. This form should he.completed and-ferurnct within'sevén days.’

2694720, 2694226 Fax: 2707203,

E:mlal"'r i 7”1"“1. A odian insyrance.cop .

basftifrrgy i 5 51001 CUSTODIAN AND'ALLIED INSURANCE PLC ¢
' RTITR DT RTIETE S FoRU F% A NSO BRI

CLAIM No .covcevvinerinnecnns

LA st by

‘ PERSONAL ACCIDENT CLAIM FORM

v Dttt i e Bib e
henietees suinger ol By suneup e e o). Y adi o brogiss il ey bib e

L Semapbas it o i g

IRESETRITS

L Simheeads fathotd e

s o vaetd anove) e tpeabian s st hocsoren sy aenn

- Teis necessary thilt the' qucstmns ‘overleaf be answered by 3 medical pracnuancr

RV AT U

Thc Company does not aclmlt hab _'ty by the issue of thlS fotm RO UURURROU S T3 1S AL AR R,

. Nameg in full . AD O issiistiiitii st Years wi: Voo treaga s e, anerelt (o
..... oo g

Prlvate Address ety Teh N Lozl od it g adp ot (0

Buqncss Addrcss N Tcl NO figirem

Profcsslon or occupanon ,
SNSRIV SRU KR warhy 1 2800 AR gron] gy e
e v No -

PR : I 5
H!‘!'l'/\ 22 Rt 1 SR A L X A ik M) i S Lt

Date of p yment of last ?ref‘r\' m

el BB sl ypeer poonnat A T 160 BT I TE NS L YA T T Y

1. Statec when and whetce the Accident took place: It occurred at am./p.m. On

b i nn Ao e

Sl en ,‘,’lln'w”,ull?gu') ol Lt x'nmt:“ et b duid sar AR G RO

ar i1 et at gladil e e dairher o analana foady Som s s

i rnost ey 2 in g
s 2. State Kow it Happefied and” wimt you were domg at the time: The fullest particulars shonld be given
ET—— f bt sl s s it itk it iz A s e sl s e
R £V 2 P Lo N ] R il i i i L S .

RTINS ST

- 6.+ Are you still totally unable to arterd & your busidéss or occupation?

F N S R A A A

e tati; ag preelgdyas ybu ati] Whaeiﬁ}unés“yo (H4ve siscaine

eyl weied ook beeyizg g Alelg el pad o

B E R R R TR RS TR

N N SR R L R NI I EN
[RE

5 Havc you been totaﬂ} unable to attend. to your business.or occupation?

If so, state.period during which you wete totally disabled: From the L THE Sl T i e, Inclusive

B R S L R N T ORI SR R A

'('a) A'p‘ar‘ﬁau:ﬁbu'r'a';iu;’saﬁa;;“”“"'“”"""" . ' '('b) T/J,,,«,,,I,,y J,,,,,,,,,,,,l,., N

SOAMSURE N

SALES r|l\”"_"“\_; oAy

\\H !

BN e oW

DECLARATION

[ do hereby solemnly and sincerely declare that the foregoing statements and particulars are true, and that T will not,abstain from.
And have not abstained from following my usual occupation, either totally ot partially, for a long petiod than necessary.

3

Date Signaturt

Head Office: Stilwater House: 148 Keffi Street, tkoyi,
P O. Box 56487, lkoyi, Lagos. Tel: 2707204-8, 2694972,

LI LA \\\\\ AL ey




The Claimant must obtain, at his own ekpense, the following#
and registcred Medical practitioner. (i

AN R o

- MEDICAL CERTIFICATE

[
P

ate from a duly qualified

Name of patient in full

S ——n—, o
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TEMPORARY TOTAL DISABLEMENT occurs when, through accidental bodily infury the Claimant is directly and wholly
 incapacitated from engaging in, or giving attention o, bis usual business or ocupation.

TI:MPORARY PARTIAL DISABILEMENT arises when the irjiury received does not wholly precent the Assured froni attending to business, or when Total
Disablement ceases and be can attend to some portion of his nsual business or occupation but not the whole.




