Discharge Voucher ACCIDENT DEPARTMENT
Claim No.

Issuing
Office

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

Received Day of 200
From THE ORIENTAL INSURANCE 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.

Onc Rupcee
Revenuce Stamp
When Amount
Excceds Rs. 5000/~

Witness Signature z@ v

Name ....oovvrnnneearecaionienn Occupation
Signature ..........coeeeeeenn . AAATESS sorassssrvnses saomres i conunsans
AdAIress v vensvnrnsneevunesves

Bank Account Number
Name of the Bank



8. INJURY TO DRIVER/OCCUPANT
(o) Was driver/any occupant injured? : N O

(b ICyes, give full details
9. WITNESS
() Give names and addresses of passengers/other
Witness, it any : /
(b) Did a Police Constable take particulars of
The accident? \po
(¢) Was accident reported to Police? If not, Why? : //J
(d) . Ifyes. to which Police Station? : /
(¢) Date and Diary No. : i [
[
10. THEFT
(a) Date and Time Ji
(b) Place : / -
(¢) What was stolen? 2 /
(d) Estimated cost of replacement? :
(e) By whom discovered and reported? : /F/‘ D
() Has theft been reported to Police? : /
(g) When? : /
(h) Which Policy Station? : /
(1) C.R. diary Number : /

/

[/we the above named do hereby, to the best of my/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 Oq ~-0b ”2‘6%0& Signature of the insured .~ -

71/




3. DIRVER AT THE TIME OF ACCIDENT

(a) Name _DINESH KOMAR &R\\MCT&VA
o)-031-1936

(by Age : .
(¢) Address AnLLePT- PADAR) , (Kugliorog="

(d) Is the Driver

1. Owner : OSWwne
2 paid driver? : / e
3. Owner’s relative or friend?

(e) If paid driver, how long has he been in

your employment : Mo
(f)  Was he under the influence of intoxication
Liquor or drugs? : D
(2) Driving Licence Number Py CHQ:A* 603% 56
(h) Issuing Authority : QoRA KM PR
(i)  Date of Expiry N Veo—sC-102¢
() Was the licence temporary/permanent : Rexyvun
(k) Details of endorsement/suspension, if any /
(I) Has he been involved in any accident before?: / N2

(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

(a) Daté and Time Lo~ OC,» 72526 -3 3N 51_5”
(b)  Place \ZTET R SV ST RN T Fal5i S oTYSA>T
(c) Speed of vehicle at the time of accident : Raood Sicla g el

qbrﬁ:qw%%‘

(d) Giveashort description of the accident :&u‘F-H‘ STT137 @T%ﬁ%m
(e) Ifany third party was responsible for this LAZ) I e 2y AT} =T
accident give the name and address :@CI/' ?r‘iﬁ ) IL‘( 4-' -

6. DAMAGE TO INSURED VEHICLE

t
(a) Full details of damage : Ag Pe_ %‘VLI(MAQ_‘L"

(b) Estimated cost of repairs : ATO ,
(¢) When and where can the damaged vehicle =, P, ROJO /77> O] L2585 Fa7%

be inspected : L(LLCL\.;W ci%:r;g :}MW

7. THIRD PARTY INJURY/PROPERTY DAMAGE

(a) Name : /
(b) Address . / —
(c) Full Details of personal injury sustained : s
(d) Name and address of any person/hospital - /
giving medical attention to injured person

(e) Full details of property damaged

0 Has notice of any claim been given to you? : z )




3 e

©
2 The Oriental Insurance Company Limited

(Incorporated in India, subsidiary of General Insurance Corporation of India)
Regd. Office: Oriental House, P.B. No.7037, A-25/25, Asaf Ali Road, New Delhi- 110 002

MOTOR CLAIM FORM

Certificate/Policy No. MS/D—"WWIOI tp& S‘:}qusﬂt’&

Period of[nsurance']?_"o"-l-'lélﬁﬁ Tol) -0}-2626

Div. Br. Office Address

Tel. No.
Claim No.
THE ISSUE OF THIS FORM IS NOT TO BE TAKEN AS AN ADMISSION OF LIABILITY
Please answer All relevant questions fully
1. INSURED
(@) " Name _DINESY  WUMAR gPRr\msTH\/,ﬂ
(b) Address for correspondence NILL 4 P — PADKLR), DT —Kug oy
(¢) Telephone : IYsz o 4<192
2. THE INSURED VEHICLE
Make & Year EngineNo. RV ACSVIFGIF6) Registration No.

HERD MoToCoRP | ChassisNomBLIPRIBYSHE2GTETF | UPCY A m
5016 e B3

(a) Was the vehicle in proper working condition? \fég
(b) For what purpose was the vehicle being used at the time of accident?
(c) Was trailer attached?
(d) Ifa Motor Cycle/scooter /fg
. Was a side-car attached
2. Wasapillion rider carried
/

1. " ADDITIONAL INFORMATION(COMMERCIAL VEHICLE)

The following questions need be answered in commercial vehicles only:

(a) Registered laden weight : )

(b) Unladen Weight : /

(c) Weight of goods carried/Load Challan No. : /

(d) Nature of permit : o A
() Nature of goods carried : ~/ NU
) Was the vehicle plying for hire : /

(2) If Lorry/Jeep/Tractor, was trailor attached? : /

(h) Number of passengers carried :

(i) Number of Passenger permitted




To/ ‘@Hr ﬁ.
The Oriental ln_surance (_Jo Lid/

f2 siiftuvea swaRy $u-l fifies

Subject / {99 : Claim Intimation Letter / STaT 9T UF.

Sir/ ﬂ@ﬂ'ﬂ .
As per details below, kindly arrange to depute the Spot/ Final surveyor./ BiE]

e T R ¥ SR, Pum Wi /vETT W3R a9 ) TG DY -

I Name of the Insured & Mobile No./ 5 BINESH RUMPR SRIVASTAVA
, T T & WA | QYs2043192
2 Vehicle No. /qTg W& LPSFAMG £33

3 Policy No./ Uiferdlt d&m ms[2025/ 7021 [o [y 6S7§/USH 638

4 Period of Insurance / ST 3@ () ~6F-2026

th

Dateofloss&Timemmm& O|-0b-202( 03.4s PM

6  Place of Accident / GHETT BT WM ﬁ_{’\"&fw?{@& Elar a

7 Name of the Driver, D LNo. & MobileNo/ | DINESH [COPTHR sl e
SER F1 AW, S wa A aWaga & CPC319966 qus2042(9%

8 Estimated Loss / (TG g1 RS R~ gsfromets

.\ S

09. Cause of Accident / GHEHT BT SRV : TTIT=H S?RCMHEH( S alST G a13)
;@seé—f—?;-;%yu_—%mﬁg %%w@%z%%ﬁ? I ST
Iy BT UT THT BB 2T 37&7} ISTTH M= AFHNC

%’W%ﬁﬁﬁﬁ%{” %T)‘\Czl%‘bﬁ?aé‘?a) /_

10 Spot Survey /AUl T / TWic AR BT A Neo |
11 Third Party Loss /aid U&f T / FIR No. N o
12 Name of the Workshop, Address & Contact =PoprT2/”) ,ﬂ /é ILES HATH
No./@HTITT FT 99, UdT & HIEEd /B Kusiy
4. QRABFHAFSS

Date / f&A1® : G“? — 69@ -2 6 Signature of Insured /| YRS &
BHIER .

o



