Cannon

GENERAL INSURANCE

GROUP PERSONAL ACCIDENT CLAIM FORM

Issuance of this form is not taken as admission of liability

SECTION 1. CLAIMANT'S DETAILS (To be completed in full)

Policy Number............ooii,

1. Insured’s/Employer’'s NAMe..............ooiiiiiiiii e

[ TR @ [ | =1
D. ClaiMaANT's NOME: oniiiiii ettt e e e e eans

C. AQE: tiiiiieie e Heighti..oooiiin, Weighti.ooii
d. OccUpPAtioN:. . ciii e Average Earnings:.......cccoeviviiiiiiiiiiiee,
€. DS CIIE DU S .. ettt et e et e e e e eaaeas
2. Particulars of Accident: Date:..................... TiMme: oo, Place:...ccoiiviiiiiiieen,
Describe the ACCIAENT/INJUIY ... e e e et e e eae e e e
a. Action after Accident: Where you moved fo hospitale. ................ (Yes/No).

b. Name of HOSPITAl: . .o

c. Were you Admittede................ (Yes/No)..If Yes From Date.................. TO i

d. Were you given a sick off......(Yes/No). If Yes. From Date.............. FO e

e. When did you resume work?2..Full Time...............cooeenee. Part TimMe.......coooeviiiiien,

f. Do you have any other Group Personal Accident Policy? ...................... (Yes/ No)

g. Are you entitled to recover medical/hospitalization expenses under any other
medical/hospitalization schemez?. ........ (Yes/No)

[fYes. GIVE NAME Of SCNREMIE . ... e e



SECTION 2: TO BE FILLED IN BY HOSPITAL AUTHORITIES/PHYSICIAN OR SURGEON

THE INSURED IS RESPONSIBLE FOR THE COMPLETION OF THIS FORM WITHOUT EXPENSE TO THE COMPANY

Name of Patient: ... ID NO: o
1. Date of admission: ............cccoviiiiiiin. Date of discharge: .....oooiviiiii e
a. Diagnosis: NOture Of INjUNY:.... e

c. Was patient at the time of the loss affected with any previous injury................... (Yes/No)
d. PartiCulars Of TrEOIMENT: .o e e e e e e e et et

e. Describe the Present condition: (Recovered, improved, unimproved, refrogressed)

2. DEGREE AND LENGTH OF DISSABILITY

a. Permanent Disability. (Patient unable to perform all or part of his/her duties due to injury for life)
i. Indicate the percentage of Residual Permanent disability ..................

GIVE  DETQIIS. ettt et

ii. Indicate the period he/she may be unable to perform his/her duties...............................

Declaration: | hereby certify that | am the attending Physician/Surgeon for
IMIEZIMIES/IVAISS e e et e e e e et et e e e e et e e e aas

and that my answers to the foregoing questions are correct and frue fo the best of my knowledge and belief.

Attending Physician’s Signature

[N T 01 PN Stamp

Cannon General Insurance (K) Limited
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www.cannon.co.ke



mailto:info@cannon.co.ke
http://www.cannon.co.ke/

