e %. fafam/3028—39/ 0% fedrer : 3] S, R0R%.

Tfd,
. Y=/ W, gEes/ W1, e

TifAtaTs Bo g0 foemdtent Tofa od mefaared a aramTa aREw,
Tifetars o qor feemfierdte 94 uedt @ TR fam

faw@ : R038—30 1 N1 aufdie formet srysma e fomr .
TRIed / WRIEA,

Tifeftars e qor foemds faaredf faerg veemmra faemel stoard geen famr A o
9283—23 UG & FUAM A 8. Tl ST foamedi Helfqeaneard / A TRy
o7 faemdte faarma Fafid yereT Ader e ofen Wd fammediegd A AsHetaia famr freft
U A

YT AT 3035—30 TS (] ST 0% T ¢ A 2030) IS AT I
Fu fofids, T, W9, @e T ¥o3, FCANIR, THATS Fhd ATFAEN, YO A=A
fremeat=ar STaTt fomT WRevTHast FR F0AT 3T 3Te.

foemdie AfFR FEaH aocar HURNaR AgEt <varq Jum=ar fqemeft stoara gRam fomr
I TErg THAT GUROT 0T SN ST IO 9 203u—=3& G foemef st fomm

T ST UKt WhA § Tueiie @i diwdd ot o8,

Sr. No. Particulars of Coverage Amount of coverage
Rs.

01 Accidental Death Rs. 2,00,000/-

02 Loss of two limbs, eyes or one limb and eye. Rs. 2,00,000/-

03 Loss of one limb or one eye. Rs. 1,00,000/-

04 Permanent Total Disablement from injuries other than Those named above (PTD) | Rs. 2,00,000/-

05 Medical expenses arising out of accidental injuries due to Hospitalization for | Rs. 1,00,000/-

every students
06 Any one accident Limit Rs. 50,00,000/-

TEfed TRdiqaR STRTF STUTe, wIawe STUve, ATHTaud faameain Siwei=Raa!
frezd g,
Q. STUET Y fhar @A AT el FROTHE STYEIAEAT qREUGA YIal ol feawi=AT
I o e e (e wfedt/ g W EFRAT ™) i weden e
TR YT FO YT 3.,

. AR fqm Fur daq Sieoer faftd THRTde ofSl fomT TR U <@ TES
FOGMAE TEYTH 1 Fd FrREEe (3. {) Wafis mfedt/ o o GFavm o)
R) fafeq woen uifedt wride FoH TS 3) STISRe FMRUA.) Tddr famr ®ug
@S A R wu s, W, W, SBF § ¥o3, FAUITR, THATE! SThTd
TERITEM, T — 22 00§ IT TWMGN) FHll TGV 3T,

3. SOy efE Wi/ IR T EEERE 1) e SeER ® R TR ot
g Hofid §d FRUA AN YAar fOA wOteAr $He S ST fomr wut driedrd
(MR fhar seauiere) & fad o, I die =, T wyu wrfardt @

Adeh{d odhl E[U'f Ul Y oh{dd.




¥.  SleyAmn oTrEa fomr sreardedt s i wrie weia s e o femmdierr
bsdinsurance@unipune.ac.in T ﬁﬁ?ﬁ? (cc) R %if@?? Trefeur rfard 311%, Tt
e =t
REIRES slsq| TV FOA foffes, 0T a1 IR goadr 9 A S @Tel o o,
TR fomr qSHITIT AT TRIS FUATEET 0T, AR § (Fenad Je3T feararde) T

fSieeaidie qifadars B g0 faerdent dof1d qefaered a argayra IR § s
g it Afye Mfediael & FHwET 9ud .

fam Fut wrRafSarET g 3T wE F.

[V N NN

I 3fSqT 39T wudl fofids
T, W, B T %03, FAMWMR,
THATS! STeRrd TR, 0T — %22 00F .

B : (030) REELYOUY / JGERLYOXVY
e 9 qeRe 90
Name Email id Phone no.

Jyoti Talekar . Jyotitalekar@uiic.co.in . 9869079794

Viplove Gedam : viploveg@uiic.co.in 8983374363

Prabhakar More : prabhakarmore77@gmail.com : 9767560022
Tiaq : o T JHEE RO ST IS

qFfaRad  wmea fofagar T o g @9 goft

o o . o o o LN o
HGETS T / TRARITTO IdaleHldl %@Tgﬁ dd[ddeh 3TN [IHT (Personal Accident Insurance)

T e WEude fFemefl ST & (Medical Insurance) JTSHT BN F0ATT STTST 37T
I AifedteE o qur foemdfierar foemef otwsmd faWr WRem  AMRidd

N o

JUSTHT fBu=ar Tmrue ST faqT He 0T &% 2food 3T9die d¥ 9T od

T faaredtaT Y Tede (@t fgadHe gar TR AT aEd STaTd #%T dR

ASATSt fadfad A ST svyuvasurakshaorg a1 Fhaeeal AMes S STTe

TRER AT g SR AEVIF A FHrdaTe FHOFEEd GaEaET T wad. JEEdy qow) 1=

farndt g de@mT fSFat o 3R,

Foard, & forr.

%&W

(7. gigar HBHol)
Tares, (Ifafed srdar)

farmet fowm A5



UNITED INDIA INSURANCE COMPANY LIMITED
Head Office: 24, WHITES ROAD, CHENNAI - 600014

The necesary claim form is attached. Alongwith the
claim form the following documents are required to be
forwarded at the time of claim

1) Principal Covering Letter on college letterhead for
students attendance register

2) College ID proof of the student

3) Medical bills all in original along with fitness

certificate of the doctor.

In case of Death / major accidents along with the

above documents we will also require

1) Death certificate,

2) Police papers such FIR, Panchnama, PM report
etc.

In case of permanent disability claim, the disability
certificate to provided alongwith other documents



( AT wrEreor g frr s g )
Ui U YO FRied : IS Sieur e, 24, FEey s, FWE-600 014,
UNITED INDIA INSURANCE CO. LTD.

(Subsidiary of General Insurance Corporation of India)
Regd. & Head Office : United India House, 24, Whites Road, Chennai-600 014.

Sgfeaes gHeaT diaT T Wil
PERSONAL ACCIDENT INSURANCE CLAIM FORM
(For Disablement Claims Only).
I W F W FE § e o wliefa Tet gt ol | g B w5 ¥ e gatag e, e, wier o wd gfem # 14 fe
& el A |
The issue of this form does not constitute asmission of liability. Please return the form duly completed within fourteen days
of the accident together with the relevant prescriptions, bills, receipt etc.

a7 |, Claim No. uifersdt °. Policy No. 1608004226P 104665720
1. FAYER/INSURED (a)

(a) HF™/Name

(b) dTdaT/Address (b)
2. Hmrane #AfFd INSURED PERSON (a)

(a) ™M Name

(b) Wl Address (b)

(c) =@ Occupation (c)

(afz e ¥ sfus B a9 <9

(if more than one state all)

(d) 37T SHIGT T 3G Age next Birthday (d) F¥ Years

(e) I Height () _ ¥.9. Cms.

(f)y =T Weight (f) f&. 7 Kgs.
3. (a) T %4 §3 ? FYAT faie 9 TET WHG TRIMT (a)

When did the accident happen? Please state
date and exact time

(b) g el g% (b)
Where did the accident happen ?

(c) e w1 T SN, I HROT T I TEH SH (c)
T o €.
Give full description of the accident, its cause
and injuries sustained.

(d) g@ﬂwﬁ%gﬁm%wwﬁa}mmsﬂ%?ﬂ (d)

qT,

Was the injured person under the influence of
drugs or intoxicating liquor at the time of the
accident.

(e) THZN & wwy WEieR 7 FIE &, w1 AW g wr € (e)
Give the name and address of witness if any to
the accident.

4. (a) & 7 fafEwr 1 =0 g fafEer oer w1 AW T (a)

T <.
Give detalls of medical attention given and the
name & address of the Medical Attendant.

(b) =fe SWieg T e ooy st =@fFa =1 e (b)
fafermar 9fEr 7@t © 1, 39 g e 1eR &)
T F 9 T,
If the Medical Attendant named above is not the
injured Person's usual Medical Attendant, give the
name and address of his usual Medical Attendant.

(c) =1 7% 71 Tt oy e iR T st s/ &1 (o)
e fordl STl @1 ster o faw Sven fear 9.
Has he or any other Medical Attendant treated
the injured Person previously for any illness
or injury ?

(d) =T HTH & fafear s s aravas & S (d)
=fF ¥ fiw T ¢ @
State where a Medical Officer of the Company
can visit the injured Person, if necessary.



1608004226P104665720
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5. 9% Ity forg w19 % s s

State the period during which the injured Persaon

has been
(a) Wmirﬁmmﬁmmmwﬁm@ﬁ (a) ¥/From
arwd g1 T/ To

Confined to bed/house and unable to attend to
his normal duties at all

(b) 37Ta: AT T HE WIvEm @A A gRd qrAe | (b) ¥/From
o H a1 @l e/ To
Partially able to attend his normal duties
whether confined to house/or not

6. @ HAfEq fFg qiE % [7: T SET WS
T/ A R
State date on which the injured Person has been/will
be able to resume normal duties

7. (a) @@ S A@fEd 7 HI8 <@ forar @ fewt gt (a)
ifer & sfate 77 [d A § gyl we @ 2
gfe 7T, fagwr 2,
Has the injured Person made any Claim or
received compensation under any Policies of
Accident or sickness in the past ? If so, Give
particulars.

(b) =T TG = % T F§ ST e it 2. (b)

afe &, dmrenat & W T,
State whether the injured person holds any
other Accident Policy, if so give the name (s)
of the insurer (s)

ﬁ/w%mma’rﬁ?rmmyw%%ﬁmawqﬁawﬁaﬁmaﬁﬁwm%wﬁwﬁwwﬁ
o ¥ TEr

I/We hereby declare that I/the Person named above have/has sustained the injuries described above and that foregoing
particulars are true in every respect.

T / Place : R & TR
) Signature of Insured

fesi= / Date : g =fed o swE
Signature of Insured Person

fruuft . sreft @fer veg AR % w9 § g1 W gfy dreRes 3R Set wfed U o 96 Al €.

Note : The world "Injured Person" may be read as "Insured". If the insured and the injured Person are one and the same.

|1%ﬁ%:~a MISC-40 | R.P. 100 Pkt. x 50 - 12/2002




geeeE o s ®. o
(s TR St IgEH)
UNITED INDILS INBURANCE CO. LTD

(& Gowernmant of indiz Undertaking)

q"u‘?‘rm?-:_ T WS ST - de mEm O oRRd danacian Figgo. & Fiead Oiiits »Za, ¥4y nes Hoad,
w e fm s CHENMAI - 600014, - -
o PERSONAL ACCIDENT INSURANCE -
ﬁ“qf’ﬂ-—' *EfF'ﬁ'T "’i:n ﬁrﬁém farg - e MEDICAL REPORT.
' wwﬁ%?mﬁﬁmawr%m?mwmﬁmmaﬁ

This form is tc be completed and signed by the Medical Attendant.

———

v oS e o A U 9.,
. 1. Name and-Address of injured person

2, . ] B FDR o1 IIF1 & U (BioTe. . Sl
2. Describe nature “ndcxtemofm}urss - S R e PR b Bt '.J ;

GUTH] @ B, "‘ETncn’-Tﬁ

3
3. Cause of the accident: so far as is knov,n to you,
4

{mmmﬁﬁmm—@?:m’mmu—pﬁ-rp | (@)
4. (a). WhQQ_dld you fII'Sl allnnd on 1re m;ured ' ' “a) . e
persen following the accident. g
(J) T 3T He i 9P JFaR SR BB, | @
(b) Are you siill altsnding on him, Y (a)
“5.,; -5 35 Trafe e TF‘_Rm e, aig - g D e R SRS B

mmﬁﬁm&taﬂ‘ﬁmﬂw

foan &, o g fgazm 2.
© 5.7 Are you his usual Medical Aﬁendanl ? 1f yau

' have treated him for any Prewous |Ilness or |n|ury,
please give detaiis. ' -

elm) o TR e @
"*h) %U:W‘?m'glﬁm BNEW % (i)
(i} oo 3:.:1::(1! S, SRR, Seh e s b

T AT e § EH

6. (a) Are his injures R 1 (&)
" (i) Solely due to the accident or. ()
(i) Tracezble 10 any disease, infirmity,. . (ii)

* previous injuries or any other cause.
() T 7] e @ e &9 a1 7938 (359

FEH & Heal, § F Geds TN R TG W, - (@)
() g @ RO e A~ L.
(i) IS ofﬁﬁ\wﬁ?aﬂﬁWﬁﬂ?JﬁTﬁ'm (if)
(iii) 3T R & ok & @ R vear g, (i)

(b) Is the injured person suffering from any disease
or injury (apart from this injury) wh|cn directly

.. ‘orindirectly o)

(i) may have coninbuted s the acticsnt ¢ ()

(i) is likely to retard his recovery lrom the injuriss or (ii)

(iii) is likely to aggravate his condition 7 (ili)

) T SYE Xra A gy e gue & HAT W r'é |
q1 574 A A - '

{6 Was he o vour knowledas under e nflanas of {c)

intoxicants or drugs at the lirms of aceizeat.

B (o) s T el et 3 g Ao S g (=) -
. (‘-'En‘:i'c PﬂunU‘“‘T‘—[?—:“ﬁ%—‘} ?"J"‘"'- . ) [
& U‘E-"\’né’im“—w

) A vc’dlr 2@ you haw lang has l'vurad R R AR
. onnfied 1o bed, h 1SS a3 tha direct and soin

c LS dENE HEE rlae. sopgraie o= |
i - v (= ST, : 1

s
)

(]
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— et

f
\

=) ?ﬁ&‘qfﬁ%'&?ﬁ‘ﬁmm—w ﬂrzvz“‘r . {@}'_" .
AR élﬁoq\;m“{?ﬁﬁs ?Jﬂ_é:'"éff:——'{ e
g

(o) During this paricd will 1he injur parsaﬁ-bé,é‘éie,  (b) I_f f

o aliznd o any tortion o hig 1{5:;";*.:.-1 Cuithes T '

4 30, frof what uaie : '

M AR S R emﬁa o m
(t) 3“! l"’ [ \“Iu :[ ici Ii =

- =y | (s
‘\u} 3” o, d-Fm

ﬁ(mj *UT”"T{ - cm ":1_“*! _-_.iii'} S
CARTITI R 8T Ol gt R S
(2)" if not, please state probable date of oy k- R
o (i) his being able 1o atlend to any portlon of hIS g gl e
o norroal duties

_'(u) his r&sumptron of his normal dutres Iuﬂy .

iy e :
8. ﬁ*am%cq%im -
8.

‘Any dlher remarks: you ‘M'-‘-h to make.

W e g W‘ﬁﬁﬁﬁa%%aﬁaﬁ@rmgﬁa—laaméwa—q%ﬁﬂﬁw—ﬂ@ﬁﬁm'-r-'-:-
-",F—cn%l | | " . ;

= | Hereby cernfy that the. In]UI’IES sustamed by th

__ € pers@n mennoncd tove arein ar‘cordancc w:ih thﬂ nature of_'
- thea cvideni dS de qcnbsd o me argc! that ! ireated hum ior the said | A . :

said |i’ij‘lfie‘§ bia 5 e
VI / Place BEIER/ Sigrature - - _
- f&His / Dare - o AT Namg
| AT / Address . )
3@/ Qualification :
* - Registration No.:

._;, e -—.q mﬁ—“ Bl ® @5 9y S ms-n muc?rl gm T_GT'&] L’W
;;e e ”'he fee Ii any for t’ws chorl wn‘. be borne bv the m,ured{, £sqr..
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UNITED INDIA INSURANCE CO. LTD.

qaiTFA AUT GUTH FAted « 24 srézw g, A= 600 014.
Regd. & Head Office : 24, Whiles Road, CHENNAI - 600 014.

gty | BT At

. Divisional mranch’omce

safaae gzt draT - gTaan faar
Personal Accident Insurance - Claimant's Statement
(g% owa 7 Fnins Zoe o sfiefa @ mmkvmmm#&ﬁmmmmmmkmmﬁ.mm“

afe #r¢ § o gfera quamn afs w8 @, ¥ o™ )
(The issue of this form does not constitute admission of liability. Please return this form duly compfe_led together with
Death Certificate Irom the Hospital or the Medical Attendant, Post Mortem Certificate, if any and the Police Panchanama,

it any)
zrat &&n Claim No. aiferedt & Policy No  1608004226P 104665720

1) (%) v w oA (A o & s @1, & o & A ) (=)
(a) Name of claiment (in full) (If more than one, state names of all) (a)

(@) == (@)
(b) Address (b)

- (m) aw ¥ Ang TAER F= EEAY (m

(c) Relationship of claimant with the deceased (c)

2) IEF =ET Tan, e st ZvEn aeuft & zEr e
State nature of title under which claimant is claiming the amount

”

2z & g fravgpe safaa &t frawor
Particulars of the Inaufé"d Person who died in the accident

3) (%) gam: (=)
(a) Name (in full) (a)
(@) wfmam (@)
(b) Lastaddress (b)
(m) =FHER S (m)
(c) Occupation (c)
(=) Zden & wwa 3y (=)
(d) Age at the time of the accident (d)

4) (%) zdemwm a@? (fRarw aun I av @K) ()
(a) Wnen did the accident happen? (Give date and exact time) (a)
(@) g wE <4 (@)
(b) “Where did the accident happen? (b)
(m) ez o oo Foraror 3, e oo T aged g Y ()
(c) Give full description of the accident, its cause (c)

and injuries sustained,

(a) Fears, 99 a9 G T FEE TR ()
(d) State date, time and place of death. _ (d)
- ..._../"

™ S —
x5 =



1608004226P104665720
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5) faw e w1 ot el v<r  geiaat & e & e e g6 7
On what date did the clamant receive-information with regard
to the accidenl and from whom?

6) oten ¥ mmeh @ s ¥ o A o d

\ Give the names and address of two persons who
witnessed the accident.

7 (=) m’ﬂ?m%:mqm“ﬁwﬁagwlm afe 3l & Praror 24 (=)
(a) Was the deceased free from infirmity at the time of accident? (a)
i not. give particulars
(@) T T F A g TSt A Y A A ur ) (a)
(b) Was the deceased under the influence of drugs (b)
or drink at the time of accident?
() 7 v 1 favara @ geq T gere e g ot ) (m)
{¢) Is the claimant satisfied that the death was directly due to  (c)
the accident.
(a) = % am aa o Rf (=)
(d) Give thé names and addressas of : (d)
(1) woTaTE, FafE @ reEmiye 5 am S gaes s gdaa & (0} 5
aTZ ITE F A | ~
~.

The Hospital. Clinic or Nursing Home where the deceased
was Irealed after the accident,

(i) =ea Fatwras | ateras o1 am Rrad gden & o qas @ (ii)
Fger e o
The Physician / Surgeon who attended on the deceased
after the accident.

() 3w frafua fafems, afe s & (i)
His regular Physician if any

8. ¥ gAw & a4 8 #1§ 357 ghen gf o, af2 €, & dwat [ 0w
1% @ v syt / 4t gan
Did the deceased have any other Accident Insurance on his life?
If, so, state the name ol the insurer/s and amount/s claimed.

& / ww ax gtz war sreem s § / @ ¥ avdm ot g 3 Seoc ot aw of aa ae B .
| / We hereby affirm and declare that the answers to all the above questions are full and true in every respect. g P

= A
o T | Place :
”
fa= / Date : .
ETHEH & FEneT )
Aedl | Winesses Signature of Claimant

1. s [/ Signature
™ [ Name

Tat / Address

”»

2. wemw / Signature
T/ Name

o / Addrass -

] FORM No MISC-39
r. C/P 2500 (Pkt. ¥ 60) 0/2001

— -




