Nauiral Leatn
Claimant’s Statement

INSURED INFORMATION

TI3G]Al

Insured’s Namefafe ¢ SLLQALM,J{HC of Birth  Marital Status _

Insured’s Address

Name and address of Last Employer

Policy Number 9 Insured’s occupation(at time of death) .
Did the Insured have any other accident or life Insurance if yes please list all companies policy
Members and insurance amounts -

CLAIM INFORMATION

Date of death g /&5 7/ JL¢ _ Timeand place \\\Q&mﬁn Q\\MVM%&&V\?&%C&M‘&Q

Please describe in detail the circumstances of death(attach separate sheet if needed)

Hoont Atlael2

Please list the names and addresses of all treating physicians and hospitals

CLAIMANT INFORMATION

Claimant name F]££ N & _ﬂ@_&%ﬂ age  relationship to Insured L

QM/’M& %’nggaé He Phone No.(H)

Claimant Address

Phone No.(W)

In what capacity are you making this claim?  Beneficiary  Execution _____Administrator ___ Guardian
. Trustee Assignee

Please pmwdo a certified copy of all docummls supporting your authority (e.g. Succession Certificate, Notarized
Affidavit, Notarized etc.)

I 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 1 understand this information will be used by HDFCERGO General
Insurance, or its authorized representation for the purpose of evaluating and determining coverage for this claim. T know
[ have a right to receive a copy of this authorization upon request and agree that a photographic or receive copy of this
authorization is as valid as the original, T 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 subjegt to prevention for insurance
fraud.

Date : SIGNED (Claimant or authorized person)
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Natural Death
Claimant’s Statement

INSURED INFORMATION
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Insured’s Namgbﬁg Q‘L ng&é ;&,“ > 'Q’%?Jte of Birth Y- 419 Marital Status

Insured’s Address A/ 2O B hu'r\gﬂ Ut Heod hi o2 loe

Name and address of Last Employer

Policy Number Insured’s occupation(at time of death)
Did the Insured have any other accident or life Insurance it yes please list all companies policy

Members and insurance amounts

CLAIM INFORMATION

Date of death © H 'o b /QQL Time and place []-88 ] yn. Kt !Mﬂa&b‘fé&é

Please describe in detail the circumstances of death(attach separate shect if needed)

Ceve ers

Please list the names and addresses of all treating physicians and hospimls]-{gm_ljﬁb?hﬁjjpig

CLAIMANT INFORMATION

Claimant nzlmeﬂgép&_jzgcg[gg!n‘ ) the &émﬁ{ig’ﬁ”' relationship to Insured a
Ceseliflcate Foom Legal Mer

Claimant Address Phone No.(H) :

~ Phone No.(W)_

In what capacity are vou making this claim? _ Beneficiary _Execution Administrator __ Guardian
~ Trustee  Assignee .

Please provide a certified copy of all documents supporting your authority (e.g. Succession Certificate, Notarized

Affidavit, Notarized etc.)

I 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 1o release any information
requested regarding this claim and the loss reported | understand this information will be used by HDFCERGO General
Insurance, ot its authorized representation for the purpose of evaluating and determining coverage for this claim. I know
| have a right to receive a copy of this authorization upon request and agree that a photographic or receive 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 subjegt to prevention for insurance
fraud.

Date - SIGNED (Claimant or authorized person)
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Claimant’s Statement

WSURED INFORMATION
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rlmmud 51 \'mwM,g ...Qt-.E\b"‘WU?‘LLCLP l)at{ of Birth __ Marital Status __
Insured’s Address N/ EO:,,, lqaf.frﬂ L. 1’7 [enecy ),,, - Nbd- 8- J:\ J\Lﬁ-_l_

Name and address of Last Employer

Policy'Number — lnsured’s occupation(attime-of death) o0 A
Did the Insured have any other aceident or life Insurance  —~  ifyes please list all companies policy

Members and insurance amounts__

CLAIM INFORMATION

Date of death & /03 / Qe 1 Time and place | ~aye A 0 ﬂp\mof{q@g'_‘g_

Please describe in detail the circumstances of death(attach separate sheet if needed)

Neoent e
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Please list the names and addresses of all teating physicians and hospitals i Gy Eg._jﬂ\ B \t\,ar& -jﬁé o X
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CLAIMANT INFORMATION

Claimant name€ N ggﬁ\_\;g\l\gu,{, _age 3_%7” relationship to Insured #L\'w‘ F F—;_
Claimant Addt'css'\_/_j)o. ghgw & \r\[_,LQ_;?‘»\ Avae vl R Phone Nn.(l*l)?\&\ha_b_ggq |
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In what capacity are you making this claim? Beneliciary  Exccution  Administrator __ Guardian
~ Trustee Assigned

Please prowdu a certified copy of all (Immm Ws supporting vour authority (¢.g. Succession Certificate, Notarized

Affidavit. Notarized ete.)

[ authorize any insurance company, physician, hospital or other healthcare provider or any other organization,
Institution or person that may have records. documents or know ledge regarding the insured to release. any information
requested regarding this claim and the loss reported 1 I understand this information will be used by HDFCERGO General
Insurance. or its authorized representation for the purpose of evaluating and determining coverage for this claim. I know
I have a right o receive a copy of this authorization upon request and agree that a photographic or reecive copy of this
authorization is as valid as the original, 1 agree that this authorization shall be valid for the duration of this-claim.

I 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 prevention for insurance
fraud.

Date : SIGNED (Claimant or authorized prcrsuiw
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Name and address of Last Employer

Policy Number __ s—  Insured’s occupation(at time of death) {13 0 %14
Did the Insured have any other accident or life Insurance _ — if yes please list all companies policy

Members and insurance amounts

CLAIM INFORMATION

Date of death ) &5 /] © (oo Time and place 11.20. A N Pf (-l &‘/m/r‘ﬂ?{'; “(_F‘Vb’?‘r

Please deseribe in detail the circumstances of death(attach separate sheet if needed)

Please list the names and addresses of all treating physicians and hospitals P;&J;_C__\(&mglj %ﬁa?\
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CLAIMANT INFORMATION

rClaimzmt name Hﬂm_é‘_ﬁg(f,lii...k(\ub - age l—l&jg,}n\lﬂti()nship to Insured .,L,N\) & l
Claimant Address\[ﬁgigky \(\5 ran AQ:_G_)?_%_E_L{ ____ Phone T\‘o.(H)%H\ 1 8-5a39 6

!
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In what capacity are you making this claim? Beneficiary  Exceution, Administrator _ Guardian
huxlce o /\sswnu

Aff'dawt. Nom xzed etc.)

I authorize any insurance company, physician, hospital or other healthicare 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 HDFCERGO General
Insurance, or its authorized representation for the purpose of evaluating and determining coverage for this claim. [ knoyw
I have a right to receive a copy ol this authorization upon request and agree that a plwlo aphic or receive copy of this
authorization is as valid as the original. | agrec that this authorization shall be valid for the duration of this claim.

I understand that any person who knowingly and with intent to defraud or deceive amy Insurance Company files'a
claim containing any materially lalse. incomplete or misleading informaticn may be subject to prevention for insurance
fraud. "
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Date : SIGNED (Claimant or authorized person)
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Natural Death
Claimant’s Statement

ASURED INFORMATION

Insured’s Name SWW\Q}\&)}, g\m@,[)dlp of Birth ’S‘M GlS R Marital Status
Insured’s Address WORD Ko T MewlfE N Qb —g A §2’> 35‘\ 5«'%\"37"75

Name and address of Last Employer

WRAD e 1 Hrae — %6 "%T*?’»\g%’g\ 75'\'5"5/}"“‘“ ?’P’i"“'

Policy Number ~Insured’s occupation(at time of death)

Did the Insured have any other accident or life Insurance if' yes please list all companies policy

Members and insurance amounts

CLAIM INFORMATION

Date of death & 3/1 4] lif;loh Fimeand plaice M=506 Pvv  JTRLEINDDNIA .

Please describe in detail the circumstances of death(attach separate sheet if needed)

Cawe b ’Dw&ﬁ%

Please list the names and addresses of all treating physicians and hospitals

CLAIMANT INFORMATION

>

" Ty \
Claimant nameg'wx\ ?W@m{\ kog_)-a.))_ age Y1 szrf:latimlship to Insured m\k\ \:1;9:,

Claimant Address W AR DA T N e > q Gb PhoneNo.(H) ___ ~—

Roveoh horso Colomie Mukzaoan  phoneNoqw 94 439 0 52

In what capacity are you making this claim? Beneficiars _ Execution  Administrator  Guardian
Trustee Assignee

Please provide a certified copy of all «[nuumw supporting your .mllmulx (e.g. Succession Certificate. Notarized
Affidavit, Notarized ete.) —

[ 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 1 understand this information will be used by HDFCERGO General
Insurance, or its authorized representation for the purpose of evaluating and determining coverage for this claim. I know
I have a right to receive a copy of this authorization upon request and agree that a photographic or receive copy of this
authorization is as valid as the original. I agree that this authorization shall be valid for the duration of this claim.

I understand that any person who knowingly and with intent to defraud or deceive any Insurance Company files a
claim containing any materially falsc. incomplete or misleading information may be subject to prevention for insurance
fraud,

Date :
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Natural Death
Claimant’s Statement

INSURED INFORMATION
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Insured’s Name/gy féﬁi é{ M_m_{p_lﬁjm;patc of Birth ' o0 Niarital Status _ ‘
Insured’s Address OA_IJ,Q'E):J{_@ j &Lbjz@&,,gh&LE&ﬁLLQLﬂLHEP:

Name and address of Last Employer

Policy Number - Insured’s occupation(attime of death) -—"_2‘ .00 Ao
Did the Insured have any other accident or life Insurance if ves please list all companies policy

Members and insurance ‘amounts

CLAIM INFORMATION

Date oi'dcalhgg /Q ] /aQu’l‘imc and place 2-00 B Q\Mf@_ \»\?’,3\'{1 ) ¥\\>P

Please describe in detail the circumstances of death(attach separate sheet if needed) .

.\“-Q o X QHQJLQ-k

Please list the names and addresses of all treating physicians and hospitals C,\L\l\ZQ B&\D’Akcioa}jwl

CLAIMANT INFORMATION

Claimant name& N A s U Q_—\_‘:\ age 37 Yeay relationship to Insured _ LS ¢ i e
Claimant Address, nJo - '3;:{@?]5;,\{:;&&)8&@ 2, ﬂ:f__f&ﬁj(’_ﬁ,l’!mnc No.(1 1)(},3 }}AS"L‘&“}B 3
Line A eabus

o ~ PhoneNo(W)___ .,

In what capacity are you making this claim? Beneficiary __ Execution__ Administrator Guardian
__Trustee Assignee ’

Please provide a certificd copy of all documents supporting your authority (e.g. Succession Certificate, Notarized
Affidavit, Notarized etc.)

[ 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 insuted to release any information
requested regarding this claim and the loss reported Tunderstand this information will be used by HDFCERGO General
Insurance, or its authorized representation for the purpose of evaluating and determining coverage for this claim. I know
I have a right to receive a copy of this authorization upon request and agree that a photographic or receive copy of this
authorization is as valid as the original, I agree that this authorization shall be valid for the duration of this claim.

1 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 S\Ebj.ECt to prevention for insurance

fraud. ) ﬂ %

Date : SIGNED (Claimant or authorized person)
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