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GROUP PERSONAL ACCIDENT CLAIM FORM
	· GENERAL

	NAME OF INSURED GROUP
	

	NAME OF SUBSIDIARY (IF APPLICABLE)
	

	POLICY NUMBER
	

	NAMES & SURNAME OF INSURED PERSON
	

	DATE OF BIRTH
	
	OCCUPATION
	

	TIME
	
	DATE OF ACCIDENT
	

	PLACE
	

	· GIVE DETAILED DESCRIPTION OF HOW ACCIDENT OCCURED

	

	

	

	

	


	· DEATH CLAIM

	DATE OF DEATH
	

	PLACE OF DEATH
	

	· PLEASE STATE EXACT CAUSE OF DEATH AND ANY IMPORTANT FACTORS CONNECTED THEREWITH

	

	

	

	· DISIBILITY CLAIM

	· GIVE FULL DETAILS OF THE INJURIES SUSTAINED BY THE INSURED PERSON

	

	

	

	· PLEASE STATE DETAILS OF ATTENDING DOCTOR

	NAME
	
	TEL NUMBER
	

	ADDRESS
	

	

	· PLEASE STATE THE PERIOD (DATES) DURING WHICH THE INSURED PERSON WAS TOTALLY DISABLED FROM ATTENDING TO HIS/HER USUAL OCCUPATION

	FROM
	                                                                  
	TO
	

	· PLEASE STATE PERIOD DURING WHICH THE INSURED PERSON WAS PARTIALLY DISABLED

	FROM
	
	TO
	

	PLEASE STATE THE DATE UPON WHICH HE/SHE RESUMED HIS/HER USUAL OCCUPATION
	

	IS HE/SHE STILL RECEIVING TREATMENT FOR HIS/HER INJURIES?
	

	IF YES, PLEASE STATE:
	

	

	

	

	· GIVE DETAILS OF ANY PERMANENT DISABILITY SUFFERED AS A RESULT OF THIS ACCIDENT

	

	

	

	

	


	· AUTHORISATION TO BE COMPLETED BY THE INSURED PERSON OR HIS/HER LEGAL REPRESENTATIVE

	I HEREBY AUTHORIZE ANY HOSPITAL, PHYSICIAN OR ANY OTHER PERSON WHO HAS TREATED ME TO FURNISH TO THE INSURER OR ITS REPRESENTATIVES ANY AND ALL INFORMATION WITH RESPECT TO ANY SICKNESS, INJURY, MEDICAL HISTORY, CONSULTATIONS, PRESCRIPTIONS OR TREATMENT, AND INCLUDING COPIES OF ALL MY HOSPITAL OR MEDICAL RECORDS.

I AGREE THAT A PHOTOSTAT COPY OF THIS AUTHORIZATION SHALL BE CONSIDDERED AS EFFECTIVE AND AS VALID AS THE ORIGINAL.

	SIGNATURE OF THE INSURED PERSON OR HIS/HER LEGAL REPRESENTATIVE
	

	

	DATE                                                                            PLACE


	· EMPLOYER’S CERTIFICATE

	FULL NAME OF EMPLOYER
	

	NAMES & SURNAME OF INSURED PERSON
	

	CATEGORY WITHIN WHICH THE INSURED PERSON FALLS UNDER THE POLICY
	

	WAS THE INSURED PERSON IN YOUR DIRECT EMPLOYMENT OR THAT OF A SUB-CONTRACTOR AT THE TIME OF THE ACCIDENT?

	

	· FULLY  STATE THE NATURE OF THE INSURED PERSON’S OCCUPATION AND DAILY DUTIES

	

	

	· STIPULATE THE INSURED PERSON’S WEEKLY/MONTHLY EARNINGS

	

	

	

	

	


	ARE THERE ANY MEDICAL EXPENSES OR COMPENSATION PAYABLE IN TERMS OF ANY WORKMAN’S COMPENSATION ACT OR BY ANY OTHER INSURER?

	IF YES, PLEASE GIVE FULL DETAILS
	

	

	


	I/WE HEREBY WARRANT THE TRUTH OF ALL THE PARTICULARS ON THIS FORM IN EVERY RESPECT AND DECLARE THAT THE CONDITIONS OF THIS INSURANCE HAVE BEEN COMPLIED WITH.

	

	NAME IN BLOCK LETTERS                                                              SIGNATURE

	

	DATE                                                                                                  CAPACITY

	

	COMPANY STAMP


	· CERTIFICATE FROM  MEDICAL ATTENDANT

	FULL NAMES AND SURNAME OF PATIENT
	

	DESCRIBE HOW THE ACCIDENT HAPPENED
	

	

	

	DATE OF ACCIDENT
	
	PLACE OF ACCIDENT
	


	· PLEASE STATE THE EXACT CAUSE AND NATURE OF THE DISABILITY AND ANY IMPORTANT FACTORS CONNECTED THEREWITH

	

	

	

	

	

	DOES THE PRESENT DISABILITY RELATE IN ANY WAY TO PREVIOUS INJURIES OR PRE-EXISTING CONDITIONS OR ILLNESSES?

	

	IF YES PLEASE ELABORATE
	

	

	WHAT IS THE PROGNOSIS?
	

	DID ANY OTHER DOCTOR (OTHER THAN YOU) ATTEND TO THE PATIENT DURING THE COURSE OF HIS/HER DISABILITY?

	

	· IF YES, PLEASE STATE THE FOLLOWING:

	NAME & SURNAME
	

	PRACTICE/HOSPITAL NAME
	

	ADDRESS
	

	WHAT IS THE PROBABLE DATE OF STABILISATION?
	

	IN YOUR OPINION WHAT PERCENTAGE OF PERMANENT DISIBILITY CAN BE ASCRIBED TO THESE INJURIES

	

	


	· PLEASE STATE ANY INFORMATION NOT ALREADY MENTIONED WHICH MIGHT BE RELEVANT TO THE ASSESMENT OF ANY PERMANENT DISABILITY ARISING FROM THE ACCIDENT

	

	

	

	

	FULL NAME & SURNAME
	

	POSTAL ADDRESS
	

	
	POSTAL CODE
	

	TEL NO
	

	

	SIGNATURE


	· PLEASE ATTACH THE FOLLOWING DOCUMENTATION AS IT BECOMES AVAILABLE:

	a. CERTIFIED COPIES OF THE ABRIDGED AND THE FINAL DEATH CERTIFICATE

	b. A CERTIFIED COPY OF THE POST MORTEM REPORT (IF APPLICABLE)

	c. A CERTIFIED COPY OF THE FULL INQUEST REPORT INCLUDING ALL WITNESS STATEMENTS

	d. THE POLICE ACCIDENT REPORT IF DEATH WAS DUE TO MOTOR ACCIDENT

	e. THE POLICE STATION AND REFERENCE NUMBER IF DEATH IS THE SUBJECT OF A CRIMINAL INVESTIGATION
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