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(A joint venture between Indian Bank, Sompo Japan Insurance Inc., Indian Overseas Bank, Karnataka Bank and Dabur Investments.) 

Airoli Office: Unit No. 601 & 602, 6th Floor, Reliable Tech Park, Cloud City Campus, Gut No. 31, Thane-Belapur Road, Airoli, Navi Mumbai – 400708. 
 

GROUP PERSONAL ACCIDENT CLAIM FORM 

a) Claim form is to be filled in capital letter & signed by the insured/claimant. 
b) Please do not leave any column unanswered. 
c) Please read carefully the attached list of documents required to speed up processing of your claim. 
d) If there is insufficient space, kindly use a separate sheet which can be attached to this form. 

Claim No. 
A. DETAILS OF INSURED 

 
 

 

 
 

        

 
 
 
 
 

   
 

B. DETAILS OF POLICY 
 

 
C. DETAILS OF OTHER POLICIES 

 
 
 

 
 

D. DETAILS OF INCIDENCE 
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THE ISSUE OF THIS FORM IS NOT TO BE TAKEN AS AN ADMISSION OF LIABILITY 



 
for 

 

 
 

 
 

 
 

Yes No 
Yes No 
Yes No 
Yes No 
Yes No 

 

 
 

 

 

 
 

 

 
 

 

 

 
 

 
 

   

 
 

 

   

 

 
 

 
 

E. DETAILS OF HOSPITAL 

Was the insured person moved to hospital immediately after the incidence Yes No 
If “Yes”, please fill in the following 
Date of admission Time of admission : AM/PM. 
Date of discharge Time of discharge : AM/PM. 
Name of the Hospital                                          

 

Address                                          
 

                                          
 

City/Taluka District State               
 

Pin Code STD code Phone No. Mobile No.           

Particulars of treatment 
 
 
 

Was the deceased under influence of drugs or alcohol at the time of accident? Yes No 
Has the accident resulted into; 
Loss of hand Yes No Loss of hands Yes No 
Loss of foot Yes No Loss of feet Yes No 
Loss of eye Yes No Loss of eyes Yes No 

 

Disability of any other type 
which may prevent the 
insured from engaging in or 
being occupied with or giving 
attention to any employment 
or occupation whatsoever 

F. DOCTOR’S DECLARTION 
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G. DETAILS OF CLAIMED AMOUNT 
     

  Description Amount (Rs.)  
 (A) Death   
 (B) Permanent Total Disability   

 (C) Permanent Partial Disability   

 (D) Temporary Total Disability   

 (E) Transportation cost for carriage of dead body to Home including funeral charges.   

 (F) Ambulance charges for transportation of Insured person to Hospital following Accident   

 (G) Education Fund   

 (H) Medical Expenses Extension   

 (I) Hospital Confinement Allowance   

 (J) Any other   

 TOTAL AMOUNT CLAIMED   

H. ENCLOSURES 

Claim form duly signed Policy Copy Claim intimation 
FIR/ MLC copy Death certificate Post-mortem report 
Inquest / Coroner's report Final police report Leave certificate 
Investigation reports Medical certificate Nominee certificate 
Disability Certificate KYC Documents  Photograph of the injured with reflecting disablement 
Any other documents                              NEFT Documents                  Valid Driving License copy of Insured (if applicable)  

 
 
 
 
 
 
 
 

I. EMPLOYER’S DECLARATION 
 
 
 

      

 
 
 
 
 
 
 
 
 
 
 
 

J. INSURED’S / CLAIMANT’S DECLARATION 
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Communication 
Address 

 Male Female  

 
 

  
   

 
 

  
 

Address 

 

 

  
 

  
 

Female  
 

K. TO BE COMPLETED BY NOMINEE IN THE EVENT OF INSURED’S DEATH 
 
 
 

 
        

 
 
 
 
 

   
 
 
 
 

 
 
 
 

   
 

        

 
I/We hereby declare and warrant the truth of the foregoing particulars in every respect. I /We agree that if I/We have made or shall make false or untrue statement, suppression or concealment, 
my/our right to compensation shall be forfeited. 
I/We also hereby declare that I am/we are accepting the amount in full discharge of your obligations under the policy to the Insured Person and /or his/her legal heirs. I/we will hold you indemnified 
in the event of any claim under this policy being made against you by any other person or persons. 

 
 
 

Date: 
 
 
 
 

Place: 

Signature of Nominee / Legal Guardian: 
 

 
Name of Nominee / Legal Guardian: 
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