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CHARTIS

Personal Injury Claim Form

To be completed by the Policyholder or his/her
Legal Representative

The issue of this form does not constitute an admission of liability under the policy. Should this claim be approved, the payment will automatically be
credited to the account from which your premiums are collected, unless that account is a credit card account, in which case an alternative account
number should be provided. If payment is to be credited to an alternative account, please provide the relevant details in part 6 below.

POLICYHOLDER

4. WHICH HOSPITAL DID YOU ATTEND?

Name: Name of hospital:

Address: Tel( ) | FaxNo.:( )
Attending Doctor:
Tel: ( ) | Fax No.: ( )
Date of admission:
Date of discharge:

Tel Code: Tel No.: Name:

Fax Code: Fax No.: Address:

Email address:
Tel Code: Tel No.:

2. PATIENT

Name:

Date of Birth:

Relationship to Policyholder:

Occupation:

3. DETAILS OF ACCIDENT

Date of accident:

Time: | am/pm:

How did the accident happen?

Injuries sustained:

6. BANKING DETAILS

Account number:

Account holder’s name:

Name of bank/building society:

Type of account:

Branch name:

Branch code:

DECLARATION AND AUTHORISATION

by Policyholder or Legal Representative

| certify that my banking details are correct failing which Chartis Life
South Africa Limited is absolved against all direct losses, liabilities,
suits, proceedings, costs, claims, demands, charges and expenses
thereof. | accept that it is my responsibility to inform Chartis Life
South Africa Limited of any changes in my banking details, failing
which Chartis Life South Africa Limited will accept no liability

for changes which are not communicated or not communicated
timeously.

| further declare that the information given is true and complete to
the best of my knowledge and belief and authorise any hospital,
physician or other person who has attended me to furnish

Chartis Life South Africa Limited or its representatives any and all
information with respect to any sickness or injury, medical history,
consultations, prescriptions or treatment, and copies of all hospital
records.

| agree that a photocopy or facsimile of this authorisation shall be
considered as effective and as valid as the original.

Signature:

Chartis Life South Africa Limited is a Licensed Financial Services Provider FSP No. 15804 Reg. No. 2001/016602/06
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Section 2

To be completed by the Attending Doctor

Name of patient:

Date of birth:

C. BURNS

Has the patient sustained a second or third degree burn?

Please state the dates on which, you attended to the patient in
connection with injuries described below

YES I:I | NO|:|

If YES, please indicate the area that sustained burns on the
diagram.

If the patient was admitted to hospital please state

Date of admission:

Time:

Date of discharge:

Time:

Hospital Stamp

A. FRACTURES

Has the patient sustained one or more fracture(s)?

YES I:I NO I:I

If YES please supply the following details, for each fracture sustained.

Type of fracture — e.g. Compound, Complete, Multiple or All Other
Fracture Types

Site of the fracture(s):

Is there evidence of osteoporosis?

YES|:| | NO|:|

If YES, was this the first diagnosis?

Are any of the fractures described above, pathological fractures?

YESI:I |NO|:|

If Yes, please give details and state which

B. DISLOCATIONS FOLLOWING AN ACCIDENT

Has the patient sustained one or more dislocation(s) requiring
surgery under anaesthesia
[vo[ ]

YES I:I

If YES, please state site of each dislocation
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Please give your assessment of the percentage of body surface
which, has been affected by second or third degree burns by
reference to the ‘Rule of Nine”

%

D. ABDOMINAL, THORACIC SURGERY OR

CONCUSSION

Has the patient suffered either of the following:

(a) Internal injuries resulting in open abdominal or thoracic surgery?

YESI:I | NO|:|

(b) Concussion characterised by loss of consciousness and some

degree of amnesia
o[ ]

YES I:I

If YES, please give details:

DETAILS OF MEDICAL ATTENDANT

Name:

Address:

Code: Tel: ( )

Date: Fax: ( )

Signed:

Please note your patient is responsible for payment of any fee in connection
with the completion of this form.
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