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S’ GENERAL
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PERSONAL ACCIDENT INSURANCE CLAIM FORM

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

1. Important Instructions
a. Claim form is to be filled and signed by the Insured (Registered Owner of the vehicle) or the legal representative of insured.
b. Allfacts and statements must be factual and not concocted, false, influenced or biased in any form. Bajaj General Insurance Limited will not be
responsible for the same. Please do not leave any column unanswered.
c. Please read carefully the attached list of documents required for faster scrutiny and processing of your claim.

2. Policy Holder Details
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"I hereby give my/our consent to the Company to upload my KYC records on the Central KYC Registry portal in accordance with IRDAI's circular dated July 12, 2016. | also
authorize the Company to verify my identity and address proof through CKYCR/GST/MCA/NSDL/UIDAI, or any other portals as required for the purpose of KYC verification."

3. Details of Injured/ Deceased Person
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Relation with Insured ESeIf I— Relative I_ Friend DPaid Driver |_ Employee DOB‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

If the injured / deceased person is a paid driver or employee, please fill in the details below:

EmployeeID‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Designation‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Dateof.]oining‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

4. Details of Injury/ Death

Date/TimeofAccident‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
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Detailed Description
of Accident

Whether Reported to Police Station [_ Yes [_ No

If yes, then name and address of Police Station
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Was the injured /deceased person shifted to hospital immediately after the accident? l_ Yes |_‘ No

If yes, then name and address of Hospital
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DateofAdmitted‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ DateofDischarged‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘




Do you have any other Personal Accident Policy? I_ Yes l_ No
If yes, then details of other Personal Accident Policy
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Policy Period From““““‘ TO““““‘

Please Select Appropriate Nature of Injury
I_‘ Death I_ Loss of two limbs or sight of two eyes or one limb and sight of one eye [_ Loss of one limb or sight of one eye

|_‘ Permanent total disablement from injuries other than named above

In case of bodily injury, please specify the nature and extent of the injury

If Claim is related to Temporary Total Disability

Advised rest/ unfit to work for specified number of days From‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ To‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Fitness Date to join Duties ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Details Nominee (In The event of Insured's Death)
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Relationship with the deceased

Full Name ‘ ‘ ‘ ‘

Direct Fund Transfer/EFT Mandate Form

payee Name (asper bankrecorss) [ | [ | | [ [ [ [ [ [ [ [[[[[TTTTIIITTTTIIT]]

payee accounetumber | | | [ [ [ [ [ [ [[[[[[TTITLIIIIIILIITTITTI]]

Type of Account I_ Savings [_ Current I_ Cash Credit

Name of the Bank

Branch Name

IFSC Code No

|
|
Address of the Bank ‘
|
|

PAN No of Payee

In support of bank details (Please tick the type of proof submitted): |_ Cancelled Cheque |_ Bank passbook copy

[and I herby agree to submit the original cancelled cheque with my name imprinted on cheque for NEFT processing, if claim is admissible]:(Mere submission of documents or
bank details or any other information does not in any way, impliedly or expressly or suggest admission of claim and or liability by the company.)

Declaration

1. I/We hereby declare and warrant that the foregoing particulars are true and correct in every respect. I/We agree that if any statement made by me/us is false, untrue, or
involves suppression or concealment of facts, my/our right to compensation shall be forfeited, and the policy, even if issued, shall be void ab initio and cancelled from
the inception date.

2. I/We further declare that I/We accept the claim amount in full and final discharge of your obligations under the policy to the Insured Person and/or his/her legal heirs.
1/We agree to indemnify the Company in the event of any subsequent claim being made by any other person(s) under this policy.

3. I/We confirm that I/We have received the list of required documents with this claim form and understand all requirements for scrutiny and processing. I/We acknowledge
that any delay or failure to submit the required documents/information may result in delay or closure of the claim as “No Claim” at the Company’s discretion.

4. Submission of this claim form through electronic communication or online interface shall be deemed sufficient and does not require my/our physical signature, as the
form has been verified through one-time password (OTP) via my/our registered mobile number/email ID. Signing or submitting the discharge voucher through electronic
mode/SMS confirmation shall constitute my/our acceptance of the claim amount in full and final settlement.

5. 1/We agree to provide any additional information or documents as may be required by the Company at its discretion.

Signature of Insured or by the Nominee
Date ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ (in the event of Insured's death)

Pece | [ [ [ [ LTI IIITIIIEITTLL]  name




DOCUMENT CHECK LIST FOR PERSONAL ACCIDENT CLAIM SUBMISSION

1. Accidental Death Claim Document Type
A.  Duly filled and signed Claim form
Original/Attested copy of Death Certificate
Attested copy of Postmortem Examination report
In Case of Accident- Copy of Medico Level Certificate from hospital
Copy of Photo ID proof of Insured person (Employee/Member ID card)

Attested copy of FIR of local police station or Detailed Police Information note or Inquest Panchnama / Spot Panchnama (if applicable)
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Original Cancelled Cheque in CTS 2010 format (Printed account number, IFSC code, Printed name) Mandatory. In case the name is
not printed on cheque leaf, scanned copy of 1st page of passbook or the authorized bank statement.

H.  For claimed amount above 1 lac self attested copy of PAN Card /Form 60 of Insured is mandatory & for below 1 lac claimed amount
copy of Photo identity proof (PAN Card/Form 60, Aadhaar Card, Voter ID etc.) is mandatory

Please note the above list is only indicative. Insured/ Claimant may have to submit additional documents /
information if required.

2. Accidental Injury Claim Document Type
1. PTD (Permanent Total Disability) & PPD (Permanent Partial Disability)
A.  Duly filled and signed Claim form

B. Complete treatment record like Discharge summary, Consultation papers with supporting Investigation reports like X-
ray/MRI etc.

In Case of Accident- Copy of Medico Level Certificate from hospital

Attested copy of FIR of local police station or Detailed Police Information note or Inquest Panchnama / Spot Panchnama (if
applicable)

Colored and clear photograph of Disabled person showing the disability
Income proof like Pay slips/Salary slips prior to the Date of loss.

Copy of Employee/Member Photo ID proof

r o mm

Original Cancelled Cheque in CTS 2010 format (Printed account number, IFSC code, Printed name) Mandatory. In case the
name is not printed on cheque leaf, scanned copy of 1st page of passbook or the authorized bank statement.

. For claimed amount above 1 lac self attested copy of PAN Card /Form 60 of Insured is mandatory & for below 1 lac claimed
amount copy of Photo identity proof (PAN Card / Form 60, Aadhaar Card, Voter ID etc.) is mandatory

Please note the above list is only indicative. Insured/ Claimant may have to submit additional documents / information if
required.

1. TTD (Temporary Total Disability)
A.  Duly filled and signed Claim form
B.  Medical Certificate confirming the Disability period and the probable date to resume duty / service

C. Complete treatment record like Discharge summary, Consultation papers with supporting Investigation reports like X-
ray/MRI etc.

D. In Case of Accident- Copy of Medico Level Certificate from hospital

E. Attested copy of FIR of local police station or Detailed Police Information note or Inquest Panchnama / Spot Panchnama (if
applicable)

F.  Leave Certificate from the Employer mentioning the leave dates

G. Income proof like Pay slips/Salary slips prior to the Date of loss.

H.  Copy of Employee/Member Photo ID proof

Original Cancelled Cheque in CTS 2010 format (Printed account number, IFSC code, Printed name) Mandatory. In case the
name is not printed on cheque leaf, scanned copy of 1st page of passbook or the authorized bank statement.

J. For claimed amount above 1 lac self attested copy of PAN Card /Form 60 of Insured is mandatory & for below 1 lac claimed
amount copy of Photo identity proof (PAN Card/Form 60, Aadhaar Card, Voter ID etc.) is mandatory

Please note the above list is only indicative. Insured/ Claimant may have to submit additional documents / information if
required.
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