
PRADHAN MAHIRI SUIWi$HA 8 IMA YQJAHA 

CLAIM FORM 

Thl. form Is Issued without admission of liability .nd must be completed and rllumed within 7 days afl.r its 
rscalp!. 

Claim No. Policy No. 

· Nam.ln Full 2. Name of 1M Banll 'Nith 
Address .... _. 

Saving Account 
Cont.ct Number No. 

3. AI When did the accident I d.ath 0CQIr? St.I. Day, 
Date Ind Hour 

8) Whir. did it occur? 

C) Give full particulars of II1s cause of d&a1l1 J inJuri .. -
sUltalned. 

· Give name and actdns. of the attending Oocton 

· Stllte where and when. Medical or other Offic.,. of 111. 
ompany Cin visit you il f1Knsary. 

A) 
') 

· Alin ease of Death, OrIginal E1R / Post MortMTl 
Report( Death CertificM' 10 be attached. 

BI In cu. of Disability, Disability C.rtificate from 
Civil Surgeon to be attached. 

, 
I 

I HEREBY DEClARE and warrant the truth of 111. foregoing partiCUllll1l In every respect, Ind I agree that If I hive 

mad., or If shall make false or untrue Slilllem.nt, IUpprnsion or concNlment, my right to tompensation shill be 
absolutely forfeited. 

Dlted _ ______ _ Signature. _________ _____ _ 

(CI.lmlntl 


