




UNITED INDIA INSURANCE CO. LTD.
[Regd. & Head Office: 24, Whltes Road, Madras 600 014]

(Subsidiary of General Insurance Corporation of India)

KERALA FOREST TRIBAL PERSONAL ACCIDENT INSURANCE SCHEME
(For the Scheduled Tribes and Scheduled Castes in the forests of Kerala)

CLAIM FORM
The issue of this form does not constitute admission of liability. Please return this, duly completed,

together with the relevant certificates as mentioned in the attached checklist to the designated office of

United India Insurance Company Ltd.

Divisional Office ........................................ Claim No.

................................................................ Policy No.

................................................................

Section I.A.
DETAILS OF CLAIMANT

1. Name and address of the injured/Deceased : ...........................................................................

...........................................................................

...........................................................................

2. Age : ...........................................................................

3. Name of tribe & settlement : ...........................................................................

4. Name of claimant : ...........................................................................

5. Address of claimant : ...........................................................................

...........................................................................

...........................................................................

6. Relationship with the injured/deceased :

7. Was the injured person suffering from any

physical disability before accident and

if so give details :

Section I.B.
DETAILS OF ACCIDENT

8. Date and time of accident :

9. Name and address of 2 witness if any : 1.

2.

10. Where did the accident occur :

11. Details of how the accident occurred :



Section I.C.
DETAILS OF INJURY

12. Description of Injury/disability :

13. In case of death, date on which it occurred :

Section I.D.
DETAILS OF HOSPITALISATION

1. Name of Hospital :

2. Date of admission :

3. Date of discharge :

4. IP No. :

5. Diagnosis :

6. How long the person has been suffering :

from the Illness

7. Hospitalisation expenses incurred (Please submit :

all hospital bills, prescriptions, discharge summary)

8. Transportation expenses incurred (vehicle No., :

trip sheet, tax receipt should be submitted)

I/We hereby affirm and declare that the answers to all the above questions are full and true in every respect.

Signature of Injured/Claimant

Place:

Date Signature of Forest guard

Section II
ATTESTATION

(Attestation by Territorial ranger of the concerned range to be filled in by the Territorial range, I declare that the

Injured/deceased is/was a tribe of this territory [Name of settlement .......................................................................]

and that the claimant is the legal heir of the injured/deceased and the facts of the case stated in this claim form are

true to the best of my knowledge and belief.

Signature ......................................................................

                                (Office Seal) Name of Territorial Ranger ...............................................

Place:

Date: Name of Range & District ..................................................



Section III

DOCTOR’S CERTIFICATE

(To be filled in by the attending doctor in case of permanent disability to be filled in by a doctor not less than

the rank of an Asst. Surgeon.)

1. Name and Address of hospital :

2. Date of admission :

3. Date of discharge :

4. a. Details of Injury :

b. Cause of Injury :

5. Details of death/permanent disability, if any :

6. Extent of disability (Please mention the extent

of disability after referring the following chart)

a. Death

b. Loss of sight of two eyes or 2 limbs

c. Loss of one eye and one limb

d. Permanent total disablement from engaging in, Permanent total

being occupied with, or giving attention to disablement

normal duties of any description

e. Loss of one eye or limb

f. Permanent partial disability as below:

1. a. Loss of all toes

b. Loss of great toes - both phalanges

c. Loss of great toe - one Phalanx

d. Other than great toe, if lost,

    mention the No. of toes lost

2. Loss of hearing - both ears

3. Loss of hearing - one ear

4. Loss of 4 fingers and thumbs

5. Loss of 4 fingers

6. Loss of thumb - both Phalanges Permanent

                        on Phalanx partial

7. Loss of index fingers - 3 phalanges disability

- 2 phalanges

- 1 phalanx

8. Loss of middle finger - 3 phalanges

- 2 phalanges

- 1 phalanx

9. Loss of ring fingers - 3 phalanges

- 2 phalanges

- 1 phalanx

10. Loss of tittle fingers - 3 Phalanges

- 2 phalanges

- 1 phalanx

11. Loss of metacarpals - First or second (Addl.)

Third, fourth or fifth (additional)

I, (Name) Dr. .................................................. Designation ..........................................................., have

today examined (name of the insured) ................................................................................................................

and certify that he/she has died/permanently disabled to the extent mentioned above/injured and hospitalised

solely and directly out of the accident mentioned by the claimant (Please delate what is not applicable).

Signature ......................................................

Place: Name ......................................................

Date: Designation .................................................

Hospital Seal Reg. No. ....................................................

}

}



CHECK LIST

Section IV

This claim form should be accompanied by

1. Police report, if any (compulsory in case of motor accident)

2. Supporting hospital bills and certificates for hospitalisation claim.

3. Death certificate from the Panchayat as the case may be, in the event of death.

4. Postmortem report, if any, in case of death.

5. X-rays or any other supporting evidence in the event of permanent disablement.

Designated Divisional Offices

District Divisional Office

1. Thiruvananthapuram Divisional Office

Kollam Thiruvananthapuram

Alapuzha No.11, P.B.No.5521

Pathanamthitta 2nd Floor, Malankara Buildings

VJT Hall Road, Palayam

Thiruvananthapuram 695 034

Phone: 0471-2475817

2. Kottayam Divisional Office

Idukki Muvattupuzha - 686661

Ernakulam Kulangara Towers

Kacherithazham

Phone: 0485 2832940

3. Thrissur Divisional Office

Palakkad Palakkad

11/82, Malabar Fort

III Floor, PB No.92

GB Road, Palakkad

Tel: 0491-2527107

4. Malappuram Divisional Office

Kozhikode Kozhikode

Wyanad IInd Floor, White Lines Buildings

Kannur P.B. No.533

Kasargode Kallai Road, Kozhikode 673002

Tel: 0495-2701113




