this form

is true and that I/we have not hidden any information relating to this claim.

w

g SHm U usNitiN N UORAGINSM NN
Policyholder’s Signature and Stamp: Insured Member’s Signature:

Full Name: Date: Full Name: Date:
touneeem mouiigs nsnm mouiigs
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