zqaﬁaa ﬁw%m/reo?a W/ 0% fedrer : 3] S, R0R%.

9fd,
. yEEd /W, gEed/ W1, e

TIftaTs Bo g0 foemdent Tofa od mefaared a AT aREw,
Tifetars o qor fermfierdte 94 uedt @ TesgTR fam

faw@ : R038—30 a1 N1 aufdie formet srysma e fomr .
TRIEd / WRIEA,

Tifeftars e qor foemds famredf faem veemmra faemel stoard gRen famr A o
9283—23 UG & FUAd G 8. Tl ST foameai+ welfqeaneard / A TRawd
T faemdte faamma Fafid yerer Ader e ofen wd fammediegd ar AsHetaia famr freft
U A

YT AT 3035—30 TS (] ST 0% T ¢ A 2039) IS AT I
Fo fofids, T, W9, @ie T ¥o3, FCANIR, THATS Fhd ATFHN, 0T A=A
fremeat=ar STaTt fomT WRevTHast FR F0AT ST 3Te.

foemdie AfFR FEam Faocar HUREaR agel <varq Jom=ar fqemeft stoaTa geam fomr
T TErd THAT GUROT 0T SN ST IO 9 203u—=3& G foemef st fomm

LA FISH3TAT Ut WhA § quelie @i dimdd o o8,

Sr. No. Particulars of Coverage Amount of coverage
Rs.

01 Accidental Death Rs. 2,00,000/-

02 Loss of two limbs, eyes or one limb and eye. Rs. 2,00,000/-

03 Loss of one limb or one eye. Rs. 1,00,000/-

04 Permanent Total Disablement from injuries other than Those named above (PTD) | Rs. 2,00,000/-

05 Medical expenses arising out of accidental injuries due to Hospitalization for | Rs. 1,00,000/-

every students
06 Any one accident Limit Rs. 50,00,000/-

Tefsd TRdiqaR TS STUTTe, wIawe STUvey, ATHTaud faameain Siwei=RIaa!
frezd e,
Q. STUET Y fhar @A A1 e FROTHE STYHIAEAT qREUGA YAl ol feawi=AT
3 o e e (e wfedt/ g W EFRAT ™) i weden e
R YT FO YT ITe.

. Mm@ fqm Fur dad Sieoer faftd THRTde ofSl fomT TR U Q@1 TES
FOGMAE TEYTH 1 Fd FREEe (. {) Wafis mfedt/ o o Gfavm o)
R) fafeq wuen uifedt wridT FoH 318 3) STISRe FMRUA.) Tddr famr ®ui|
@S A R wu TS, W, W, SBF T ¥o3, FAUITR, THATE! ST
TERITEM, T — 22 00§ IT TWMGN) FHll AGYIHRT 3T,

3. oY MefE W/ I T EEERE 1) e SeER ® R T ot
g Hofid §d FRUA AN YAar fOA wOteAr $He aX ST fomr wut sriedrd
(MR fhar seauiere) &0 fad o, I die =, T "y wrfardt @

Adeh{d ddhl E[U'f {Udldd Y ohdd.




¥.  SleyAmn oTrEa fomr sreardedt s i wrie weiia seoer e @ fammdierr
bsdinsurance@unipune.ac.in T ﬁﬁ?ﬁ? (cc) R %if@?? Trefemr rfard 311%, Tt
e =t
REIRES slsq| TV FOA foffes, 0T a1 IR goar 9 A i @Tel o o,
TR fomr qSHITIT AT TRIG FRUATEET 0T, AR § (Femad Je3r feararde) T

fSieeaidte qifadars B g0 faemdfent dof1d qefeered a Argaya IR § fFemdis
g it iy Mfediaer & FHwET Jud .

fam Fut wrRafearET g 3T wE |,

[V N NN

IS 3SqT 39T wudl fofids
T, W, B T %03, AWM,
THETS! STeRrd ATRITAT, 0T — %22 00% .

I : (030) REELYOUR / JGERLYOXVY
e 9 qdRe 90
Name Email id Phone no.

Jyoti Talekar . Jyotitalekar@uiic.co.in . 9869079794

Viplove Gedam : viploveg@uiic.co.in 8983374363

Prabhakar More : prabhakarmore77@gmail.com : 9767560022
Tiaq : o T JHREE WU ST IS

qFfalad  wmea fofagar T o fgEmie @9 goft

o o . N o o LN o
HGETA T / TRARITTO IdaleHldl %@Tgﬁ ddldde 3TN [IHT (Personal Accident Insurance)

T Ufees Weude fFemefl S & (Medical Insurance) ITSHT BN F0GTT ST 37T
I AifeteE o qur foemdfiermar foemeff otwsmd faWr WRam AMRIdd

N o

UGBTI =T Traue ST faqT &He 0T &% 2food 3Tdie d¥ 9T od

T faaredtaT Y Tede (@t fgade gar TR AT aEd STaTd #%T 9cR

ASATSt fadfad A ST svyuvasurakshaorg a1 Fhaeeal AMes= S S1Ie

TRER AT g SR AEVIF A FHrdaTel FOFEEd GaEaET T wd. JeEd qow) 1=

farndt g de@maT fSFat o 3R,

Foard, & forr.

%&W

(7. gigar HBHol)
Tares, (Ifafed srdar)

farmet fowm A5



UNITED INDIA INSURANCE COMPANY LIMITED
Head Office: 24, WHITES ROAD, CHENNAI - 600014

The necesary claim form is attached. Alongwith the
claim form the following documents are required to be
forwarded at the time of claim

1) Principal Covering Letter on college letterhead for
students attendance register

2) College ID proof of the student

3) Medical bills all in original along with fitness

certificate of the doctor.

In case of Death / major accidents along with the

above documents we will also require

1) Death certificate,

2) Police papers such FIR, Panchnama, PM report
etc.

In case of permanent disability claim, the disability
certificate to provided alongwith other documents
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UNITeD NDIR UNITED INDIA INSURANCE CO. LTD.

(Subsidiary of General Insurance Corporation of India)
Regd. & Head Office : United India House, 24, Whites Road, Chennai-600 014.

gferaen geeAT a1 grar wil
PERSONAL ACCIDENT INSURANCE CLAIM FORM
(For Disablement Claims Only)
T W & T B G G KT SR Tl HHT A | FHYAT G G ©F 79 F G Gated wrrerd, fae, ©Er enfe w6 ghen & 14
% ST T |
The issue of this form does not constitute asmission of liability. Please return the form duly completed within fourteen days
of the accident together with the relevant prescriptions, bills, receipt etc.

2TaT §. Claim No. giferdt H. Policy No. 1608004226P 104665720
1. FHTIREH/INSURED (a)
(a) A™/Name
(b) 9Ydr/Address (b)
2.  dmuRE =#E INSURED PERSON (a)
(a) 9 Name
(b) UAT Address (b)
(c) =99 Occupation (c)
(@ wF § sifees € o Felt wie)
(if more than one state all)
(d) 7T SfeT T 3T Age next Birthday (d) o Years
(e) 398 Height (e) _ g Cms.
(f) =S Weight (f) fem. T Kgs.
3. (a) THeN %9 g ? FUH1 e 9 TE Hg g9 (a)

When did the accident happen? Please state
date and exact time
(b) gHe el g (b)
Where did the accident happen ?
(c) THeA T Ul =, IHHT FHWT TAT IHH TE A (c)
&1 fagor €.
Give full description of the accident, its cause
and injuries sustained.

(d) et =fe geer & wHE Riel yE 1 g o A (d)
T o7

Was the injured person under the influence of
drugs or intoxicating liquor at the time of the
accident.

(e) THIT % TWY WiEER AfE 18 &1, HT A9 T W 5. (e)
Give the name and address of witness if any to
the accident.

4. (a) & T fafeen &1 = qar fafe ofer &1 AW T (a)
T g

Give details of medical attention given and the
name & address of the Medical Attendant.

(b) =fE ITea e fafea wfier St =fEs &1 9w (b)
faferear TR 7 € o, @ gmrg fafeer IR =
9 T YT 2.
If the Medical Attendant named above is not the
injured Person's usual Medical Attendant, give the
name and address of his usual Medical Attendant.

(c) =1 7% 71 fonelt o1 fafemm Wi T s af@@ &1 | (o)
Tee foRelt dm @1 e % o 3= faar o
Has he or any other Medical Attendant treated
the injured Person previously for any illness
or injury ?

(d) = & & fafear st s9 omavgs & W (d)
= § fad gad § g,

State where a Medical Officer of the Company
can visit the injured Person, if necessary.



1608004226P104665720
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5. @ Ity fow v 9% e |fe

State the period during which the injured Person

has been
(a) WE/WE TUT I I FE W I9RGT T H (a) ®/From
sramd o : wH/To

Confined to bed/house and unable to attend to
his normal duties at all

(b) 3TYTE: ST W HTd W IUIT WA A RS Ar AR | (b) W/From
W AT T TF/To
Partially able to attend his normal duties
whether confined to house/or not

6. v =fE fFg Tl & g TE e WS
State date on which the injured Person has been/will
be able to resume normal duties

7. (a) o STEAT AT o IS <@ foRar A Rt gefe (a)
wiferel & afeta =1 & A ¥ a8
gfe &1, faawr <.

Has the injured Person made any Claim or
received compensation under any Policies of
Accident or sickness in the past ? If so, Give
particulars.

(b) =T AT AT & TF HIE A gHeAT yifet . (b)
7fE 7, drrerat &1 AW €
State whether the injured person holds any
other Accident Policy, if so give the name (s)
of the insurer (s)

\ﬁ/m‘a@maﬁfwm{/mﬁ%ﬁﬁ/ﬁwmﬁawﬁﬁﬁmaﬁﬂwﬁm‘éﬁmﬁmﬁwwﬁ
T T gE §.

I/We hereby declare that I/the Person named above have/has sustained the injuries described above and that foregoing
particulars are true in every respect.

W / Place : FTYRE o TRIER
C Signature of Insured

fe® / Date : g =TT & TEaEn

Signature of Insured Person

feauft . seh A e AHRE F ¥ § wg S At denes o srel wfe ww ok 9€ |t ©

Note : The world "Injured Person" may be read as "Insured". If the insured and the injured Person are one and the same.

fafas MISC-40 | R.P. 100 Pkt. x 50 - 12/2002



3,*1551%1% SECs ;Pg’({,,ﬁ B
. (‘dh'{— TEK ‘&1 39FH)
UNITED INDLS MBURANGE CO. LTD.

(& Goverrmant of india Undertaking)

USiER e TETT ST 34 <-:_=.!:.— 1T “".. ARt Tegu. & risad Siiits v =, Mines Hoad,
' CHENNAI - 600014 -,
PERSONAL ACCIDENT 1NSUHA:ICE -

""G%‘*ﬁ"ﬂ'“r"i ﬁ.ﬂ"‘ﬁﬂF‘QTe: ' MEDICAL REPORT.
| o= o fafeses WREE 2 tg“‘? S e e R e,

Thisform is te be completad and signed by t Medical Attendant.

v sRET ealEE @l W U GET,
1. Name and-Address of injured person s
i’_. - SRl T 7T ADIX a1 HTAT &t Uqﬁmm(? ‘ L
2 Descrlbe nature and exteni of i |njures . - U T . .’L'
.84 gyeAl @l lUlaqum’ﬂq I
3. Cause of the accident so far as is known o you, o I w
4. (o)ﬂwﬁ*'d—-r.ch—@ﬁa%ww—c?m—@ | (@) L
| 3UUR &§ o . [ T ST O
4. (a).whagdid you flrs‘au nd on the Iﬁjuf\:d : ' @y o
person following the accident. I
(G)WS-TTU’JT‘%?E?{‘EE(T—R"TTE?%\ | (@)
(b) Are you snll a'Tanrlmf‘ onhim. S {a)
S5 FOT-AT 35 gt Riseer aRaRe & afg . s RS -
Wﬁi&ﬁ“@“?ﬁ%'ﬁtﬂ—(' '
&l &, Al [SENE lqa R K-S
© 5. Are you his usual Medical Atiendant 7 If you .
’ have treated him forany Prewous lllness or lnlury Lo . L e ey e b
please give details. oo e S )
Fleyew e L. - @)
iy %uuﬁqﬁrm-"rdﬁ\.gmszr S i)
(i) ToH HG_FGT'C T, bﬁ"f"{{]"l u:-—fl ol EsE . (it
T WY B e g Q31I & '
6. (a) Are his injures AN 1 (@)
"~ (i) Solely due to the accident or. - - (i)
(i) Tracezble 10 any disease, infirmity, . . o (i)
* previous inju'ries or'any other cause. , )
(E)"mama“—-zmm;aﬁsﬁmﬂm"@(? v
FER & 37eal, é*ﬁm&immaﬁ SHE (@)
(i) gt?z—ﬂm] GRECIE) e BE ' W
(i) ST & S B A faci &1 oo & wera ST (il)
(iii) 3Fes Ferel @ ailX O w¥d &% woar g1, (iin)
(b) Is the injured person suffering from any disease .
or injury (apart from this injury) whxcn directly
~or indirectly (b)
() may have coniiibuicd i vs the a uu. Nt or (i)
(i) is likely to retard his recovery from the injuriss or (i)
(iii) is likely to aggravate his COHdl’IOﬂ 7 ' (i)
) @] 3 *m N aE dTFf‘T qUET & HAT ¥4 , ()
] qzE s & an A - :
ey Was e 1o vour knowlsdgs undsr the inil;anns .," V(@)
L intoxicants or drugs at the lime of ace It b
R (a)mﬁmmaﬁﬁ'm‘ﬁ TE T dsrgaﬁ () '

"‘?" G TR Ur'ﬂ FTII?RTU Ffem Ry we : - ;
R B "Ic\l @T_ al. )

'A - ~
Accerdirig-to you how long has injurad piienn s s,
enafied 10.b23 / houss 23 the direct and soim

.,--
5

\Il

e i BE . Jmia \
- irien Susainedd !
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ViEL 5 aJ_fd Xim O 3] qq 35S HE= SIE] (E)
P— N ‘a S~ g el
ﬁj Sl 3? & OGN X Haar &, zq—‘, <E ? al fog N
(o) Duri ng this paricd wil the .n,Ln: psrson te able (b)
f(‘ —Jh(—pl" '!‘\ 'ar]\'l nn “(\n r, )-J ﬂ""‘.‘.;:-_'_, c%

A 30, fromi what date,

,,.-,(Tf)__Cﬁ’ﬁolF”ﬁaﬂ%?ﬁﬁm”aTc
KO) E?TLWWT—‘[F—WSQ—_*; -

' a® &R S
' (H) ‘I.dﬂu) o{v‘i vnril < u')j '}L [ —t{ ?\{ _-{‘“
N RGIE PET 1 : '

U (9) i oot please State probcble date of
- () . his'being able} lo attend io any portlon of hls

) normal dutigs
Sy hns resumptron of hlS no.mal duues fully

' ‘A_s: B3 I e,

8. - Any dther remarks: you wnc‘h to make. T LI U
';trta‘aarr mﬁrwg%w@-aﬁrﬁ*’r@r—@gﬁﬁm,;mmaiﬁ“q%af—ﬂﬁ—w{—@q‘r—rm'-f -

gl hereby cerlny that the i mjunes sustauned by the percon mcnthﬂ'—d tu ve are in accordanco wuh thﬂ nature of, -
ihe l*(‘blderlt c:S dvbCHbcd lO "nc arJd hf—l[ 13 1rr\a[ed hlf"‘ fOf ,hm cmird . I

said iu] J"le\

®IE / Place 'Eﬁlﬂfg/"Sigﬁét_u'_re g
v
L TEHIE ) Date ;o A Namd

%l / Add

@
)

e l / Qualmmhon

F%ccnstranon I\IO

Y

Al
%

-#1—*‘«% o @t A Y@ Jc—m a@ﬂ—{?ﬁmq "milma(w

SOH

Lo
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= The fee. 1 any, for this chon wrl' be: bornc b the m,urer‘r
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7 &N UNITED INDIA INSURANCE CO. LTD.

2 ol
e i AUt guT Fterd « 24 I iz, A= 600 014
Regd. & Head Office : 24, Whites Road, CHENNAI - 600 G14.

qIET / OTET STt

. Divisional IBranch’Omce

safaaTa geeAT AT - JIAER faawr
Personal Accident Insurance - Claimant's Statement
(mm—nhrm‘nmﬁFﬁﬁaixmqﬁk-mmmﬁmmmm&mﬂmmkmmw. T FETT O
afe #é & e gfera e afg F @, F a fzE) :
(The i1ssue of this form does not constitute admission of liabllity. Please return this form duly completed together wit

Death Certificate from the Hospital or the Medical Attendant, Post Mortem Certificate, if any and the Police Panchanama,
it any)

zrar &ea Claim No. aiferdt @@ Policy No  1608004226P 104665720
1) (%) a0Ew T A (o i st @, A et 1 am Rrd) (%)
(a) Name of claiment (in full) (If more than one, state names of all) (a)
l (@) T (@)
(b) Address (b)
(m) g & FT AR T EAY (m
- (c) Relationship of claimant with the deceased (c)
2) I EET TATY, forEaR T ZTAET SO S ZrET T §

L)

State nature of title under which claimant is claiming the amount
’

geiear ¥ ga g safea wr fraror

Particulars of the Ins"p?_ﬁ?d Person Who“dié'd‘ in the accident

3) (F) @wam: (=)
(@) Name (in full) (@)
(@) faw gar (@)
(b) Lastaddress (b)
(n) FwRER (m)
(c) Occupation (c)
(o) e F awg 3y (=)
(d) Age at the time of the accident (d)

4) (%) o FAT@? (FATF qun I wew qawn) ()
(a) When did the accident happen? (Give date and exact time) (a)
(@) oo T 4 - (=)
(b) “Wnhere did the accident happen? (b)
() e w1 ot oo 3, et o A agedt g < (M
(c) Give full description of the accident, its cause (c)

and injuries sustained.

(9) feais, a7 agn §eg &1 TH TR (7)
(d) State date, time and place of death. ; (d)
’ ._-/

e —— ———— - ———



1608004226P104665720
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5) mmmﬁmimmmnsﬁmkdmk@mmgﬁ?

On what date did the claimant receive-information with regard
to the accident and from whom?

6) i F meft & =fFaw ¥ aw A o @

\ Give the names and address of two persons who
witnessed the accident,

7)) (%) wn plzn i wwr gaw Aot & gae ar, afe T8 @ e X (=)
(a) Was the deceased free from infirmity at the time of accident? (a)
If not. give particulars
(@) P oiz F awa gaF Za0sT a1 99 F T A 9v) (@)
(b) Was the deceased under the influence of drugs (b)
or drink at the time of accident? X
() T ZER F favE & geg #1 geqar o gee ot | (m)
(c) Is the claimant satisfied that the death was directly due to  (c)
the accident.
(7) F= % am o Rf (=)
(d) Give theé names and addressas of : (d)
(1) wETaTA, At a1 IR F1 AW S8 gas S guear & (i) a
12 T FAA | .

The Hospital. Clinic or Nursing Home where the deceased
was lreated after the accident.

(1)) 13 Fataras | Fafweas o1 am Rre gode & T gas & (ii)
7w forar
The Physician / Surgeon who attended on the deceased
after the accident. 241

(i) 3w faafua fafeaas, afe :g & (iii)
His regular Physician if any

8. ¥ gAw & s ¥ #§ 35 g g o, aR o, @ et / 3
TR q4 ZrET St / 4% aan
Did the deceased have any other Accident Insurance on his life?
If, so, state the name of the insurer/s and amount/s claimed.

¥ / ew v gfte aar droon wwar § / w0 & P s et gl 3 e oft e gof aun & ¥ ‘
| / We hereby affirm and declare that the answers to all the above questions are full and true in every respect. . =

2 A .
e v / Place :
’
feai= / Date ¢ ‘
ZTATR & FEAa
anedl | Wilnesses Signature of Claimant

1. #EET [ Signature
T / Name

qar ; Address

’

2. &R / Signature
Tm / Name

741 / Address ’

5 FORM No._ MISC-39
r. C/P 2500 (PKt. ¥ 50) 9/2001

-




