
 
CIN-U66010DL1947GO1007158 

 
DIRECTAGENTSBRANCH::16-11-16/v/18,1stFloor,M GPlaza,  

NearRTAE.ZMoosarambagh,Malakpet,Hyderabad500036,TELANGANA 
 

GROUPACCIDENTINSURANCESCHEME(GAIS) –

PMMSYPOL.NO.433702/47/2022/3&433702/48/2022/402 

 
CHECKLISTFORCLAIMS 

 

NAMEOFTHEINSURED 
PERSON(FISHER) :  

 

STATE 
:  

IDENTITYNO 
: 

 
CONTACTPERSONNAME&NUMBER : 

  DATEOFACCIDENT 
: 

 
 

 

DOCUMENTSTOBESUBMITTEDBYTHECLAIMANT 
 

□ CLAIMINTIMATION-Mandatory 

□ CLAIMFORMDULYFILLEDANDSIGNED BYINSURED-Mandatory 

□ CERTIFIEDCOPYOFFIR,wherever applicable 

□ CERTIFIEDCOPYOFPANCHANAMA,whereverapplicable 

□ CERTIFIEDCOPYOFPOSTMORTEMREPORT,whereverapplicable 

□ CERTIFIEDCOPYOFAPPROPRIATEAUTHORITY-Mandatory 

□ ORGINALDEATHCERTIFICATE,whereverapplicable 

□ FAMILYMEMBERCERTIFICATE,ifapplicable 

□ NEWSPAPERCLIPPINGS,whereverapplicable 

□ MEDICALREPORT/DEATHSUMMARYFROMHOSPITAL/INDEMNITYBOND,asapplicable 

□ NEFTBANKACCOUNTFORMWITHCANCELLEDCHEQUE-Mandatory 

□ DISCHARGEVOUCHERSIGNEDAFTERAFFIX Re.1/- REV.STAMP-Mandatory 

 
KYCNORMSTOBE SUBMITTEDFORINSUREDANDNOMINEE 

 
□ AADHARCARDCOPY/VOTERIDCOPY/HOUSEHOLDCARD/RATIONCARD -Mandatory 

□ ADDRESS/RESIDENCEPROOF 
 
 

GroupAccidentInsuranceScheme(GAIS)–PMMSY CheckListClaims 

ReferenceNo .:    …………………………………. 

OICLClaimNO :     ………………………………….. 

State :      …………………………………. 

District&Pincode:…………………………………. 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402  

 
 

CLAIMFORMFORDEATH/PERMANENTTOTALDISABLEMENT 

UNDERPOLICYNUMBER:433702/47/2022/3 

This form is issued without admission of liability and must be completed and returned within 
180days from the date of accident. No claim can be admitted unless a medical overleaf be 
furnished at theexpense oftheclaimant. 

 

InsuredName 
 

 

Addressof the Insuredand State 

 

Age/Date ofBirth  

Occupation– 
Fisher: Fish workers, fish farmers and 
anyother categories of persons directly 
involvedinfishingandfisheriesalliedactivities,P
leasetickYes/No. 

 

 
Yes/No 

Whendidtheaccidentoccur?St
ate dateandtime 

 

Where diditoccur?  

Givefullparticularsofthecauseofaccide
ntandtheinjuriessustained. 

 

Givenameandaddressofthewitnessofthe 
accident 

 

Wereyoumovedtohospitalimmediatelyafterthe
accident? 

Yes/ No/ Notapplicable 

IfYesGivenameandaddressoftheHospital  

NameoftheDoctorswhoattended  

State where and when a Medical or 
otherofficeroftheCompanycanvisityou,ifnec
essary. 

 

State the number of days you have 

beennecessarily and entirely confined to 

Bed,Room or House as the sole and 

directresultofthe Injuriessustained. 

 

Ifstillconfined,stateprobabledurationo

fconfinement. 

 

 
….2 

::1:: 

ReferenceNo .:    …………………………………. 

OICLClaimNO :     ………………………………….. 

State :      …………………………………. 

District&Pincode:…………………………………. 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402  

::2:: 
 

TOBECOMPLETEDBYHOSPITALAUTHORITIES(or)appropriatecertificatehastobeenclo
sed 

 
Asin-patient/out-patient/emergencycase 

 

Nameandaddressof theHospital  

DateofAdmission  

Dateof discharge  

NatureofInjury 

ParticularsoftheTreatment 

 

Has the accident resulted into loss of 
hand/s,foot/feet or eye/s or permanent total 
disabilityof any other type which may prevent 
insuredfrom engaging in or being occupied 
with orgivingattention 
toanyemploymentoroccupation whatsoever? 
If yes, please givedetails 

 

HospitalExpenses(Pleaseattachoriginalbillsan
ddeath/dischargesummary) 

 

 

 
Date Signatureof the CompetentAuthorityof 

Hospital/NursingHome 

 

 
Name 

Designation RubberStampofHospital 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402  

  

UNDERPOLICYNUMBER:433702/47/2022/3 
 
 

 

TobecompletedbyNomineeintheevent ofdeathoftheInsured 

 
 

DetailsofNominee: 
 

Full Name  

Address  

Age  

Relationshipwiththedeceased  

Signatureof theNominee  

 
Declarationtobe signedbytheNominee(intheeventofdeathof Insured) 

 
 

I HEREBY DECLARE that the truth of the above particulars are true in 

everyrespect,andI agreethat if I havemade, orif shall 

makefalseoruntruestatement,suppressionorconcealment,myrighttocompensationshallbeab

solutelyforfeited. 
 
 
 

Dated  

 __ __ __  

Signature 

::3:: 

ReferenceNo .:    …………………………………. 

OICLClaimNO :     ………………………………….. 

State :      …………………………………. 

District&Pincode:…………………………………. 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402  

  

CLAIMFORMFORHOSPITALISATION/PERMANENTPARTIALDISABLEMENT 

UNDERPOLICYNUMBER:433702/48/2022/402 

This form is issued without admission of liability and must be completed and returned within 
180days from the date of accident. No claim can be admitted unless a medical overleaf be 
furnished at theexpense oftheclaimant. 

 

InsuredName  

Addressof the Insuredand State  

Age/DateofBirth  

Occupation– 
Fisher:Fish workers,fishfarmersand 
anyother categories of persons directly 
involvedinfishing 
andfisheriesalliedactivities,PleasetickYes/N
o. 

 

 
Yes/No 

Whendid 
theaccidentoccur?State
 dateandtime 

 

Where diditoccur?  

Give full particulars of the cause 
ofaccidentandtheinjuriessustained. 

 

Give name and address of the witness 
ofthe accident 

 

Were you moved to hospital 
immediatelyaftertheaccident? 

Yes/ No/ Notapplicable 

IfYesGivenameandaddressoftheHospital  

NameoftheDoctorswhoattended  

State where and when a Medical or 
otherofficeroftheCompanycanvisit 
you,ifnecessary. 

 

Statethenumber 

ofdaysyouhavebeennecessarily and 

entirely confined to Bed,Room 

orHouseasthesoleanddirectresultofthe 

Injuriessustained. 

 

Ifstillconfined,stateprobabledur

ationofconfinement. 

 

::1:: 

ReferenceNo .:    …………………………………. 

OICLClaimNO :     ………………………………….. 

State :      …………………………………. 

District&Pincode:…………………………………. 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402  

::2:: 
 

TOBECOMPLETEDBYHOSPITALAUTHORITIES(or)appropriateinjurycert
ificate/MLC/Discharge Cerfiticatehasto beenclosed 

 
As in-patient/out-patient/emergencycase: 

 

Nameandaddressof theHospital  

DateofAdmission  

Dateof discharge  

NatureofInjury 

ParticularsoftheTreatment 

 

Hastheaccidentresultedintolossoftoe/s,pha
lanx/phalange/s, hearing of ear/s, 
forefinger/s,thumb/s,Metacarpal/s,  
carpal/s,or permanent partial disability of 
any 
othertypewhichmaypreventinsuredfromeng
aginginorbeingoccupiedwithorgivingattenti
ontoanyemploymentoroccupationwhatsoe
ver?Ifyes,pleasegivedetails 

 

HospitalExpenses(Pleaseattachoriginalbills
 anddischargesummary) 

 

 
Date 

 
SignatureoftheCompetentAuthorityofHo

spital/NursingHome 

 
 

Rubber StampofHospital
 NameDe
signation 

 
 
 

Declarationto be signedbytheinsured 

 
 
 

I Hereby declare that I have suffered / sustained the injuries above described 

andwarrantthetruthoftheaboveparticularsineveryrespect,andIagreethatifIhavemade,or if 

shall make false or untrue statement, suppression or concealment, my right 

tocompensation shallbeabsolutelyforfeited. 
 
 

Dated  Signature_ __ _ __ 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402  

 

 

 
 

DETAILSOFDOCUMENTSREQUIREDTOCLAIM 
 

UNDERGJPAPOLICYNO.433702/47/2022/3SCPPOLICYNO.433702/48/2022/402 
 

I. Documentscommontoallclaims: 
i. Intimation 
Formii.ClaimFor
m 

iii. Cancelled Cheque of claimant/ insured/ nominee/ legal heir/s (or) copy of first 
pageBankPassBookofclaimant/insured/nominee/legalheir/s(or)copyofbankaccounts
tatement of claimant/ insured/ nominee/ legal heir/s duly attested by a 
gazettedofficer. 

iv. CertificationbyAppropriateAuthority 

v. Anyone oftheIDsas mentioned,inthe listof acceptable documents asproofofidentity 
and proof of address from general public in the country, by Government ofIndia. 

II. Otherdocumentsrequiredforspecifickindsofaccidents: 
 

a) RoadAccident/RailwayAccident: 
i. FirstInformationReport(F.I.R.)ii
.SpotPanchnama 
iii.InquestPanchnamai
v.PostMortemReport 
v.ValidDrivingLicense(RoadAccidentwhilstinsuredisthedriver) 

 

1. Accidentsoccurringduetocarryingofpassengerinexcessofthecapacityofvehicl
es. 
Allinsured/fishers(asdefinedinthisagreement)excepttheonewhoisdrivingwillbeeligiblef
ortheclaim. 

2. Accidentsoccurringwherethedriverdoesnothaveavaliddrivinglicense.Allinsure
d/fishers(asdefinedinthisagreement)excepttheonewhoisdrivingwillbeeligibleforthecl
aim. 

3. Accidentsoccurringwherethemotorvehicledoes nothaveproper permit. 
Allinsured/fishers(asdefinedinthisagreement)excepttheonewhoisdrivingwillbeeligiblef
ortheclaim. 

 

b) AccidentduetoDrowning: 
 

i. FirstInformationReport(F.I.R.)/PoliceReportii.P
ostMortemReport 
iii.SpotPanchanamaiv.Inquest
Panchanamav.Statement/sof2
witnesses 

 

Incasethebodyisnotfoundthenafterawaitperiodof6months,adeclarationbythefamily,certificatebyanappr
opriateauthoritythatthepersonisdeadduetodrowning 

 
For"MissingatSea''claims,settlementwillbebasedonthefinalinvestigationreportafterawaitingperiodof2(T
wo)years. 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402  

For these, the nominee/ legal heir/s has to execute a bond stating that the amount so received will 
berefundedtotheinsurancecompanyincasetheinsured,whowent 
missingandpresumedtobedead,islaterfoundalive. 

 

a) Accident due toFire: 
i. FirstInformationReport(F.I.R.)/PoliceReportii.P
ostMortemReport 

 
In case the body is completely charred to ashes, then a declaration by the family member and 
acertificatebyan appropriate authoritythatthe personhasdiedin thefirewillberequired. 

 

b) Accidentduetohandlingofpoisonoussubstances:i.Fi
rst Information Report (F.I.R.) / Police 
Reportii.PostMortemReport 
iii.Viscera 
Reportiv.ForensicLab
Report 

 

c) Accidentdue toStrokeofLightningORElectric Shock: 
i. FirstInformationReport(F.I.R.)/PoliceReportii.P
ostMortemReport 
iii.InquestPanchnamai
v.SpotPanchnama 

 
StateElectricityBoardReportis notrequiredinsuch cases. 

 

d) AccidentwhileworkingwithMachinery: 

i. FirstInformationReport(F.I.R.)/PoliceReportii.P
ostMortemReport 
iii.SpotPanchnamaiv.I
nquestPanchnama 

 

e) Murder: 
i. FirstInformationReport(F.I.R.)ii
.SpotPanchnama 
iii.InquestPanchnamai
v.PostMortemReport 
v.FinalReportofPolice,wherevernecessary 

 

f) AccidentorDeathduetofallingfromheights/MurderbyNaxalites/Riots: 
i. FirstInformationReport(F.I.R.)/PoliceReportii.S
potPanchnama 
iii.InquestPanchnamai
v.PostMortemReport 

 

g) SnakeBite/ScorpionBite/AnimalBite/Rabies/AnyinjurybyanyAnimalresu
ltingin death orlossof limb/s: 

 

In such case there may or may not be a post mortem report or medical analysis report. Hence, 
acertificate from any registered medical practitioner approved by the Indian Medical Association 
(IMA),health centre / sub centre thatdeath/disablement wascauseddueto the aforesaid will berequired. 

 

Whereveravailable: 
 

i.i. FirstInformationReport(F.I.R.)/PoliceReporti.ii.I
nquestPanchnama 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402  

i.iii. Post Mortem Report /ForensicLab Report 
i.iv. Viscera Report (If it is concluded from the Post Mortem Report that 

thedeathisduetotheabovecause,VisceraReportshallnot beinsistedbythe 
InsuranceCompany) 

 

In case the body is not found due to dragging by the animal and feeding on it, then after a wait 
periodof6months,adeclarationbythefamilymemberandacertificatebyForestRaneOfficeror“AppropriateA
uthority”that thepersonhasdiedduetoanimal attackwillberequired. 

 

h) Anyother accidents: 
i. FirstInformationReport(F.I.R.)/PoliceReportii.S
potPanchnama 
iii.InquestPanchnama 

 
Certified true copy from an appropriate authority that the accident has occurred resulting in death 
andpermanentdisability. 

 

i) Additional documents to be submitted for Permanent Total 
Disability:i.Original detaileddischarge summary/ daycare 
summaryfromhospitalii.Treatingdoctor’scertificategivingdetailsofinjuriessustaine
d,including 

clarificationwhetherclamantwasundertheinfluenceofanyintoxicatingmaterial. 
iii. CopyofFIRorMLC(Medico-legalCertificate) 
iv. Firstconsultationletterandsubsequenttreatment papers 
v. Disabilitycertificatefromaconcernedspecialistaffiliatedwithgovernmenthospitalc

onfirmingtheextentandnature ofdisability 
j) AdditionalDocumentationrequiredforPermanentPartialDisabilityClaims

: 
i.Original 
detaileddischargesummary/daycaresummaryfromhospitalii.Treatingdoctor’scertific
ategivingdetailsofinjuriessustained,including 

clarificationwhetherclamantwasundertheinfluenceofanyintoxicatingmaterial.iii.Co
pyofFIRorMLC(Medico-legalCertificate) 
iv. Firstconsultationletterandsubsequenttreatment papers 
v. Disabilitycertificatefromaconcernedspecialistaffiliatedwithgovernmenthospitalco

nfirmingtheextentandnature ofdisability 
k) Documentation required for Accidental Hospitalisation 

Claims:i.Originalconsolidatedhospitalbillwithbreakupofeachitem,dulys
ignedandstamped 
ii.Originalpaymentreceiptofthehospitalbilliii.
Correspondingprescriptions againstbills 
iv. Treatingdoctor’scertificategivingdetailsofinjuriessustained,includingcl

arificationwhetherclamantwasundertheinfluenceofanyintoxicatingmat
erial. 

v. Copy ofMLC 
vi. Originaldetaileddischargesummary 
vii. Medicinebillsandreceiptswithcorresponding prescriptions 



ReferenceNoOI

CLClaimNOSta

te 

.:   …………………………………. 

:    ………………………………….. 

:  …………………………………. 

District&Pincode:…………………………………. 

GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402 

 

 

CIN-U66010DL1947GO1007158 
DIRECTAGENTSBRANCH::16-11-16/v/18,1stFloor,MGPlaza,  

NearRTAE.ZMoosarambagh, Malakpet, Hyderabad500036,TELANGANA 
 
 

DISCHARGEVOUCHER 
 

GROUPACCIDENTINSURANCESCHEME(GAIS)- PMMSY 
UNDERGJPAPOLICYNO.433702/47/2022/3SCPPOLICYNO.433702/48/2022/402 

 
 

Dept:GJPA/SCP 
 

Claim No.: 
 

Date: 
 

In consideration of approval of my/our claim I/We hereby accept from the Oriental Insurance 

CompanyLimitedthesumofRs. (Rupees  

 (only) in full and final settlement of 
my/ourclaim for Death/PPD/PTD/Hospitalisation covered under GJPA Policy No.433702/47/2022/3 or 
SCPPolicyNo.433702/48/2022/402fortheperiod from26.07.2021 to25.07.2022. 

 
I/We hereby voluntarily discharge receipt to the company in full and final settlement of all my/our 
claimpresentorfuturearisingdirectly/indirectlyinreceiptofsaidaccident/Hospitalisation.I/Weherebyalsosu
brogateall my/ourrightsand remedies tothe Companyin respectofabove loss/Hospitalisation. 

 
Rs.  

 
 

INSURED/CLAIMANT 
(Affix Rs.1/-revenuestampandSign) 

 
 
 

Witness:  
 

Name :  
 

Address:   
 

 

Mobile:   



ReferenceNoOI

CLClaimNOSta

te 

.:   …………………………………. 

:    ………………………………….. 

:  …………………………………. 

District&Pincode:…………………………………. 

GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402 

 

 

CIN-U66010DL1947GO1007158 
DIRECTAGENTSBRANCH::16-11-16/v/18,1stFloor,MGPlaza,  

NearRTAE.ZMoosarambagh, Malakpet, Hyderabad500036,TELANGANA 
 

 

NEFTFORM 
 
 

GROUPACCIDENTINSURANCESCHEME(GAIS)- PMMSY 
 

UNDERGJPAPOLICYNO.433702/47/2022/3SCPPOLICYNO.433702/48/2022/402 
 

DearSir/Madam, 

I /Wefurnishbelowdetails ofmy/our bankaccounttobe usedfor 
effectingpaymentsduetousbyNEFT/RTGS: 

Name 
 

Category Insured/Nominee 

PolicyNumber(Select anyone) 
1.GJPA-433702/47/2022/3 
2.SCP -433702/48/2022/402 

Claimnumber,if any,provided 
 

 
Addressfor Communication 

 

PermanentAddress 
 

IFSCCode* 
 

BankName 
 

BankBranch Name andAddress 
 

 

MICR Code(9Digit number) 
          

Full BankAccountNo.(forNEFT) * 
 

Mandatory:*Pleaseattachacopyofacancelledchequeleaf/PassBook. Verifythe 
detailswithyourbank beforesubmitting. 

……2 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402 

 

 

::2:: 
 
 
 

 
 
MobilePhone No.(for SMSalert) 

 

 
Email ID (for mail 
notification)(pleasewriteinBLO
CKletters) 

 

 

I/We hereby declare that the particulars given above are correct and express my/our willingness 
toreceive credit of payments though the mode indicated above. Notwithstanding my/our choice of 
modeThe Oriental Insurance Co Ltd reserves the right to issue a cheque / credit the account in the 
modethat they may deem fit. I/We would not hold M/s. The Oriental Insurance Co Ltd responsible, if 
thetransactionisdelayedornoteffectedatallorcreditedtoanincorrectaccountforreasonsofincomplete 
/incorrectinformation. 

 
 

 
SignatureoftheBankOfficial 

SignatureoftheAccountHolder/Beneficiary 

BeneficiaryContactNumber 

Confirmationby theBankOfficialontheaboveA/Cdetails 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402 

 

 

(Tobeexecutedonnon-judicialstamppaperofRs.15/-) 

 
INDEMNITYBOND 

 

IndemnityBondisbeingexecutedbySponsoringAgencyandShri/Smt  
 

S/o/W/of R/o  
 
 

iinfavourofTheOrientalInsuranceCompanyLimited,DirectAgentsBranch,16-11-16/V/18,1stfloor, 

MGPlaza,Moosarambagh,NearRTAEZ,Malakpet,Hyderabad 500036,Telangana 
 

WhereassponsoringAgencyhadobtainedpolicyofInsurancebeingGJPAPolicyNo.433702/47/2022/3or 
SCP Policy No.433702/48/2022/402 for the period from 26.07.2021 to 25.07.2022 and whereas in 
acycloneon orabout  

Shri/Smt. is said to have died and is reported missing 
andWhereasthe body has not yet been recovered and is presumed to have died and a certificate to 
thateffect has also been issued by the Sponsoring Agency and Whereas National Fisheries 
DevelopmentBoard has approached Oriental Insurance Co. Ltd. For settlement of the claim on the 
grounds thatShri/Smt.  has died as a result of 
saidcycloneand WHEREASOrientalInsuranceCo.Ltd.OntherepresentationoftheDirectorofFisheries 
hasacceptedthatShri/Smt has 
diedandWHEREASifbyanychancelater it isfound thatShri/Smt
 

hasnotdiedandisstillalivenowthereforeTHECONDONATIONOFTHISIS THATIFATANYTIME 
ITISFOUNDTHATSHRI/SMT
 

HAS NOTDIEDASARESULTOFACCIDENTANDCYCLONE.THESPONSORINGAGENCYAND 
SHRI/SMT
 (Nominee/LegalHeir)SHALLJOI
NTLYANDSEVERALLYRETURNTOTHEORIENTALINSURANCECOMPANYLIMITEDTHE 
SUMASSUREDPAIDUNDERTHISCLAIMinwitnessthereofpartieshavesethandonthis 
 day of Month Year. 

 
 

1. SponsoringAgency: WITNESSES 
 

1.  
 

 

 

(Name andAddress) 
 
 

2.Wife/  2.  
 

(NomineeandRelationship) 
 

(Name andAddress) 
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CIN-U66010DL1947GO1007158 
 

DIRECTAGENTSBRANCH::16-11-16/v/18,1stFloor,M GPlaza,  
NearRTAE.ZMoosarambagh,Malakpet,Hyderabad500036,TELANGANA 

CLAIMINTIMATIONFORM 
 

1. NAMEOFTHECLAIMANT/NOMINEE/LEGALHEIR:  
 

RELATIONSHIPWITHTHEINSURED:  
 

2. CONTACTNO. 3.  EMAILID:  
 

4. NAMEOFTHEINSUREDPERSON   
 

5. AGE  6.GENDER  
 

7. ADDRESSOFINSUREDPERSON&STATE:  
 
 

 

8. AADHAAR/ANYOTHERAPPROVEDIDENTIFICATION:- 
 

IDENTIFICATIONTYPE:

 IDENTIFICATIONNO.OFTHEINSUREDP

ERSON:   

9. DATE&PLACEOFACCIDENT  
 

10. BRIEF DESCRIPTIONOFACCIDENT:  
 
 

 
 

 

11. TYPEOFCLAIM(Tickthebelowtype) 
DEATH PERMANENTTOTALDISABILITY PERMANENTPARTIALDISABILITY HOSPITALISATION 
    

 

12. NAMEOFPOLICESTATION,IFREPORTED  
 

13. NAMEOFTHEINTIMATOR :  
 

SIGNATUREOFINTIMATOR:  
 

ReferenceNo .:    …………………………………. 

OICLClaimNO :     ………………………………….. 

State :      …………………………………. 

District&Pincode:…………………………………. 



GroupAccidentInsuranceScheme(GAIS)–PMMSY POLICYNUMBER:433702/47/2022/3&433702/48/2022/402 

 

 

FORANYASSISTANCEPLEASECONTACTTOLLFREENUMBER:1800-425-1660 
E-mailID:support@pmmsygais.com,430011@orientalinsurance.co.in 

mailto:support@pmmsygais.com
mailto:430011@orientalinsurance.co.in

