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3. DIRVER AT THE TIME QF ACCIDENT

(a) Name PM SQ:Q'(“‘Q Md

(b) Age

(¢) Address :

(d) Isthe Driver
1. Owner : 8 W Yl QO/
Z paid driver? :

3 Owner’s relative or friend?

(¢) Ifpaid driver, how long has he been in
your cmployment

(f) Was he under the influence of intoxication
Liquor or drugs?

(8) Dnving Licence Number .V, p <3 2200 @ 0 04& ~T 23
(h) Issuing Authority : 0S(20 242

() Date of Expiry - O I 26 3¢

() Was the licence temporary/permanent . EQE MCIMHA&
>, (k) Details 01"endorsement/suspension, if any N , A
= (1) Has he been involved in any accident before?: N |
(m) Has he been charged by the policy?If so, Why?: !éi g
i;" 4. OTHER INSURANCE
Details of other insurance Policies indemnifyving you in respect of this accident
5. DETAILS OF ACCIDENT
i (@  Date and Time
(b) Place
o (c) Speed of vehicle at the time of accident
= (d) Give a short description of the accident
S (e) If any third party was responsible for this
= > accident give the name‘a)d address
= u H }1 |Co. 2zliH e M | e ‘
= 2 — ¢ ~6. E
= SiII 3”2! 2 h (T ISH :
X (a) Full details of damage
= (b) Estimated cost of repairs :
= (c) When and where can the damaged vehicle i t
be inspected | : (3 \D B
7. THIRD PARTY INJURY/PROPERTY DAMAGE
,; (a) Name :
< (b) Address : :F
S (c) Full Details of personal injury sustained :
? (d) Name and address of any person/hospital N ‘ A s
g giving medical attention to injured person
S (e) Full details of property damaged :
(0 Has notice of any claim been given to you? : #
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Div. Br. Office Address

Tel No.

=% The Oniental lnsumnce Compemy Limitad

(Incarponated in India, subsidiany of Geneml lnsurance Corporation of Indin) .
Regd Office: Onental House, P B No 7037, A-25725, Asaf Ah Road, New Delhy 110002

MOTOR CLAIM FORM

Cerficate/Tolicy No

9’\@\%\(2026\36?’ ;
b 1204122

Penod of Insurance ‘3\ 0“ \?O”S:.:-

Claim No

—
— T Tm =

THEISSUE OF THIS FORM IS NOT TO BE TANEN AS AN ADMISSION OF LIABILITY
Please answer All relevant questions fully

‘DA Baked  fagad
Q f\(OJACLw&L e ma[/“"*““)dw

2 THE INSURED VEHICLE

dr*ss wm:-apand::

Mo

55“

Make & Year Em‘m:: 1\0
202

Registration No.

UPS 2CEA47IQ

(2) Was the vehicle in proper working condition? \{e &

(b} Forwhat purpose was the vehicle being usad at the time of accident?
(¢) Was tmailer amrachad? N (

(d) It a Motor Cyele'scooter

1

2

Was a side<car attschad

q

Was 3 pillton ndar camad

ADDITIONAL INFORMATION(COMMERCIAL VEHICLE)

The following questions noad be answerad in commercial vehicles onh:

Weight of goods camad/Load Challan No.

If Lomy/Jocp Tractor, was mailor atiachad®

I

(2) Registerad laden waight

(b) Unladan Weight

(c)

(d) Natore of permit

{e) Namre of goods camead

(0 Was the vehicle phiing for hire
&)

(h) Number of passengers camad
(1) Number of Passenger permirtted
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Oriental Insurance Co Ltd /
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Subject / fd9T :  Claim Intimation Letter / STdl_ T U4 .

Sir / HEIeY

- ——

1

As per details below, kindly arrange to depute the Spot/ Final

mwm&mmm/m forgaa @A

Surveyor. /ﬁ
# TaIT BN -

i — —

Name of the Insured & Mobile No./

SHIYRS &1 91 & HIGgd .

Powu Sokal ch%&d
UPS2cEA418 TRISI4AS

Vehicle No. /dTesl 9T

uPsS2 CE 9414

Policy No. / Tferdl ST

2524-60[31[2026] 3152

3l0412028 = |2 [o[202 0

4 |Period of Insurance / S[THT 3[afY |
5 |Date of loss & Time /GHEHT BT P & 271|02|2026
THYg e 1 Time 3460 [Jﬂt
6 |Place of Accident / GHET BT TUTH “Pathesdew o
7 |Name of the Driver, D L No. & Mobile No / Ram Sakdd chusacf
glsd¥y &1 AW, 31 T H. & HiGSd = UPE 2 008004Q T2
8 |Estimated Loss / eia’mﬁ?r E'Iﬁ

09.

Pl M & I T8 Qil RS T

g—]ﬂg;-:%?a \\

N Rsliere
Cause of pecident /GHET gr”@ @VWW igr

T gffraea 9' DWT?&T '

10| Spot Survey /&qI¢ Ud / Wi Jgda3 BT A4
|11 | Third Party Loss /ddId Y& B1f9 / FIR No. NIA ‘ .
112 | Name of the Workshop, Address & Contact B K Q_‘ j&m bileA -
BES 1A, T &AL P 3 Haerolew

i RS ININ\eTe 0 )

Date / feAT® : 2,"' 02 ‘2_026
[(£51{-£3




8. INJURY TO DRIVER/OCCUPANT

N o

(a) Was driver/any occupant injured?
(b) If yes, give full details
9. WITNESS

(a) Give names and addresses of passengers/other

Witness, if any :
(b) Did a Police Constable take particulars of

The accident? : N
(c) Was accident reported to Police? If not, Why? :
(d) If yes, to which Police Station?
(e) Date and Diary No. :

10. THEFT

(a) Date and Time
(b) Place
(c) What was stolen?

(d) Estimated cost of replacement?

(e) By whom discovered and reported?
() Has theft been reported to Police?
(2) " When?

(h) Which Policy Station?

(1) C.R. diary Number

I/we the above named do hereby, to the best of m‘y/our knowledge and belief, warrant the truth of the

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

concealment, the Policy shall be void and all rights to receive thereunder in respect of part or future
accident shall be forfeited.

Date__ 2= | | GZ( 20026 Signature of the insured @Q E{&%&A




Discharge Voucher ACCIDENT DEPARTMENT
Claim No.

[ssuing
Office

The Oriental Insurance Company Limited
Head Office, A-25/27. Asaf Alj Road, New Delhi-110 002

Received Day of 200
From THE ORIENTAL IN SURANCE COMPANY LIMITED, the sum of Rs.
(In words Rupees )
in full and final settlement of the loss and/or damage caused through the accident to
my/our motor Car/Vehicle No. insured under Policy No. of
the said company and accident which occurred on or about I/We give

the discharge receipt to the Company in full and final settlement of all my/our claims
present of future arising directly/indirectly in respect of the said accident

RS. One Rupece

Revenue Stamp
When Amount

Exceeds Rs. 5000/~

Witness Signature . ..i. ‘ S PH Q‘%Qd e o

Name ............................. Occupation ... ...
Signature ....................... AAAress ... il v b s v e
Address ... ......

Bank Account Number ... ...
Name ofthe Bank ............



