”lc:lc:l@ Lombard
Aapka Plan B

CLAIM APPLICATION FORM FOR
WORKMEN'S COMPENSATION INSURANCE

7~ N
NOTE:

In the event of any occurrence which may give rise to a claim under the Policy for Workmen's Compensation Insurance, the Insured
shall, as soon as possible, give notice thereof to the Company with full particulars in the Incident Reporting Form as prescribed by the Company.
Notice shall also be given to the Company immediately upon the Insured having knowledge of any impending prosecution, inquest or enquiry in
connectionwithany such occurrence asaforesaid in the Incident Reporting Form. Every letter, claim, writ, summons and process shall be
notified or forwarded to the Company immediately on receipt by the Insured through the Claim Application Form as prescribed by the Company.
Any proposal for settlement and/or recommendation by the concerned court/authority should be intimated through the Claim Settlement Form
as prescribed by the Company.

S All or any of the forms mentioned here are available on request by the Insured to the Company.

(The issuance of this form is not to be taken as an admission of liability)

/Addresstodispatch Claim Documents:: CoverNote/PolicyNo = | | | | | | | | | | | | A
ICICI Lombard Health Care Period of Insurance : _J_J_J_J_J_J_J_J_J_J_J_J
ICICI Bank Tower, Plot No.12, | Date of Accident ) ) )
Financial District, Nanakram Guda, Claim Number : _J_J_J_J_J_J_J_J_J_J_J_J

Gachibowli, Hyderabad, Andhra Pradesh,

PIN No. 500032.

This willbein continuation of the Incident ReportingFormdated: | 0 / mju | 7 v v] v/ v/

This form isonly for the purpose of intimating the Company about the claims made / seeking the permission of the Company to enter intoa settlement.
Insured shall not enter into settlement without the prior written permission of the Company. The completion and return of this form to the Company
should not be delayed even if any of the particulars required cannot be immediately given. They may be forwarded to the Company afterwards as soon
aspossible.

1. DETAILS OF INSURED

() Name : JJJJJJJJJJJJJJJJJJJJJJJ ]
(i) Address for correspondence : | | J J J J J J J J J J J J JJJJJJJJ ) JJ
JJJJJJJJJJJJJJJ 33 ) JJJJJ )]
JJJJJJJJJJJJJJJJJJJJJJJ )]
JJJJJJJJJJJJJJJJJ ) JJJJ ) )]

(iii) Contact Number : )3
() Email ID: S0 T 0 T 0 T S T S I S I I S S I S A B B B

2. Details of the InsuredPerson

(i) Name:: JJJJJJJ)) ) ) )0 )00 )]
(i) Age andSex: ) s Female | Male |



() Residential Address: JJJ ) JJJJJJJJJJJJJJJJ )
JJ ) JJJJJJJJJJJJJJJJJ )
JJJJ)J 0 JJJJJJJJJJJJJ )
JJJJJJJJJJJJJJJJJJJJJJ )

3. Details of occupation

(i) Whatistheoccupationinwhichtheinjuredpersonisemployed?_J_J_J_J_J_J_J_J_J_J_J_J_J_J_J_J

(i) Wastheinjured person engaged in this occupation when the accident occurred? Yes J No J

(i) Ifnotstatefullythenatureoftheworkhewasdoingatthetimeoftheaccident?_J_J_J_J_J_J_J_J_J_J_J_J_J

4, Details of employment

(i) Isthe injured person in your directemployment? Yes | No |

(i) If notgive name and address of Contractor? _j_J_J_J_J_J_J_j_J_j_J_j _J_J_J_J_J_J_J_J
(iii) When did the injured person enter your service? Date: D] D)/ mMm |/ Y] Y]Y]Y]

5. Details of the Accident

(i) Date and timeof accident Date _j_J/_j_J /_J_j_J_J Time:_J_J:_J_J

(i) Place of accident JJJJ0JJJJ) ) ) JJ ) ) J )]

(iii) Givebriefdescriptionoftheaccide@JJ_JJJJJJJ_JJJJJJJ_JJJJJJJ
IS N0 N S T 0 S 0 A T I I O I A I
JJJ)JJJ)JJJJJJ)JJJ) )]
JJJJJJJJ)JJJ)JJ ) J ) ) JJ ) J

(iv) Wasthe claimant at the time of accident in thecourse of employment. Ifyes, statedetails. Yes _J No

(v) Was the injured person under the influence of alcohol orother intoxicant Yes _J No_J
the time of the accident?

(vi) Was he guilty of any misconduct or disobedience to orders / rules, due to Yes _J No_J
which incident occurred? If so, please give full particulars.

JJJJJ)J)JJJJJJJJJJJJJJJJJJJJJJJ ) )
JJJJJ9JJJJJJJJJJJJJJJJJJJJJJ JJ J )]

(vii) Are you satisfied that the injured person has met with a bonafide accident of employment ? Yes _J No
6. Details of Injury

(i) Give a brief description of1n]ury7_j_J_J_J_J_j_J_j_J_J_J_J_j_J_J_J_J_J_J_J_J_J_J_J
JJJ)JJJ)J)JJ 00 J)J)JJ 000

(i) What is the % of disability if any?
Attach a certificate of doctor confirming disability? _J %

(iii) What is the probable period of the disablement? _J_J Days
7. Details of Hospital

(i) Hastheinjured person beenremoved to hospital or medically attended? Yes_J No _J

(i) Ifyes, givenameandaddressof hospitalattending toinjured person?

JJJJ ) JJJJJJJJJJJJJJJJJJJJ )

JJJJJJJJJJJJJJ0JJJJJJJJJJJJJJJ )]
JJJJJ)JJJJJJJJ)JJJJJJJJJJJJJJJJJ )



(iii) Date of admission in hospital Date : _J_J /_J_J /_J_J_J_J
(iv) Date of discharge from hospital. Date: D)D) /M 7 Y] Y]Y]Y]

8. (i) Whetherinjured person hasreturned towork? Yes _J No _J

(ii) Ifyes, then the date of return and no. of days of absence? Date _J_J /_J_J /_J_J_J_J Days _J _J

9. Court Procedure

(i) Has any case been filed in any court of law/tribunal
againstyou, in relation to the accident? Yes | No |

(i) Have any notices / summons of the court been received by you?
Ifyes, please provide copiesofthesame. Yes _J No _J

(iii) Date and time of receipt of notice/summons from the authorities Date : _J _J / _J _J / _J _J_J _J
Time: | |J: | |
(iv) What s the present status of the proceedings? Also give the next date of hearing.

(v) Provide copies of all the documents that have been submitted to the Court either by you or
the workmen/claimants, and copies of all the documents received with the notice from the court.

(vi) Hasthe court passed any interim or finalorder?Ifyes, please provide copiesof thesame. Yes _J No _J

(vii) Has the subject matter of the alleged claim/complaint been earlier
reported to the Company by an Incident Reporting Form? If yes, Yes _J No _J
please provide date of Incident Reporting Form, and append copy

there of pate: D) D)/ m ) v v]v] Y]

(viii) If no, kindly submitaduly completed Incident Reporting Form / or
set out here the Insured's views/comments on the alleged incident
whichhasresultedintheallegedclaimorcompliantarising.

(ix) The Insured's proposed response to the alleged claim/complaint?
(x) Does the insured propose to/has already availed of, any legal advise. Yes _J No _J
(xi) If Yes, details of the lawyer/law firm together with their opinion.

(xii) If No, the proposed steps by the Insured to evaluate the legal liability
risk in the context of its response/proposed response and the facts having
bearing on thematter.
10. Miscellaneous
(i) Details of claims if any preferred by the affected party / claimant for the same loss from another source.
(i) Any other evidence in support of claim.
(ifi) Give particulars of any other insurance, in respect of the same risk.
(iv) Give name and address of witness if any?

I/We, the above named, do hereby, to the best of my/our knowledge and belief, warrant the truth of the foregoing statements in every respect; and
I/Weagree thatif|/Wehave made, orinanyfurther declaration the Company may requirein respect of the said accident, shall make any false or
fraudulentstatement, oranysuppressionorconcealment, my/ourclaimshallbeabsolutelyforfeited, and the Policyshallbenullandvoid.

Receiptand/oracceptance of the"Consent / Claim Application Form”shall not constitute or deemto constitute anapproval forasettlement in terms of
this clause and the Company reserves the right not to grant the permission.

Place: ) ) J J J J J_J J_J ]
Date: _J_J /_,l_J /_J_J_J_J Signature of Insured




Statement of Wages

The object of this statement is to ascertain the injured person’s average monthly earnings. Please therefore observe the following instructions very

carefully. Failuretodosowillentailunnecessary correspondence and cause undue delayinthesettlementof theclaim.

1. Iftheinjured person has been in the service during a continuous period. (not broken by an absence of 14 or more consecutive days) of 12 months
ormore, thenenterthewagesetc. paidtohimineachmonthduring 12 monthsimmediately preceding theaccident.

2. Ifhehasbeenintheservice duringacontinuous period of less than 12 months but more than a month then enter the wages etc. paid to himin each
month during such period immediately preceding the accident.

3. Ifhehasbeenintheservice during acontinuous period of less than one month, than enter the wages paid toanother workman employed on
similar work during 12 months immediately preceding the accidenti.e. accident to the workmen in respect of whom the claim is being submitted.

4, Ifyouhave no workman employed onsimilar work and for 12 months then enter the wages etc. paid to the injured workmen himself during
whatever period of service he has putimmediately preceding the accident.

5. Please specify the period for which wages have been entered in this statement by mentioning the date of the beginning of the period and the end
of the period which should be the date prior to the date of accident.

6. Pleasedonotmentionmerely the rate of wages. Give full details asabove.

4 Month Wages Bonus N
Value of Free Quarters and Any Other
Rs. P Rs. P
Total
Total including all Allowamces

(@) Were the above stated wages paid, or fallen due for payment, to the injured person?
(b) Wastheinjured personabsent fromwork atany time, during the above stated period, for 14ormore consecutive days?
If so, give the following particulars:-

AbsentforJJdays fromJJ/JJ/JJJJ toJJ/JJ/JJJJ
Date:_J_J /_J_J /_j_j_j_j Signature of the Employer J

Address to dispatch the documents: ICICI LOMBARD HEALTHCARE

WC Claims - ClaimNo | | | ) | ) ] ) ] |

ICICI Bank Tower, Plot No. 12, Financial District, Nanakram Guda, Gachibowli, Hyderabad, Andhra Pradesh, Pin Code: 500032

Direct Fund Transfer/EFT Mandate Form

A) Wouldyou like toopt for Electronic Fund Transfer as mode of payment ? A)Yes |:| B) No|:|

B) If yes, kindly provide the below mentioned details :

» Payee Name (as perbankrecords): | || | || || | J L 00 0 0 0 E I E e
» Payee AccountNo.: [ || | [ Il L LI L 000 E e e e e e e e e e e e e e e e e

|
|
« TypeofAccount: [ ]Savings [ ] Current [] Others (specify)t | ][ I I I I I
e NameoftheBank{ | [ [ [ [ | [ [ [ [ [ [ [ [ [ [ [ [ [[ [T [T ][ T[T ][]
|
|
|

eBranchName: [ | [ [ I [T I e e e e e e e
o AddressoftheBank{ | | | [ I [ L [ IO T I e e e e e e

Al EEEEEEEEEEEEEEE
« IFSC Code No. of theBank:| || I T I I I 1 1 1]

« MICR Code No. of the Bank{ [ | [ I 1T 1]
« Permanent Account Number (PAN)ofPayee:] [ [ [ [ T [ [ [ ]




1) Please attach an Original Blank Cancelled Cheque signed by the Payee. Mandatoryjij
2) Please attach a PAN Card copy of Payee Mandatoryill
Terms and Conditions for Payments through RTGS / NEFT

1. Thedetails provided by the Customers in the Mandate Form shall be considered as final and ICIC| Lombard General Insurance Company Ltd. shall not be responsible for cross
verification of any of the details provided therein.

2. The RTGS / NEFT facility shall be effective forthe respective Customer(s) within 15 days of the receipt of the Mandate Form by ICICI Lombard General Insurance Company Ltd. and/
orwithinsuch period asmay be reasonably required by ICICI Lombard General Insurance Company Ltd. toactivate theRTGS/ NEFT facility.

3. TheCustomeragreesthatundertheRTGS/NEFT facility, theremaybearisk of non-payment in the Account of Customer on the day of the credit of Payments due tochangein the
applicable regulations pertaining to RTGS/ NEFT facility or due to any other reasons without any fault/inaction/failure on part of ICIC| Lombard General Insurance Company or any factor
beyond the control of ICICI Lombard General Insurance Company Limited.

4. The Customer agrees to indemnify, without delay or demur, ICICI Lombard General Insurance Company Ltd. and its agents and keep ICICI Lombard General Insurance Company Ltd.
anditsagentindemnifiedharmlessatalltimesfrom and againstany and allclaims,damages, losses, costs, and expenses (includingattorney'sfees)which ICICILombard General
Insurance Company Ltd. may suffer orincur, directlyorindirectly, arising fromorin connection with, amongst other things, either of the aforesaid reasons stated in above clauses.

5. ICICI Lombard General Insurance Company Ltd. may sub-contract and employ agents to carry out any of its obligations under the RTGS/ NEFT facility. The Customer may discontinue or
terminate the use of RTGS / NEFT facility by giving a minimum of 15 days prior written notice to ICIC| Lombard General Insurance Company Ltd. The date of notice for ICICI Lombard will
be the date of receipt of such notice by ICIC| Lombard. The notice of such termination should be given to ICICI Lombard only at its corporate address and be addressed at ICIC| Lombard
GICLtd, ICICILombardHouse (Old TataPress Building), 414, Veer Savarkar Marg, Near Siddhi Vinayak Temple, Prabhadevi, Mumbai - 400025

6. Aconfirmation of the receipt of termination notice given by the Customer will be acknowledged through a confirmation letter by ICIC| Lombard General Insurance Company Ltd. In no
case can the Customer construe his termination notice as effective unlessaconfirmation has been provided by ICICI Lombard to the Customer stating the date of receipt of such
communication by the Customer.

7. TheCustomeragreesthattransaction(s)throughRTGS/NEFT facilitymayattractinwardRTGS/NEFT charges, whichif leviedbytheCustomer'sbank, shallbebornebytheCustomer

8. ICICILombardhas the absolute discretion toamend or supplementany Terms and Conditions stated herein at any time and willendeavor togive prior notice of Tendays forsuch
changes wherever feasible for the terms and conditions to be applicable. By using the new services, or at the completion of such period, whichever is earlier, the Customer shall be
deemed to have accepted the changed terms and conditions.

9. Submissionof documentsorbankdetailsoranyotherinformationdoesnotinanyway, shapeorform,implyorexpressorsuggestadmissionofliabilitybythecompany.

10. Notices under these terms and conditions may be given in writing by delivering them by hand or e-mail or on ICICl Lombard General Insurance Company Ltd. website
www.icicilombard.com or by sending them by post to the last address of the Customer.

11. These terms and conditions will be governed by the laws of India and any legal action or proceedings arising out of these Terms and Conditions shall be initiated in the courts or tribunals
at Mumbaiin India.

12. 1/ We further undertake to refund any excess amount whether demanded by ICICI Lombard General Insurance Company Ltd. or not, which has been credited in excess to my account
atany time due to any reason within 7 days of such receipt of such communication from ICICI Lombard of such excess credit or such information of excess credit coming to the
knowledge of the Customer through any other source.

13. I/ We agree that my/our claim payment will be credited from the date ICICI Lombard General Insurance Company Ltd. gets confirmation from its bankers, This facility will continue
unless it is revoked by any party and any issuance of relevant credit instruction from ICICI Lombard General Insurance Company Ltd. toits bankers will be valid till such instruction is
completeirrespective of the fact that the notice period has expired provided such a credit request has been made by ICICI Lombard General Insurance Company Ltd. before the expiry of
the notice period of the Customer.

Signature of the Account Holder

010101@Lombard
Aapka Plan B

Regd. Office: ICICI Bank Towers, Bandra Kurla Complex, Bandra (East), Mumbai - 400 051
Corp. Office: ICICI Lombard GIC Ltd, ICICI Lombard House, 414, Veer Savarkar Marg, Near Siddhi Vinayak Temple, Prabhadevi, Mumbai-400025.
Visit us at www.icicilombard.com Mail us at ihealthcare@icicilombard.com
Now One Number for all your Insurance needs 1800 2666 (Toll Free also accessible from your mobile)

IRDA Reg. No. 115. « CIN: L67200MH2000PLC129408. UIN - IRDAN115CP0017V01201920

012460CF/SC
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