
 
 
 
 
naydæanedaHRsaysMNg 
elxsMNMuerOg ³>>>>>>>>>>>>>>>> 
cuHéf¶TI ³>>>>>>>>¼>>>>>>>>>¼>>>>>>>>>> 
 
 

ID :........................ Claim N0 :............................................. Date : >>>>>>>>¼>>>>>>>>>¼>>>>>>>>>> 
r)aykarN_enHRtUv)anbMeBjedayGñkRtUv)anFanar:ab;rgBak;B½n§nwgehtukarN_eRKaHfñak; ¼ Cm¶WEdlRtUv)anBüa)aledayRKUeBTü ehIyRtUv)anbBa¢Únmk 
[ kaminkU kñúgkMLúgeBl 05 éf¶y:agyUr bnÞab;BIeRKaHfñak; ¼ CMgWekItmaneLIg . karRbkasminBit kaminkU mineFVIsMNgCUneT . 
This Accidental report form is required to be completed by the insured who is relevant to the event of accident /disease and who is 
treated by doctor, and is submitted to CAMINCO not exceeding 05 days after the accident /disease. Any fraudulent statement, 
CAMINCO will not indemnify.  
elxb½NÑsnüar:ab;rg ¼ Policy No :............................................................................................................................................... 
GñkRtUv)anFanar:ab;rg ¼ Insured :............................................................................................................................................... 
eQμaHGñkrgrbYs¼Cm¶W ¼ Name : ..................................................................................................................................................  

Gas½ydæan ¼ Address : ..................................................................................................................................................  

ry³eBlFanar:ab;rg ¼ Period Insured : BIéf¶TI ¼ From............................................... dl;éf¶TI ¼To..................................................... 

éf¶TamTarsMNg ¼Date of Claim :  .................................................................................................................................................  

TIkEnøgTamTarsMNg ¼Location of Claim : ..................................................................................................................................................   

RbePTénrbYs¼Cm¶W ¼Nature of Claim : ..................................................................................................................................................   

briyaysegçbéneRKaHfñak; b¤]bTÞvehtuEdlFana 
Short Description of Accident or Insured Events ...........................................................................................................................................  
 

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

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

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

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

mUlvicarrbs;RKUeBTü / Doctor's Comments                                                                éf¶TI>>>>>>>>>>>>>>>>>Ex>>>>>>>>>>>>>>>>>>qñaM>>>>>>>>>>>>>>>>>>>>> 
 

 ..........................................................................................   Date on  

 ..........................................................................................            htßelxaGñkrgrbYs ¼Cm¶W 
  .........................................................................................              Patient's Signature 

 ..........................................................................................    )aneXIj nigÉkPaBcMeBaHkarRbkasxagelI             
 

 ..........................................................................................                  Seen and Approved  

 ..........................................................................................        BIRkumh‘un RKwHsßansikSa b¤GgÁkar 
 

 ..........................................................................................   From Company, Institute, or Organization      ............................................ 

 ..........................................................................................                 htßelxaGñkRtUv)anFana  
                                        Insured's Signature                                                                       
             htßelxaRKUeBTü                 
            Doctor's Signature                                                 

                                                                                      
  

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

BaküsMuTamTarsMNgFanar:ab;rgeRKaHfñak;kargar buKÁl sisS-nisSit nigEpñksuxPaB
Accident / Loss Form For Health, Workman, Student, and Personal  


