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Sr. No. Particulars of Coverage Amount of
coverage Rs.

01 Accidental Death Rs. 1,00,000/-

02 Loss of two limbs, eyes or one limb and eye. Rs. 1,00,000/-

03 Loss of one limb or one eye. Rs. 50,000/-

04 Permanent Total Disablement from injuries other than Those named | Rs. 1,00,000/-
above (PTD)

05 Medical expenses arising out of accidental injuries due to | Rs. 50,000/-
Hospitalization for every students

06 Any one accident Limit Rs. 25,00,000/-
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UNITED INDIA INSURANCE COMPANY LIMITED

The necesary claim form is attached. Alongwith the
claim form the following documents are required to be
forwarded at the time of claim

1) Principal Covering Letter on college letterhead for
students attendance

2) College ID proof of the student

3) Medical bills all in original along with fithess

certificate of the doctor.

In case of Death / major accidents along with the

above documents we will also require

1) Death certificate,
2) Police papers such FIR, Panchnama, PM report
etc.

In case of permanent disability claim, the disability
certificate to provided alongwith other documents

Contact Details :

1) sushmitachoudhary@uiic.co.in - Landline No : 020-26684041
Mobile No. 9789985159

2) minimurali@uiic.co.in - Landline No : 020-26684044
Mobile No. 9881467560



UNITED INDIA INSURANCE COMPANY LIMITED
Head Office: 24, WHITES ROAD, CHENNAI - 600014

STUDENT SAFETY INSURANCE CLAIM FORM

The issue of this form is not to be taken as an admission of liability

Policy No. 1608004224P104548588 Claim No.

Branch/Unit.

(To be completed by the Insured)

1. (a) Name of the Insured (in Full):

(b) Address in full:

(c) Name of the Insured Student:

(d) Age of the Student:

2. (a) Date of accident:

(b) Time of accident:

(c) Where it happened:

d) Name and address of witness:

3. How did the accident occur?

4. Nature of injury received:

(If to limb or eye state whether right or left)



(2)

5. (a) Nature of disablement:

(b) Extent of disablement:

(c) Present state of incapacity:
(If admitted in hospital please state the name of hospital and period of treatment)

6. Details of medical expenses incurred supported:
By medical bill and reports etc.

7. Name and address of attending physician:

8. (a) Where and when can a medical officer of the:
company visit you if necessary

(b) Name of nearest railway station and:

distance therefrom

We hereby declare that the foregoing statements are made by ourselves and true in all
respect and that we have not attempted to conceal from the company anything with which it
ought to be made acquainted.

Signature of Head of the Institute

Date:
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