¥
MOTOR CLAIM FORM

Certificate/Policy No2.S 29 A ]

Period of Insurance2 & = »

Claim No.

THE ISSUE OF THIS FORM IS NOT TO BE TAKEN AS AN ADMISSION OF LIABILITY
Please answer All relevant questions fully

INSURED

Name _ RISHT 1<gSH YROM/
Address for correspondence : L - PO)'M l{wHW
J

Telephone

2. THE INSURED VEHICLE

Make & Year Engine NodVUTUS Registration No.

Chassis NoQ§ 631
HeRo| 2025 LPLABZIRL

(a) Was the vehicle in proper working condition‘f‘/%
Peuorad Lae

(b) For what purpose was the vehicle being used at the time of accident?
(c) Was trailer attached? rH

(d) If a Motor Cycle/scooter l
1. Was a side-car attached H H

2. Was a pillion rider carried Pl A

IL ADDITIONAL INFORMATION(COMMERCIAL VEHICLE)

The following questions need be answered in commercial vehicles only:
(a) Registered laden weight ;

(b)  Unladen Weight
(¢)  Weight of goods carried/Load Challan No.
(d)  Nature of permit
Nature of goods carried ¥
Was the vfhicle plying for hire “TFIR
If Lorry/Jeep/Tractor, was trailor attached?
Number of passengers carried
Number of Passenger permitted
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pai : ;

- Owner’s relative or friend?
S (e

paid driver, how long has he been in

® Was he under the influence of intoxication
- Liquor or drugs? NG

(g) Driving Licence Number 003

(h) Issuing Authority {;[uf)g 2014 0 4{51"'
() Date of Expiry 96 ~03-2039
G Was .the licence temporary/permanent mmn!: :
(k) Details of endorsement/suspension, ifany : |
() Has he been involved in any accident before?: A
(m) Has he been charged by the policy?If so, Why?: |

4. OTHER INSURANCE

Details of other insurance Policies indemnifying you in respect of this accident

5. DETAILS OF ACCIDENT

19-q2:26  aS$\30Fm
:140bi

Date and Time

Place
Speed of vehicle at the time of accident

Give a short description of the accident
If any third party was responsible for this
accident give the name and address

6. DAMAGE TO INSURED VEHICLE

Full details of damage

Estimated cost of repairs
When and where can the damaged vehicle

be inspected

Name
Address
Full Details of personal injury s
Name and address of any perso
giving medical attention to injured
Full details of property damaged

* Has notice of any claim been given

ustained

n/hospital
person

to you?
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&

cident reported to Police? If not, Why? :

Ifyes, to v}hich Police Station? .
‘Date and Diary No. 5

%

Date and Time :
Place

What was stolen?

Estimated cost of replacement?

By whom discovered and reported?

Has theft been reported to Police?

When?

Which Policy Station?

C.R. diary Number

k

Mepalre

" I/we the above named do hereby, to the best of my/our knowledge and belief, warrant the truth of the

\Z foregoing statement every respect and I/We have made or in any further declaration the Company may
~ require in respect of the said accident, shall make any false or fraudulent statement of any suppression or
52 d and all rights to receive thereunder in respect of part or future

concealment, the Policy shall be voi . .

Signature of the insured P
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The Oriental Insurance Com, imi
pany Limited
Head Office, A-25/27. Asaf Ali Road, New Delhi-110 002

A _ Day of 200
m THE ORIENTAL INSURANCE COMPANY LIMITED, the sum of Rs. :
[n words Rupees v ‘ y
n full and final settlement of the loss and/or damage caused through the accident to

insured under Policy No. of
I/We give

One Rupee
Revenue Stamp
‘When Amount
Exceeds Rs. 5000/~

Signature ...
Occupation’.. .. .c.s
Address

Bank Account Number ................
Name ofthe Bank ..o i 8
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rdetails below; kindly arran s e ; : ' ‘,o,l,‘..’-\fft d
ge to depute the Spot/ Final surveyor-/ = o

: fth Insured&M bile N 7 : B
W‘* e T T & T Risikesn T RoRv 9
i 34038351683 ————
7 vebicle No. / TTET G -
s PoﬁcyNo./mﬁ-\‘ﬁ g T T MZOLM“/
ki | 22400
4 yeriodoflnsurance/m 3qfer : 26-49-25TQ 28-09-26
ol eof 1 &Time/gsfzfnmm&
i 19226 98130Fm
6 Place of Accident / GHET BT WU l<apio
7 |Name of the Drlver,DLNo &MobileNo/ | UPS}2019 900 3434
| EER P AN S T A& WERT T | yppRSHA SRIVASTRY
'{3 | Estimated Loss / GI'EFITEI'H IR

09 Cause of Accident /WW PRI J;ﬁm? 2‘;&%8{0%@%

?1 &gc

‘;['SpotSurveyM\l’E' Ud / Wie Jdgz &1 9 MR

| Third Party Loss /qdtd & g1+ / FIR No. ‘ -
12 Name of the Workshop, Address & Contact VRAISHFO MmO R wahro@w

 |No/adRITg BT AT, TAT & :

|4 9161621134

e . adav
.SwY,&\" !
Signature of Insured / SHIYR® &
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