KERALA STATE INSURANCE DEPARTMENT
GHOG MVOMOIM EDMaH DMWY AUl

FOR OFFICE USE ONLY

FORM B - APPLICATION FOR CLAIM IN JEEVAN RAKSHA SCHEME Inward No:
(For Death other than due to accident / Relief Fund as per G.0.(P) No. 17/2023/Fin Dated, 22/02/2023) File No
©a0000 61 — QUM RHIW alRLGIWDIGd AIATES 6 SNBSS EREaeY Claim No -

(22/02/2023 - ©2100.9.(@3f) o. 17/2023/ 1M (248000 B1BaLBHSGRIALHOTY ALARPAV OOHRIT BRARODID AEEMXOTEKTS)

This claim form should be completed by the claimant or his/her eligible family member, as the case may be Issue of this Claim Form does not tantamount to
admission of liability by the Department

Details of the Insured (spadeid ©21Qeai5 ERS6S claicamBwd)

1. Name of the Insured (spadei® 612161815 GRSO'S Gald)

2. Post held & official address of the Insured (seagweaim. aveapRUIS cacdallenaoa))

Details of the Claimant (@rcaicssec dlaicanwd)

3. Name of the Claimant (@reaIBs060) ald)

4. Relationship with the insured (pdastiod> e ageaIs GREROQYES ErICW.) : ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

5. Details of eligible family members with relationship and age (@Pda0@O® “:goI.EMRESS SRITUGI AIVMY DUdEIOSYEE AlQIEERUD)

Name(cal®) Relationship(erucruoo) Age(ai@av)
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6. Residential Address of Claimant House Name,Place,Post Office, District(@peaiousaa) eacdaleome Qllg6ald; aunels, Galoqy’ @oadlay’slgy)
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Phone No. (¢anoerm cocniad) Mobile No. (p@oeesnicd maid) Email Address. (so-eawicd alleinmoo)

Details of Death (2@emo cvoenIOUS)g QIR UD)

7. Date of Death (aeemesis o)) :DDMMYYYY ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘




‘ Other Informations (ag aflaieemsd)

8. SLIPolicy Nos.

9. GIS Account No.

‘ Declaration (@ jlatqgoaim)

I hereby declare that all the foregoing statements are true in all respects and that | have not concealed from the Department which ought to have

been disclosed and | understand and agree that any false or fraudulent information or concealment of information will forfeit all my rights to

compensation. | hereby declare that, I am aware of the fact that if any concealment or fraudulent act found, the claim shall become void. (cacdaiocsom agejo
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Date (SNQ@N)......oeereereererrrrereerererenenns

BRI BALIHQo  6)2IQMR. o)D) mo_;ﬂmmces)m'b @REOQEIT QAUERAMOIICROW QYO BEEMROTIWOIT, 6Dl
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........................ Signature :

........................... Name of the Claimant :

Name, Address & Signature of Witness (qosslegios ealyo, caddalenmao, Bapo)

Countersigned by the controlling Officer/Head of Office of the Insured (enBaud 601905 QuEMI@OSs caeyeapmMOnG eaoeoa])

Place (canels) D et

Date (@) D e

Signature ettt b benen s

Name

Designation

.................... Office

(Office Seal)

Documents to be Attached

- Claim Form
- Death Certificate
- Covering Letter

- Proof regarding the remittance of Jeevan Raksha premium

- Nomination Form
- FIR if any.




