
lanHkZ Ø- fofoea@2019&20@29 fnukad % 28 twu] 2019-

izfr]
ek- izkpk;Z@ ek- lapkyd@ ek- foHkkxizeq[k
lkfo=hckbZ Qqys iq.ks fo|kihBh’kh layfXur loZ egkfo|ky;s o ekU;rkizkIr ifjlaLFkk]
lkfo=hckbZ Qqys iq.ks fo|kihBkrhy loZ inoh o inO;qÙkj foHkkx

fo”k; % 2019&20;k ‘kS{kf.kd o”kkZrhy fo|kFkhZ vi?kkr lqj{kk foek;kstuslaca/kh-

egksn;]

lkfo=hckbZ Qqys iq.ks fo|kihB fo|kFkhZ fodkl eaMGkekQZr fo|kFkhZ lqj{kk foek ;kstuk lu
1992&93 iklwu lq: dj.;kr vkyh vkgs- l/;k T;k fo|kF;kZauh egkfo|ky;kr@ekU;rkizkIr
laLFksr vkf.k fo|kihB foHkkxkar izos’k ?ksryk vkgs v’kk loZ fo|kF;kZadMwu ;k ;kstusvarxZr
:- 10@& foek fu/kh ?ks.;kr ;srks-

‘kS{kf.kd o”kZ 2019&20 lkBh ¼29 twu 2019 rs 28 twu 2020½ fn vksfj,.Vy
ba’;ksjsal daiuh fy-] Bk.ks fMfOgtuy vkWfQl] Bk.ks ¼i-½ & 400601 ;kaP;kcjkscj fo|kF;kZaP;k
vi?kkrh foek laj{k.kklaca/kh djkj dj.;kr vkyk vkgs- ;k laLFkspk iRrk o nwj/ouh Øekad
[kkyh fnyk vkgs- lnj foek ;kssstusvarxZr nkok nk[ky dj.;klkBh iq.ks] vgenuxj o ukf’kd
ftYg;karhy lkfo=hckbZ Qqys iq.ks fo|kihBk’kh layfXur egkfo|ky;s o ekU;rkizkIr ifjlaLFkk o
fo|kihB foHkkx ;kauh iq<hy Øekadkoj vf/kd ekfgrhlkBh laidZ lk/kkok-

dk;kZy;kpk iRrk vkf.k nwj/ouh-
fn vksfj,.Vy ba’;ksjsal daiuh fy-]
Bk.ks fMfOgtuy vkWfQl]
ljLorh eafnj] frljk etyk] ejkBh xzaFk laxzgky;kP;koj]
lqHkk”k jksM] ftYgk ifj”kn dk;kZy;ktoG] Bk.ks ¼i-½ & 400 601
Qksu ua- % ¼022½ 25402721@22@25369996@25401172
QWDl ua- % ¼022½ 25378618
Mail ID : archanank@orientalinsurance.co.in

vaishali.gaikwad@orientalinsurance.co.in
shraddha.nerurkar@orientalinsurance.co.in
lalita.pagare@orientalinsurance.co.in

Jh- jksgu vkj- ?kksMxsdj % 9820934701@9029410866@9757282913
Mail ID : rghodgekar04@gmail.com



fo|kFkhZ vi?kkr foek lqj{kk ;kstusvarxZr feG.kkjh jde o ri'khy [kkyhy pkSdVhr

fnyk vkgs-

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

above (PTD)
Rs. 1,00,000/-

05 Medical expenses arising out of accidental injuries due to
Hospitalization for every students

Rs.  50,000/-

06 Any one accident Limit Rs. 25,00,000/-

ekxP;k o"khZizek.ksp vaf'kd viaxRo] dk;eps viaxRo] vi?kkrxzLr fo|kF;kZauk
vkS”k/kksipkjklkBh rlsp e`R;w ikoysY;k fo|kF;kZaP;k ikydkauk mijksDr fu/kkZfjr HkjikbZ jDde
QDr foek daiuhdMwu feGsy- ifj.kkeh 2017&18 i;Zar frrdhp jDde fo|kihBkdMwu
ns.;kph rjrwn jÌ gksÅu foek daiuhus foeklaj{k.k fnysY;k izdj.kkr dks.krhgh jDde
fo|kihBkdMwu ekxhy o"kkZiklwu vnk dsyh tkr ukgh- R;keqGs vkrk fo|kihBkl Lora= vtZ
d:u foek laj{k.k HkjikbZ nkok nk[ky djrk ;s.kkj ukgh] ;kph uksan ?;koh-

foek laj{k.k HkjikbZ nkok nk[ky dj.;klkBh vko’;d R;k loZ dkxni=kaph iwrZrk foek
daiuhl dj.ks vko’;d vkgs- dGkos] gh fouarh-
lkscr % foek laj{k.k uqdlku HkjikbZ nkok vtZ vkf.k fu;ekoyh-

lapkyd] ¼vfrfjDr dk;ZHkkj½
fo|kFkhZ fodkl eaMG



The Oriental Insurance Company Limited
Head Office: A 25/27, Asaf Ali Road, New Delhi -110002

STUDENT SAFETY INSURANCE CLAIM FORM
UIN: IRDA/NL- HLT/OIC/P- H/V .1/22/14-15

The issue of this form is not to be taken as an admission of liability
Policy No. 131400/48/2020/3671 Claim: 
No.________________
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)
 

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
     9.  (a) Class & Roll No. of the student  : 
___________________________________

(b) Date of Admission in School / college: 
___________________________________

(c) Total No. of students studying in school / college : ________________

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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