
THE ISSUE OF THIS FORM IS NOT TO BE TAKEN AS AN ADMISSION OF LIABILITY

CONTRACTUAL LIABILITY ‑ CLAIM FORM

1. POLICY DETAILS
2. INSURED DETAILS
3. DETAILS OF THE DRIVER AT THE TIME OF ACCIDENT

HEALTH INSURANCE PORTABILITY

If any detail or information is not readily available please do not delay dispatch of this form and such particulars may be sent later.

5. IN CASE OF COMMERCIAL VEHICLE SUBMIT THE FOLLOWING ADDITIONAL DOCUMENTS
Please enclose self‑signed copies of route permit and fitness certificate.

DETAILS OF OTHER INFORMATIONDo You wish to provide any other Information ?  Yes               No If Yes, Please Specify : 

I/We do hereby solemnly and sincerely declare that the details appended hereto, are a full, true and correct statement of the loss, sustained by me/us on the property insured by the above policy in consequence of the aforesaid loss amounting to the sum of Rs________________ and that the amounts claimed in respect of each and all of the several articles or items of property damaged or destroyed, constitute their value at the time of loss or damage not including profit of any kind.I/We do hereby solemnly and sincerely declare that I/We have not either directly or indirectly, proximately or remotely caused the said loss, or by connivance, fraud or misrepresentation sought to benefit thereby, and I/We make the foregoing solemn declarations conscientiously believing the same to be true, this____________ day of____________________.Place :Date : Signature:Name of the Insured : 
Unit No 601/602, A Wing, 6th Floor, Reliable Tech Park, Cloud City Campus, Gut No 31, Mouje Elthan, Thane Bealpur Road, Airoli, Navi Mumbai - 400708 Toll Free No : 1800 200 4030 / 1800 22 4030 I Te l   N o . :   0 2 2   4 1 6 9 0 8 8 8 / 4 1 6 9 0 9 9 9   I   C I N :   U 6 6 0 1 0MH2 0 0 7 P L C 1 6 6 7 7 0   I   I n s u r a n c e   i s   t h e   s u b j e c t   m a t t e r   o f   s o l i c i t a t i o n .   F o r   m o r e   d e t a i l s   o n risk  factors,  terms  and  conditions  please  read  Policy  Documents  carefully  before  concluding  a  sale.  IRDAI  or  its  officials  do  not  involve  in  activities  like  sale  of  any  kind  of  insurance  or financial  products  nor  invest  premiums.  IRDAI  does  not  announce  any  bonus.  Those  receiving  such  phone  calls  are  requested  to  lodge  a  police  compliant  along  with  details  of  phone  call and number.

Claim No :___________________________________________   Policy No: ________________________________________________Estimated loss : Rs.____________________________________  Class of Vehicle:      Pvt Car      Two Wheeler      Commercial _________Registration No / Vehicle No: ____________________________  Engine No : _______________________________________________Chasis No : __________________________________________   Date of first Registration :  DD/MM/YYYY _______________________Date of Transfer ( If Applicable ) : DD/MM/YYYY_____________   Name of Financier ( if any ): __________________________________ a. Insured/Claimant Name: _______________________________________  b.Email: ________________________________________c.A  ddress:____________________________________________________________________________________________________      City : __________________Pin : _________________State: __________________________ Mob : ____________________________d. PAN:  _______________________________________________________e.CKYC No: ______________________________________  f. Occupation / Profession: _________________________________________________a. Name  as per Govt. record/Driving license:__________________________________Age : _______Occupation: _________________b. Driver is:          Owner          Paid Driver          Relative/Friend.                   Gender: __________________________________c.D  riving License No. _________________________________________________   Badge no :________________________________d.A  ddress _____________________________________________________________________________  Pin Code _______________e.D  id the driver undergo a breath or blood test               Yes                   No.                               If yes, please state the results‑___________________________________________________________________________________4. GARAGE DETAILSa. Name of Garage reported: ______________________________________________________________________________________b.A  ddress of Garage :  ___________________________________________________________________________________________        c.G  arage Contact Numbers: ______________________________________________________________________________________a. Permit validity upto:_________________________________  b. Fitness validity upto : ______________________________________c.L  oad carried at the time of accident: ____________________ d.N  o. of passengers carried at the time of accident: _______________e.L  orry Receipt (LR)/Goods Receipt (GR): __________________ f. Road Tax Receipt:__________________________________________ 6. ACCIDENT DETAILSa. Time & Date of Accident / Occurrence DD/MM/YYYY_________________                      b. Time       :   . _____________________am / pm________________________________________________________________________ c.  Place of Accident (location City and State): d. Purpose for which vehicle was being used: _________________________________________________________________________e.K  ilometer of the Vehicle at the time of accident ____________________________________________________________________   (Mandatory for Covers: Pay Less to Drive Less / Drive Less to Pay less)   Please enclose self signed copies of Registration Certificate & Driving Licensef.T  ype of Loss:       Own Damage       Theft       Third Party Bodily Injury        Death        Property Damage    Date______/____/_______  Time‑           am    /        pm        Place: _________________________g.P  urpose for which vehicle was being used at the time of accident:          Personal         Official         Business         Hire        Carriage of Goods    Any other _________________________________________h.P  olice FIR no. (if any) and Police Station Address:________________________________________________FIR Date:_____________i.F  ire Brigade Location: (in case of fire): _____________________________________________________________________________  (please provide copies of Police FIR and Fire Brigade Report, if available)j.W  as there any damage to your vehicle prior to this loss/damage :             Yes            No   If yes, please provide details: _____________________________________________________________________________________k.Approx. speed at the Time of Loss:______________  l. Number of people travelling in the insured Vehicle at the Time of loss:_______7. PLEASE INDICATE ON THE DIAGRAM BELOW, THE AREA OF DAMAGE TO YOUR VEHICLEPaste picture (LUML FORM)Front                                                                                                                                    Rear
If your vehicle was damaged in a collision, please draw a diagram of the incident and enclose the same with the claim form

Important Instructions:a. The claim form is to be filled and signed by the Insured (Registered Owner) of the vehicle. Please do not leave any column unanswered.b. All facts and statements must be factual and not concocted, false, influenced or biased in any form.c. The damaged vehicle must be parked at safe place to avoid any subsequent damage/loss. In case the vehicle is parked at an unsafe place, the Company will not be responsible for any subsequent damage loss”

Registered and Corporate Office : 8th & 9th Floor (South Side), Commerz International Business Park, Oberoi Garden City, Off Western Express Highway, Goregaon East, Mumbai  400063. Email : contactus@universalsompo.com
Insurance Regulatory and Development Authority of India (IRDAI) has empowered the Health insurance policyholders (including family cover policies) to transfer the credit gained by the insured for pre‑existing conditions and time bound exclusions if the policyholder chooses to switch from one insurer to another insurer or from one plan to another plan of the same insurer, provided the previous policy has been maintained. Individual members of a group health insurance policy also have the right to migrate from a group policy to an individual health insurance policy or a family floater policy with the same insurer. One year thereafter, the portability rights could be exercised. Portability rights cannot be enjoyed if there is a break in policy and break in policy occurs when the premium due on a given policy is not paid on or before the premium renewal date or within 15 days thereof. How to apply?  Step 1: An applicant desirous of porting his health insurance policy to another insurance company is required to apply/approach to a new insurance company at least 30 days before, but not earlier than 60 days from the due date for renewal.Step 2: On receipt of an application for porting, the insurance company either directly or through its intermediaries is required to furnish the applicant, the Portability Form as per Annexure “A” attached herewith, proposal form and relevant product literature on various health products which could be offered. Step 3: On receipt of the duly filled portability form, insurance company is required to seek the necessary details of medical and claim history of the concerned applicant through the web portal of IRDA. The underwriting is required to be done in accordance with the underwriting policy of the Company and the decision to accept or reject the proposal is required to be taken within 7 days from the receipt of complete information of the applicant from the existing insurer. For more details & information please call Toll free no: 1800‑22‑4030/1800‑200‑4030Annexure APORTABILITY FORMPart I

1.  Name of the Policyholder/insured(s)2.  Date of Birth/Age 3.  Address of the Policy Holder4.  Details of Existing Insurer       i). Name of the Product      ii). Sum Insured     iii). Cumulative Bonus     iv). Add‑ons/riders taken      v). Policy Number5.  Details of the Proposed Insured       i). Name of the Product proposed/intended to take      ii). Sum Insured Proposed     iii). Whether Cumulative Bonus to be converted to            an enhanced sum insured 6.  Reason(s) for Portability7.  No. of family members to be included in the policy      to be ported

Enclosure: Photocopy of the existing policy documentsDate:                                                                                                                          Signature of the Policyholder: Part II1. Whether the PED exclusions / time bound exclusion have longer exclusion period than the existing policy:   YES       NO2. If yes, please give written consent to the declaration below: “I am aware that the waiting period for the following disease(s)/ treatment(s) is ______________ days/ years more than the previous policy terms. I hereby agree to observe the additional waiting period for the following disease(s)/treatment(s)”
Signature of the Policyholder

Insurance is the subject matter of solicitation. For more details on risk factors, terms and conditions please read Policy Documents carefully before concluding a sale. IRDAI or its officials do not involve in activities like sale of any kind of insurance or financial products nor invest premiums. IRDAI does not announce any bonus. Those receiving such phone calls are requested to lodge a police compliant along with details of phone call and number.Unit No 601/602, A Wing, 6th Floor, Reliable Tech Park, Cloud City Campus, Gut No 31, Mouje Elthan, Thane Belapur Road, Airoli, Navi Mumbai ‑ 400708 Toll Free No : 1800 200 4030 / 1800 22 4030 I CIN: U66010MH2007PLC166770  

Insurance Regulatory and Development Authority of India (IRDAI) has empowered the Health insurance policyholders (including family cover policies) to transfer the credit gained by the insured for pre‑existing conditions and time bound exclusions  if the policyholder chooses to switch from one insurer to another insurer or from one plan to another plan of the same insurer, provided the previous policy has been maintained. Individual members of a group health insurance policy also have the right to migrate from a group policy to an individual health insurance policy or a family floater policy with the same insurer. One year thereafter, the portability rights could be exercised. Portability rights cannot be enjoyed if there is a break in policy and break in policy occurs when the premium due on a given policy is not paid on or before the premium renewal date or within 15 days thereof. How to apply?Step 1: An applicant desirous of porting his health insurance policy to another insurance company is required to apply/approach to a new insurance company at least 30 days before, but not earlier than 60 days from the due date for renewal.Step 2: On receipt of an application for porting, the insurance company either directly or through its intermediaries is required to furnish the applicant, the Portability Form as per Annexure “A” attached herewith, proposal form and relevant product literature on various health products which could be offered.Step 3: On receipt of the duly filled portability form, insurance company is required to seek the necessary details of medical and claim history of the concerned applicant through the web portal of IRDA. The underwriting is required to be done in accordance with the underwriting policy of the Company and the decision to accept or reject the proposal is required to be taken within 7 days from the receipt of complete information of the applicant from the existing insurer. For more details & information please call Toll free no: 1800‑22‑4030/1800‑200‑4030
1.  Name of the Policyholder/insured(s)2.  Date of Birth/Age 3.  Address of the Policy Holder4.  Details of Existing Insurer       i). Name of the Product      ii). Sum Insured     iii). Cumulative Bonus     iv). Add‑ons/riders taken      v). Policy Number5.  Details of the Proposed Insured       i). Name of the Product proposed/intended to take      ii). Sum Insured Proposed     iii). Whether Cumulative Bonus to be converted to            an enhanced sum insured 6.  Reason(s) for Portability7.  No. of family members to be included in the policy      to be ported
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