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ACCIDENT INSURANCE CLAIM REPORT

Tﬂ BE ﬁCCOMPLISHED BRY PRIHC’[PAL INSURED OR BENEFICIARY

Principal Insured Policy No. mii
Claimant’s Name ) o

Relation to Principal Insured

Address . i Tel. No.

Birth Date of Claimant ; Occupation

| Date of Accidend
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3. if Hospitalized, State Nume and Address of Hospital
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4. Do you have sccident or sickness insurance with oiber companies? If yes, state name sl
company and policy number ———
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AUTHORIZATION '

1 hereby authorize any hospital, physician, or other person who has attended or examined me, 1o
furnish to the Company, or ity authorized representative, any and all information with respect to any
illness or injury, meodical history, consultation, prescriptions or any treatment, and copies of all
hospital or medical records. A photo copy of this suthorization shall be considered us effective and
valid as the original.

Signature of Insured/Claimant = T Place/Date



