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entitled to make a claim from the National Social Security Fund (NSSF), or other insurance companies, or other parties?
[J v1s Yes [ ts No

tnntsnumwizuigass:

Injured Body Parts
MUUTIES AT As Satghi{mema Place of Accidents
Date of Accident

nuciangs
Time of Accident

ayuunUsty g iz usigjiaim:gn/Please describe how the accident happened:

tunu§sins)/g8n Name of Hospital / Clinics

MASWES Addresss

tunssguaiannmouytguaiaima Attending Doctor/Surgeon’s Names

tuegiesf) Contact Numbers fs5S] 5 8A Emails

BINNUMYUYSISU{RFIGIMES/Payment by cheque should be issued to:
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(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)
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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.
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