
NI.G INSURII}ICE SOMPlll'lY TIMIIEO
PO. Box No.:4332, Lazimpat, Kathmandu, Nepal

trEqsol\|AL lccroEt\rrT cLfi.r% Fow
Ihe lnsuret da not adhn tiabitity by issung this torm

Policy No: Claim No.

Name of Insured....-.....

Name of Life insured

Please give name and address of the Doclor
altending the lnsured/lhe Liie lnsured ior these
injuries

ls he the usua Med calAltendant ?

Has any olher l\,4ed cai Praclitioner been
consulled ?

l. Piease state when and where the acc dent
look place

Please state how it happened and whal the
lnsured/the Lfe lnsured was doing al the i me

P ease slate as fuly as you can the nature and
lhe extent ol the nllrries sustained

4. Please give name and address of the eye-



6. li the lnsured/lhe Lite lnsured is still disabled,
please indicate when he/she s ikely lo be tit 10

resune usua business or occupation either who ly
or Partiay

7. When and where can the Insured/the Life lnsured
be visited (if necessary) by a Medical Officer or an
Official of the lnsurer ?

8. Was the lnsured^he Life lnsured in sound health
and free lrom any physicaldelect of nf rmity al the
time of lhe acc dent ?

9. When did he/she lasl rece ve rnedrcal attenlton
previous 10 the above mentioned accident ? Please
slate nature ol comp aint

10. ls the claim being made under any other
lnsurance ? li so, please give pai(icu ars

11. ll an immediaie seitlemenl is acceptable, p ease
state the amounl

DECLARATION

I, the undersigned, do hereby declare lhat, to lhe besl of rny
knowledge and beliei the foregoing particu ars are true and correct.


