
Name and address of the assured: _____________________________________________________________________________ 

Name of the disabled/deceased person: _________________________________________________________________________

Occupation: _________________________________________________ Date of Birth: __________________________________
(Attach evidence if not furnished earlier)

Date of appointment: ______________________________________ Date of confirmation: _______________________________ 

Last day duty attended: ____________________________________ Date of disability/death: ______________________________ 

Time:_________________________________________________ Place: ______________________________________________ 

In the event of death, please specify the exact cause of death and whether it was due to accident, suicide or homicide and describe 
briefly: ___________________________________________________________________________________________________ 

In the event of Disability, please answer the following: 

a)	E xact cause of disability: __________________________________________________________________________________

b)	 Nature of disability: ______________________________________________________________________________________

c)	 Date of disability being declared: ___________________________________________________________________________

d)	E xtent of disablement: ____________________________________________________________________________________

	 Confined to bed: From: _______________________________________ To: _______________________________________ 

	 Confined to house: From: ________________________________________ To: _____________________________________

e)	 Present state of incapacity: _________________________________________________________________________________ 

f)	 Name and address of the hospital; if any: _____________________________________________________________________ 

g)	 Name and address of doctor in attendance, if any: _______________________________________________________________ 

Note: If answers to (f) and (g) are ‘Yes’ please submit the prescribed Medical Certificate duly completed. 

Leave granted to the disabled/deceased, if any, during the last three years (type of leave and duration):

_________________________________________________________________________________________________________ 

Salary: _______________________________________________ Amount of Insurance: __________________________________ 

Whether the disabled/deceased was your employee until the date of disability/death: ____________________________________

Please mention S. No. of the list where the name of the disabled/deceased appears: ____________s_______________________

In the event of death, please furnish name and address of Legal Heir of the deceased and relationship: __________________

_________________________________________________________________________________________________________

I hereby declare that the particulars mentioned above are true and correct. 

Signature: __________________________________________________ Date:__________________________________________ 

Name: _____________________________________________________ Place: _________________________________________ 

Designation: ________________________________________________ 
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