S|C 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

JUR PROMIS SACRET

—_— Ring Road West: (030) 2-228926/ 228922/228962/228987/ 230041-2, Fax (030) 228970/ 224218

E-mail:sicinfo@sic-gh.com Website: www.sic-gh.com

PERSONAL ACCIDENT CLAIM FORM

Name Of INSUFEd.......cooiiiiriiiiieit e POlICY NUMDBEN ..ot
AAIESS OF INSUIEA. ....ceuieeiiieiieetee ettt sttt sttt et st sh e e s bt e ab e s ae e sh e e b e e sasesabeemeesheesb e e et eae e ebeenb e e bt ennens e eanesmneenns
BUSINESS OF OCCUPALION...ccuiiieeciiiecceee ettt e e e e saaee e Age....oeeerreenn, Height................... Weight......cccooe....
Date Of aCCIdENT......coiiiiiiieiieee e TiMe. oo Place...cccovieenieiieeeeen
OCCUPALION/POSITION OF INJUIE. ... .evieiiiiieiieitetete ettt et e et ete st e besaeste e e e sesse e sseeseeneensensesseesesaeeseennensensessenneenses

How did the accident happen and what were you doing at the tiMe?.........ccuiii i e

Please give the names and addresses of any witnesses of the aCCIdeNT..........occcciiii e e
WHhat iNJUFIES dit YOU SUSTAIN.....eiiiiiiiiieiciee e cee e eeee e sttt e e et e e sttt e e e s beeeeastteeeesasaeeesassaeeeassseeeeassseeesnseeesansseeesansnneeesnsnnnannn
(a) What is the name and address of the doctor attenNdiNg 10 YOU?.......ccciiiiieiiii e ettt e et e ee et e e e etbe e e e e streeeeeanns
(D) 15 NE/SNE YOUT USUGI AOCEOIP.....uvieviieteeciiee ettt ettt ettt e ettt e e e e eabe e e teeeabeeebbeesabeeebeseebaeenbesensaeenbesenbaeentesensaeesabesensaeens

(a) How long have you been temporarily totally disabled and have not been able to go to work?

(a) Are you claiming under any other policy for this aCCIAENT?..........cociiiiiiiiii e et

(D) I1f SO, PIEASE GIVE UETAIIS. .. .eeieciiiieeiiee ettt ettt e e ettt e e e e tte e e e ette e e e tbeeeeeasaeeeebasaeaesbaaaeeassaaeeassasaeansbeseaassassessssaesanssesenannnns

DECLARATION OF VICTIM
| declare that the above answers are true and complete

INSUrEd’S SIZNATUIE......viiiiiiiiciiie ettt et seabee e stea e DAttt e



MEDICAL CERTIFICATE

This certificate is to be completed by a duly Qualified and Registered Medical Practitioner at the Insured’s expense
NAME OF PAtIENT...eiitiieiie ettt ettt e e bt e et e e e bbeebe e e bteebee e bbeesabeesabeeenbbeesaseeasbeesaaeenaseesaseesateesaneesnn

WHat @re RIS/ eI INJUIIES?....ceiisie ettt ettt sttt et e st e e e e e tesb e besbeeaeeneensesaeebeeneenee eeaeeseeneensensessesbesseensans

When did you first attend 10 NIM/NEIP. .. ..ottt ettt et e e e be e s be s e ts sabeestbeeesseestreessseensseesanesenses
(a) Has the Patient any disease, disability or physical defect apart from, the effects of this accident?..........c.cccceevuvenee.
If SO, PlEASE GIVE ELAIIS......uiii ittt e e et e e e sttt e e e tte e e sataeeestbaeeaaasaeae teeeeansaaeasssasaaansseseanssaeesnsseaeasreseennes
(b) If he/ she has, to what extent

(i) Was the accident attribUutable t0 i12.......iccie et e e stte et e s e s teesbeesbeeeabeesteeenseesnsneenseas
(11) 1S rECOVEIY FETArdEU DY T2, ... ittt ettt ettt et e te s e te s aeesheesbeesaeesbeesatesseesbe e beensesneesanesaeesseanseensaens

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: FrOMi.......ccceeeiiiiiiiiiieecciee e e TSR
Date Patient was declared fit fOr WOIK.........cooiiiiiiiiii e e e s
Name of Medical OffiCer........coooiriiniiiiiiiicc e
QUATITICATION. . ettt st e
ADAIESS.c ittt et e s



