HDFC ERGO General Insurance Company Limited

GENERAL INSURANCE

SARV SURAKSHA - CLAIM FORM

(The issue of this form is not to be taken as an admission of Liability)

DETAILS OF INSURED
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Policy Number I I I I I I I I I I I I PeriodoflnsuranceI I I I I I I I ItoI I I I I I I I I

Does the Insured have any other Insurance? [lves [ INo
If yes please list all companies type of Insurance Policy Number and Insurance amount

PrincipaIOutstandingonLoanI I I I I I I I I I I I EMI I I I I I I I I I I I I

PLEASE INDICATE WHETHER CLAIM IS IN RESPECT OF SECTIONS

Critical lliness I:I Personal Accident I:I Accidental Hospitalization Benefit I:I Loss of Job I:I

Credit Shield Insurance Policy I:I Householder’s Coverage I:I Garage Cash I:I

SECTION 1, 2 AND 5 — CRITICAL ILLNESS / PERSONAL ACCIDENT/ CREDIT SHIELD

Date of Sickness / Injury / Accide I I I I I I I I I I I I I I I I IPlaceofSicknessllnjury/AccidentI I I I I I I I I I I I I
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Nature of Sickness /imury | L L Lo L L L
I
I

Circumstances of Sickness /Injury /Deatn ||| || L L L L L ]
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Please list the names and addresses of all treating physicians and hospitals

Name L L L L T T T T T T TTTTTITTTTTITTITTTT]

steetaddress L1 | 1 L | I [ T T T TTTTTTTTTTTTTTITTTITITTITTITITTITTIT T TTT]
cy LLL LT T T T T T T T T T T T T T T T T 1T tate

pinCode L | | | | [ lphone LI [ [ | [T T TTTTT]

Did police or other authorities investigate the accident? Clves [ INo

If yes please provide name, address and telephone number of all investigatingofficersandagenciesI I I I I I I I I I I I I I I I I I I I I I I I

SECTION 3- ACCIDENTAL HOSPITALIZATION BENEFIT

Insured’s NameI I I I I I I I I I I I I I I I I I I I I I I I I I Date ofBirthI I I I I I I I I Marital Status I:I I:I
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Does the insured have any other insurance ? I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I
If yes, please list all companies, type of insurance, policy numbers and insurance amounts I I I I I I I I I I I I I I I I I I I I I I I I I I I

CLAIM INFORMATION

DateofaccidentI I I I I I I I ITimeand place accidentoccurredI I I I I I I I I I I I I I I I I I I I I I I I I I I I I
Please describe in detail the circumstances of accident (attach separate sheet if needed) I I I I I I I I I I I I I I I I I I I I I I I I I I I I
Was the accident related to the Insured’soccupation?I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I
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Please describe the nature of Insured’s injuries I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I
Please list the names and addresses of all treating physicians and hospitals I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I
Did police or other authorities investigate the accident?I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I
If yes, please provide name, address and telephone number of all investigating officers and agencies I I I I I I I I I I I I I I I I I I I I I I I I
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Pincode L | | | | | Iphone LI LI | LT TTTTT]

Ramon House, H T Parekh Marg, 169, Backbay Reclaimation, Mumbai 400 020. Toll Free Helpline: 1-800-2-700-700 From Mtnl/Bsnl Phone Or Dial 022-6638 4800 (Local/Std Charges Apply)
For More Information, Please E Mail: Care@Hdfcergo.Com
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- SECTION4.lOSSOFJoB |
Neme ofthe Employer || || | L [ L L LT P ]

Designation LTI LTIl Responsibility LT LTIl
Date of Joining the Organizationl D | D |M | M | Y |Y | Y |Y | Date of Termination / Suspension | D | D | M |M | Y | Y | Y | Y |
Cause of termination /suspension ||| || L PP e

Nature and Cause of Loss (Please describe the circumstances leading to the loss)

If insured is not sole owner, the nature of his/their Interest in the property and details of other interests

Whether Loss intimated to i) Police [lves [ INo ii) Fire Brigade [lves [ INo
(Copies of the FIR / Report to be submitted.)
Details of the Items Damaged / Lost [Make and Model, year of make, Configuration details (Computers) etc]

Estimated Loss (Repairs/ Replacement Cost if available)
PP

Was any claim reported in the past on the same property during current policy period .If so provide details like Cause, Date of Loss and Claim Number?

SECTION 7- GARAGE CASH

For a claim under this section Please attach the following documents

= Own Damage Claim form Copy = Estimate Copy (Signed by the surveyor) = Repair Bill Copy = Driving LIC

= Bills/Receipt or Tickets for the travel made while vehicle in workshop. = RC Copy = Surveyor Report

L CLAIMANT INFORMATION (IF DIFFERENT THAN “INSURED INFORMATION” ABOVE) _________________|
clamantsName ||| L L L L ]
Claimantsaddress || | | L L
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Mobilel | | | | | | | | | | Age I:l:l Relationship to Insured | | | | | | | | | | | | | | | |

In what capacity are youmaking tiscam? || | L [ L L L

| authorize any insurance company, physician, hospital or other healthcare provider, or any other organization, institution or person that may have records, documents or knowledge regarding the
insured to release any information requested regarding this claim and the loss reported. | understand this information will be used by HDFC Ergo General Insurance, or its authorized representatives,
for the purpose of evaluating and determining coverage for this claim. | know | have a right to receive a copy of this authorization upon request and agree that a photographic or facsimile copy of this
authorization is as valid as the original. | agree that this authorization shall be valid for the duration of this claim.

| understand that any person who knowingly and with intent to defraud or deceive any insurance company files a claim containing any materially false, incomplete or misleading information may be
subject to prosecution for insurance fraud.

I hereby declare that the particulars furnished above are true and correct to the best of my knowledge.

Pace || | L L L

pate [DID[MIM[Y[Y[Y[Y]

SIGNED (Claimant or authorized person)

Insurance is the subject matter of the solicitation. Form No. 363
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