ﬂ narionst  PERSONAL ACCIDENT N
N2 Besaiay AND ILLNESS

N INSURANCE CLIENT NO
N LIMITED CLAIM FORM
ISSUE OF THIS FORM DOES NOT CONSTITUTE AN ADMISSION OF THE COMPANY'S LIABILITY

PoLIcy NoO. | | DATE OF EXPIRY
LIFE INSURED
POLICY OWNER
(IF DIFFERENT FROM LIFE INSURED)
ADDRESS:

A: SECTION TO BE COMPLETED FOR ACCIDENT CLAIMS ONLY

1. DATE AND TIME OF ACCIDENT? 1
........ [viiiii] eiiiiins ATuvvneenn AM/PM
2. WHERE DID THE ACCIDENT HAPPEN? 2.
3. How DID THE ACCIDENT HAPPEN? 3.
4, \WWHAT INJURIES WERE SUSTAINED? 4,

B. SECTION TO BE COMPLETED FOR SICKNESS CLAIMS ONLY

1. WHAT Is THE NATURE OF THE SICKNESS? 1.

2. WHEN DID IT FIRST BECOME APPARENT? 2 i, YA /20.....
3. HAVE YOU SUFFERED FROM THIS CONDITION 3.

BEFORE?

IF SO FOR HOW LONG?

C. SECTION TO BE COMPLETED FOR ALL CLAIMS

1.(A) OCCUPATION AT TIME OF DISABLEMENT (A)
(B) SELF-EMPLOYED OR EMPLOYEE ()
(C) AVERAGE WEEKLY EARNINGS (0
2. (A)NAME OF DOCTOR FIRST CONSULTED (A)
(B) DATE OF FIRST CONSULTATION () I YT /20........
3. CAN COMPENSATION BE CLAIMED: (A) YES
(A) FROM ANY OTHER SOURCE No
(B) FROM WORKERS COMPENSATION (8) YES
No
IF YES TO EITHER (A) OR (B) STATE:
(C) NAME OF ORGANISATION (©
(D) AMOUNT OF WEEKLY COMPENSATION (©
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4. HAS THE ACCIDENT OR SICKNESS BEEN THE
CAUSE OF:

(A) TOTAL DISABLEMENT FROM WORKING (A) YES/NO.....FROM........ [oeeeens [oenien To........ I R
(B) YES/NO....FROM........ [oeeaeens [oeaeen TO..cuue. [oeeeens -
(B) PARTIAL DISABLEMENT FROM WORKING

5. IF STILL DISABLED, STATE WHETHER TOTAL OR TOTAL/PARTIAL
PARTIAL

I HEREBY DECLARE AND WARRANT THAT THE ANSWERS WRITTEN AGAINST THE ABOVE QUESTIONS ARE TRUE, AND THAT I WILL ANSWER TO
THE BEST OF MY KNOWLEDGE AND BELIEF ANY OTHER QUESTIONS RELATING TO THE ABOVE WHICH NATIONAL PACIFIC INSURANCE MAY REQUIRE, AND
DECLARE THAT THE CONDITIONS OF MY INSURANCE HAVE BEEN FULLY COMPILED WITH. AND I AGREE THAT IF I HAVE MADE, OR IN ANY FURTHER
DECLARATION NATIONAL PACIFIC INSURANCE MAY REQUIRE OF ME IN RESPECT OF THE SAID ACCIDENT SHALL MAKE, ANY FALSE OR UNTRUE STATEMENT,
SUPPRESSION, OR CONCEALMENT, THE POLICY SHALL BE VOID, AND MY RIGHT TO COMPENSATION ABSOLUTELY FORFEITED. AND I AM WILLING, IF
REQUIRED, TO MAKE A SOLEMN DECLARATION BEFORE A COMMISSIONER OF OATHS OF THE TRUTH OF THE WHOLE FOREGOING STATEMENT, OR OF ANY
OTHER STATEMENTS I MAY MAKE IN CONNECTION WITH THE CLAIM.

SIGNATURE OF CLAIMANT .ctuutttueettnssrsusesnnsensnsessnssesnssrsnssesnnsennnnes DATE......... T YA

CERTIFICATE OF MEDICAL ATTENDANT

PATIENTS NAME (IN FULL):

1. NATURE AND EXTENT OF INJURIES OR SICKNESS 1.

2. DATE OF FIRST CONSULTATION 20 e, T [eiren.

(A) DATE OF ANY SUBSEQUENT CONSULTATION (A)

3. HAS THERE BEEN ANY PREVIOUS TREATMENT 3.
FOR THIS OR ALLIED CONDITIONS

(A) Is THERE ANY CONDITION (PAST OR
PRESENT) AFFECTING THE PRESENT DISABILITY. IF | (A)
SO TO WHAT EXTENT.

4, HOwW LONG WAS, OR WILL THE PATIENT BE:-
(A) TOTALLY DISABLED FROM WORKING (A) FROM........ T [eiren. TO veeennes Y [eeiren.

(B) PARTIALLY DISABLES FROM WORKING (B) FROM ........ T [eiren. TO veeennes Y [eeiren.
(PARTIAL IS APPLICABLE TO ACCIDENTS ONLY

TOTALLY DISABLED MEANS WHEN THE CLAIMANT IS ABSOLUTELY INCAPACITATED FROM ATTENDING TO ANY PORTION OF HIS/HER BUSINESS OR
0CcUPATION. PARTIALLY DISABLED MEANS WHEN THE CLAIMANT IS ONLY ABLE TO ATTEND TO SOME PORTION OF HIS/HER BUSINESS OR
OCCUPATION.

SIGNATURE OF MEDICAL ATTENDANT ... tttuutttssrsnsessssessssrssseeeiiersiiesseserssssssesssssesssssnsssnnsenns DATE........ [ons [eiinns
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