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IMPERIAL\\

GROUP PERSONAL ACCIDENT CLAIM FORM

INSURED'S NAME ... .oicie ittt ettt e et e e e te e e be et e e aae s s b e e sbeeabseease e eaeeebeeeabeeasseeaseesbeenseseaseeeseeanbeenbaenseeenseeaneesreeenbesnnnesns
LAY ST URRSP
BUSINESS: ..ot OR OCCUPATION: ....coiieiieeiieerieesiesiee e TEL. NO..oiiieiieieeee s
DESIGINATION: ... tteette e et etee e et s ettt et et e e e seee e e e s e e e e e e s s e e e e eeeeae e s s e e e e e e nnnsas saannaneneeennnnnnnn AGE: ...
DATE OF ACCIDENT :.....cooiieiietee et TIME: ..o PLACE: ... ... oot e
How did the accident happen and what were you doing at the time?.........ccoooer i e
Please give the names and addresses of any witnesses of the accident: ...
What INJUFES did YOU SUSEAIN: .. ..cueiiiiiti ittt ettt et et et e st e et e b e et e s e e e e e e seesaesaeeseesaeeaeesaesresaenens
(@) What is the name and address of the doctor attending t0 YOU?..........eivieiiiiiiiieiiieeeeeeeeeeeen e e e
(o) T 3 T 181 G 018 = e[0T (o ) o T

(@) Are you claiming under any other policy for this aCCident?...........uuueeriiiiiiiiiiiii e
(b)  If SO, PIEASE GIVE PAITICUIAIS: ......eeiiieeiee et ste e ee ettt et e s e ste e s re e e te e e s ae e s s e enbeeenee e saeeaseesnseensaesreeeaneenrean
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

1 NAME Of PALIENE:.....eeciei ettt e e e aa e et e e sbe e saeeeebeebeeenreeaeas
2 WHhat @re NS INJUIIES?. ... et e s e e s s s s e s ee e s e e e e e e ee s e e e e aeesnnnn s eeennnnnnns
3 When did you first attend t0 him?.......ueiii e

(b) If he has, to what extent:

0] Was the accident attributable to it?........coui i,
(i) Is recovery retarded DY it?.......coeviiiiiiimmiiiieiiririre e
4, State how long the patient has been temporarily disabled and for which period you gave him
permission (Excuse Duty) to stay out of work, From: ..........cccceevviniiiniiens Ko LS
5 Date patient was declared fit fOr WOIK:...........ooiuiii i e
6 Please state the percentage residual incapacity resulting from the accident:..........ccccoeviiviiiieiii e,



