
K. _NLG IN$URANCE COMPANY LIMITED
P.O. Bo4 No : 20600, Lazimpat, Kathmandu, Nepal

fu{.ertca{ Ckirn {Form
Claim No. :

S.No.:

lnsured:

Policy No :

Signature of Personnel Manager
{on behalf of the insured}

EECLARATION
I declare that i have sulfered due to the above descrrbed AccidenUsickness and to the best of my knowledge and
belief the foregoing pariieulars are in every respect true. i also declare there is no any other source to cover the items
claimed.

Date:

'..'.....,.,,,...........t,"
$ignature of the Clairnant

(on behatf af the Dependant)

Member's Name: Designation:

. Age:DepartTent:

Dependant's Name: Age: Relation:

ACGIDENT

Date & Time:

Place:

How did it occur ?

Details of injury:

Name oi Attending

I SICKNESS

Date:

Name of Attending Doctor:

Name of Hospital:

Diagnosis:

Sick Leave if any:

From: To:

Doctor:

Particulars ol Treatment Cost of Treatment (Rs.) For Office Use Only
A. Surgeon & Anaesthetist's Fee
B. Pathoiogist's Fee/Charges for X-Ray/

E lectricallMassage/Acupu nctu re

Treatment etc.

C. Charges for Maintenance of the lnsured person

in lrlursing Home or Hospital or Sanatorium
D. Cost of any SurgicalApotiance(s)
E. Cost of lvledicines & Drugs
F. Private Doctor's Fees

G. Other, if any

Total Claimed Amount (Rs.)


