#esessd REGENCY ALLIANCE INSURANCE LIMITED

GROUP PERSONAL ACCIDENT CLAIM FORM

CLAIM NUMBER:.......ccoiiiiiiiiii POLICY NUMBER: ..ot

INSURED'S NAME ... oiiitieiiiestie st stee st e st essee e e e s s teesteessseeanteesbeeamteeaseesseeenseeaseeeaseeenseeaseeanteesseeenteenseeanseenseesnseeannnnensnrensn
ADDRESS: ... tie ittt ettt e bt e an—e e R —e e AR et aRte et eeaR et anteean et et eeaReeeaRee e Eeeanee e EeeaReetenReeeneenneeenreeanneenns
BUSINESS:........coi v OR  OCCUPATION:.....c.eeceeereereecreean TELEPHONE NUMBER.:............ccoviverenns
DESIGNATION: ...ttt ettt cee ettt ettt e st e et eeste e e s teesste e ssae e teesaeeenteesseesnteeaseesnseeanseenseeanseennen AGE:....cco oo
DATE OF ACCIDENT :......cooieieeie e TIME:.......ccovneene. PLACE ... . oot
1. How did the accident happen and What was injured person/deceased doing at the time?......cccccovvviiiiiiiinnnnnn,
2. Please give the names and addresses of any witnesses of the accident:...........ccccoooiiiii e
3. What INJUri@S WEIE SUSLAINEA?..... ..ottt ettt a et e e ea b e bt e e bt e eneeebeesnteenbeesae b e eeenbeesneeennes
4. (@) What is the name and address of the doctor who attended to injured person/deceased? ...........ccccceeuvrennnnn
(D) Is he the USUAI AOCEOI?...... ..ottt ettt et et e et e sate e sbe e e beesneeanseesaneeenteesannns

5. How long has injured person/deceased been temporarily totally disabled and have not been able to go work?
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DECLARATION

We declare that the above answers are true and complete

(P. T. O. FOR MEDICAL CERTIFICATE)



MEDICAL CERTIFICATE

NOTE: THIS CERTIFICATE IS TO BE COMPLETED BY A DULY QUALIFIED AND REGISTERED
MEDICAL PRACTITIONER AT THE INSURED’S EXPENSE

When did you first attend t0 hiM? ... s
(a) Has the patient any disease, disability or physical defect apart from the effects of this accident?

If SO, PlE@SE GIVE AELAIIS: .....ooueeei ettt s b re et et et e nn e e ne e e

(b) If he has, to what extent:
(i) Was the accident attributable tO it? ........cocuiiiiiii e

(i) Is recovery retarded DY it? ... e

State how long the patient has been temporarily totally disabled and for which period you gave him

permission (Excuse Duty) to stay out of work. From:.........cccccooviiiiiiiiiiiee e, TO e,
Date patient was declared fit fOr WOIK: .........c..uii it e e et e e nre e e
Please state the percentage residual incapacity resulting from the accident:............cccooe i,
SIGNALUrE:.....ciiiie e
Qualifications:........ccoceevcie e
AArESS:.....ve et



