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The issuance of this form does not constitute an admission of
liability on the part of CVI. Please complete all sections.
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INSURED DETAILS

INSHAHIMN TN ARG IIETANY
Name of Insured Name of Claimant
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INJURY/ACCIDENT DETIALS
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Date of accident Time
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Place of accident
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Please describe the circumstances of the accident.
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Are you making or entitled to make any other insurance or
compensation claims in respect of this injury?
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Is your company/organization subscribed to the NSSF scheme?
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Signature and stamp of the Insured
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Signature of the Claimant
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I/We WARRANT that the above statement and particular are correct and complete in every detail.
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DECLARATION AND AUTHORIZATION
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I/We authorize any hospital, physician or other person who attanded me/us, to give CVI or its representative any or all inforamtion with respect to any iliness or
injury, medial history, consultation, prescription, or treatment, and copies of all hospital or medical records.
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MEDICAL CERTIFICATE (TO BE COMPLETED BY THE ATTENDING PHYSICIAN)
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Name of hospital/clinic Contact no.
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Name of patient Sex
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Date & time of admission Date & time of discharge
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Diagnosis
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Signature and stamp of the Date

attending physician
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PLEASE CHECK THAT THIS FORM HAS BEEN FULLY COMPLETED AS ANY OMISSIONS MAY DELAY YOUR CLAIM.
Any enquiry on the claim form completion, please contact us at 097 5 911 911



