SIC INSURANCE COMPANY LIMITED

P.O. Box 2363, Accra Ghana
HEAD OFFICE: NYEMITEI HOUSE 28/29 Ring Road East. Tel (030) 2-280600-9 Fax (030) 2-780615
Ring Road West: (030) 2-228926/ 228922/228962/228987/ 230041-2, Fax (030) 228970/ 224218
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GROUP PERSONAL ACCIDENT CLAIM FORM

The company does not admit liability by the issue of this form

POLICY NUMIDET ...ttt ettt s e ea et e bt e e bt e bt e s b et e bt e e b et e bt e e eab e e sabe e e bbeeabe e e beeenee e beeenneeeabbeeenbeeennneesane
NBME OF INSUFE. ..ttt ettt ettt s bt e bt e bt e st e e b e e b e e st e aseea e bt emb e e bt eas e eae e e st e anesmeesbeeneee st enneenbeenneeneee
AArESS OF INSUIEA. ....eeuiiiiiieiiet et sttt sttt et st s bt e s bt e bt s ae e sh e e s e e sasesabeemeesbeesb e e et e st e ese e b e e bt ennens e ennesmneenns
NAME OF INJUIEA /DECEASE. ...c.viiietireietieeieietete e ste st e e testestesaeeseest e eessessesessesseesesseessesensesneensensensensesseasesaeates seseesesneenseseensesnsan
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OCCUPALION/POSITION OF INJUIE. ....cviiiciieeieeeieeectee ettt sttt e e te e et e e s aeesteeeetaeebe e e beeeasbeesaseeasbeeeaseesabaeaseesaseessseensseessseeebaseseeens

Date Of Birth......ccuveeeeiee e At e e e et e e e e aaa e e e areaaaan

Place & Dat@ Of ACCIAENT....ccuuiiiiiieeie ettt ettt ettt e st e st e e e ab e e sabeesabee ee e bt e ebee e baeebeesabeeeabeesabeesnbeeennneennneesn
ANNUAl SAlary/ FIXEd SUM INSUMET.....c..iiieieieieriieeseetestese st e e e e st e s testesseeseeseessessesseeseessensessesseesseseensensesensesaesseeneensessesneensenes
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. How did the accident happen and what were you doing at the time?...........ooriiiiii e e
. Please give the Name(s) & address of any witness(es) t0 the aCCIdeNT..........ccociiiiiiiiie e et
. What injUries did YOU SUSTAIN T ... i e e e et e e e e e e ettt b e e e e e e seaaateeaaeeae e s taeaeeesaassaseaeeeesaassatanseaeesassnnrtanneasens
. Name of HOSPItal/ClinNiC att@NAEM.......c.cccuiiuieeieeiecieee ettt ettt ettt et e e e te e et e et e e beesbeebeebeenbeeaseessenbeenbeensbeenbeenbesnseenseenreens
. Is the Doctor who attended to YOU YOUT USUGI DOCTOI?........ciiiiiiiiiiiieee e eeeite e st e ee e et e e e e stee e e saaeeeesnbeeeesnsaeeesnnaeeessnsseesannnes

. How long have you been temporarily disabled & have not been able to go to work?

From. 1 TN
. Have you required/undergone any medical or surgical treatment during the past five (5) Yars?.......cccceveerveeeeveenveeveesveeenns
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. Are you claiming under any other policy for this aCCIAENT?..........oooiiiiicce e e e et e e ete e e ree e e e etbeeeeeans

If SO, PlEASE ZIVE AETAIIS.......eiieiiiiiee ettt e e ettt e e e ettt e e e stbbeeeeabeeeeesseas stbeeessatesaeansaeseanssseesssaaeesbaseeasssseesasseeaean

DECLARATION OF VICTIM
| declare that the above answers are true and complete
SIBNALUI . ..eiiieiiee ittt srae e e e s aee e e saes DAt e
CERTIFICATE OF INSURED

We certify that the above injured/deceased is/was an Employee of the Company and details declared therein are true

SIBNATUIE....eiiiiiee e StampP..cceceeeeeeeen Date...cceeieeeeeee e



MEDICAL CERTIFICATE

This certificate is to be completed by a duly Qualified and Registered Medical Practitioner at the Insured’s expense
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WAt @re RIS /NEI INJUIIES ..ttt s e et e et e e e et e e st eesabeesbaeeebee e baeeseesabeaesses saeesabaseaseessteessseensseessseeseeesseennres

When did you first attend 10 NIM/NEIP. ... .ttt re et e e e be e sabe e e ts saaeestbeeesseessreessaeessseesasesenses
(a) Has the Patient any disease, disability or physical defect apart from, the effects of this accident?...........cccccccc...
If SO, PlEASE GIVE HELAIIS...ccueeiieiiiiiie ettt sttt s bt e s bt e s be e s bt e e sbe e e sabeesbeesabeesabeesabeesbeesabeesnneens
(b) If he/ she has, to what extent

(i) Was the accident attribUtable 10 iT2........ii ettt e et e e e ettt e e e sbeaee treeeeataeeesasaseessbeeeanstaeeeennseeas
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State how long the patient has been temporarily disabled and for which period you gave him/her permission (Excuse

duty) to stay out of WOrk: FrOM.......cccevieniieiiiiieeienieceesieeiee e e USSR
Date Patient was declared fit fFOr WOIK.........oo oottt ettt b et e eatesaeesaeeene
Name of Medical OffiCer........coooiriiniiiiiiecee e
QUATIFICATION.c..eeiietieecec e
ADAIESS.c et e s e

Signature.......ccccciiiieees D 1 (TN



