Chartered Life Claim Form
Secured Life [ 1AMR [_] Chartered Nirapotta

(CS Form-18)

Policy No (=fffs 7i2)

Commencement Date i Face Amount
(P9 wIfd) : (R i)

THIS SECTION TO BE COMPLETED BY CLAIMANT (<% Set wigiailt w9 #a%)

1. Policy Owner’s Name

(Aferfer erRezea 1)

2. Present Address

(IS =)

3. Name of Patient

(GIREEIE))

4. Relation to the Insured . 5. DOB of the Insured
(FTRFTSR AL T=o1F) : (1 i)
6. Telephone/Mobile

(CBfeTCar /gt

7. Occupation & Duties Prior to

Disability/Sickness

(CoMl @ Sy, TSI /ES! )

TO BE COMPLETED FOR SICKNESS OR ACCIDENTAL CLAIM (SPE®! <3 aRreS™ At 7 & =7 )

1. Nature of Claim (w3= «ae) : O Ailment/Sickness (srTEet) 3 Accident ¢zt )

2. Date & Time of Accident or Symptoms First Appeared
(6 SIf @92 T WL QA T B (AR i)

3. Has Patient ever suffered previously from this ailment? (If “Yes’
explain) (@M s Fe W] wpEel grifem?) (T = fea)

4, Where and how did the accident occur?
(1 @3 fFea et el ?)

5. What bodily injuries did you sustain caused by the accident?
(ORI TR F 4@ A TS 20A022)

6. On what date did you stop performing all your occupational
duties? (@R SIffta A A AP (oiteTS TITg AR (A0 o Ap
CF FCICRA?)
7. Have you done any work since commencement of disability? (If
‘Yes’ explain) (SrFTel w3 23R~/ ({eF S+l [ @ 1o s ) (T
ElGRSEED))
8. When do you expect to return to work.
(A AT I T @A S A=A ?)
9. Consulted Doctor . 10. Consulted Date
(o eI fofeeor) : (R iferd)
11. Hospital Name
(FFTATSICET 1)
12. Hospital Address
(TFATSTETR 5o
13. Date of Admission . 14. Date of Discharge
(ef$7 wifaa) : (DG “IFIK ©ifF)
15. Describe fully your present
condition. (S TT =N
g e o)

AUTHORIZATION

Thereby certify that the foregoing statements are full and true to the best of my knowledge and hereby authorize all physicians, hospitals, clinics,
pharmacists, laboratories, employers and any institution or any other person who has any record or information about me and or any of my insured family
members to provide Chartered Life Insurance Company Ltd. any and all information with respect to medical history, consultation, prescription or

treatments and copies of all hospital or medical records. Any copy of this authorization shall be taken as original.

(S @ 7R e FEfe @, TAErE o wimE @ W A 8 ey «qae g wE A ol qmierer, e, wEites, wRwed, Faeeel Rk @ @ dfeh| 91 @ @
e, W R AR @ / I W ARRIEE @ @ A mene Bt Fews 2fegm, o7, a1 fReeon e zmerem a1 e w@e Tem wfde S vhle ke e
AR FRIAR P FAO] I FAME | I FASIHG @ (I SR T Fe1of 0 210 J0A 1)

Claimants Name

(AR )

Claimants Signature . Date
(TR ) : (i)
Witness Name

(AR )

Signature i Date

(FTF) ) (i)




THIS SECTION TO BE COMPLETED BY ATTENDING PHYSICIAN

1. Name of Patient : 2. Age:

3. Nature of Sickness or injury
(Describe)

4.When did symptoms first appear or accident happen? Date : Duration of illness :

5. Is there visible evidence of contusion or wound? Describe :

6. Was the patient at time of this accident or during this disability.affected with any pervious injury or any
other disease? D Yes D No
(If "Yes", state when and

describe)

7. Nature of surgical or obstetrical procedure, if any (Describe fully):

8. Is further operative procedure or treatment anticipated? D Yes D No (If "Yes", state when and describe):

9. DIAGNOSIS (If injury involved eye or limb, state whether right or left. If fracture or dislocation occurred, state which and whether compound, complete
or incomplete. If fracture or long bones occurred, state whether through head or shaft)

10. TREATMENT : Date of First Visit
Date of Last Visit: : Total Number of Visit :
11. DESCRIBE PRESENT CONDITION: (O Recovered O mproved (O unimproved (O Retrogressed

DEGREE & LENGTH OF DISABILITY (for accidental disability only)

12. From what dates has the patient been unable to perform any part of his occupation?

(Totally Disabled) : Form: To:
13. From what dates has the patient been unable to perform some part but all of his occug

(Partially Disabled) : Form: To:
14. If not working, when do you think he will able to work?

Approximate Date : D Indefinite D Never
Thereby certify that my answers to the foregoing questions are correct and true to the best of my knowledge and belife.

SIGNATURE OF ATTENDING PHYSICIAN OFFICIALS SEAL

Name & Reg. Number

EMPLOYER’S STATEMENT (If the Insured is employed)

1. Name of Insured's Employer

2. Business Address of
Insured's Employer

3. Full Name of Insured

4. Insured's duties

5. When was Insured compelled

. . . Exact Date :
to give up his duties? xact Date
When did Insured return to work ? : Exact Date :
6. Description of Injury or Iliness
resulting in Insured's absence
from employment :
7. Was Injury or illness cassed by reason of occupation? D Yes D No
8. Was there a period of time during which Insured could only perform part of his occupational duties? Exact Date :

9. Was Insured's Injury or lllness the sole cause of his absence from duty for all of the above period? if not, give particulars :

Signature & Date Officials Title & Seal

Head Office: Islam Tower, Level-08, 464/H, D.I.T Road, West Rampura, Dhaka-1219, Bangladesh.Phone : +88-02-55128956-7;
Customer Service: +880-1777770990, Fax : +88-02-55128956, Email: mail@charteredlifebd.com, www.charteredlifebd.com




