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Fifth Floor, 100 Beverley Court, Corner N Mandela & 4" Street

P O Box WTG 9120, Harare, Zimbabwe
Phone: +263 -4-799234 — 38, Fax: +263 -4- 735417

ACCIDENT AND SICKNESS CLAIM FORM

NOTE: If the claimant is unable to complete this form a member of his family or a friend may fill in on his/her behalf.

Name Of Claimant: ...........cooeievuiiiiiiiiniiineiiienns. Age:......... Policy No. t.iviiiiiiiii
Business/Occupation: ...........ooveeeuieieiiineanineiennnn.. TelNo.: oo, W) oo H)
AT -ttt

ACCIDENT: -
Date Of AcCident: .......covvininiiniiiiii e Time: ..ooviiiiiiii am/pm
PIace Of ACCIARIL: ...ttt e e e e e e

How it happened & what you were doing at the time: ............oooiiiiiiiiii e

If accident was a Road Traffic Accident please see overleaf.

NATUIE Of TNJUIICS: ... uint ittt ettt e et e et et e e et et et et et et e et et et et et et et et teeaeenenens
Period Of Disablement: ........................... I have been wholly disabled for: ......................... Days,
From: ... Ll
I have been PARTIALLY DISABLED for: ................. days, from: ..o
Tl e TamnOW: c.oueii i

(Insert WHOLLY DISABLED, PARTIALLY DISABLED or NOT AT ALL DISABLED as applicable)
Names and Addresses O WItNESS: .. .o utiit ittt e e e e

SICKNESS: In the case of Sickness or Disease state:-

(a) Nature Of Sickness or disease:-

(b) Date Of Commencement:

(c) Date when you were first unable to attend to your business in any way:




Bank Name:

(d) Are you now attending to your
business? If so state from what date.

(e) Have you ever had a previous attack of the disease or sickness from which you are now suffering. If so, give
details with approximate date(s) & period(s) of incapacity

(h) Have you ever previously made a Claim for Accident, disease or sickness? If so, please give details Att30h|
Medica

Report

MOTOR VEHICLE ACCIDENT:

Vehicle Make: ......o.oiiiiiiii Reg. NO: oo
Registered Owner Of vehicle: .............cooooiiiiii. Driver: ..o.oiiii
AQATESS: .ot e

DECLARATION:

I understand that if necessary, CBZ Insurance Co. have a right to access my Medical records in order to
proceed with assessment of the claim. I hereby declare that the above statements are true in every respect and are made
without reservation.

Name InFull: ..., DeSIgNation: ...........couviriiniiniiiiiii e

SIgNature: ........oooviiieiiiii i Date: ..

IF FUNDS ARE TO BE TRANSFERRED DIRECTLY INTO AN ACCOUNT STATE:




