atk‘} . _ PRIME INSURANCE CO. LTD.
g - HEAD OFFICE, DHAKA.

%\4 LT T cuumsosprr
: ' DREAD DISEA CLAIM FORM

(Issuance of this form does not imply adm1ss1on of hab111ty by the. msurer) -
. Name of Insured

2. Policy No.

. Period ) "+ From ‘To

s Dep05|tors Name, ‘Address -
- & Last Occupation '

-'.._D'epos‘ited 'Amount_ZWith date | , ‘.'j..' Tk
Name of Deposited-Branch e |
Date of Blrth of Deposutor

! Dlrect Cause of Death'

. Place of Death

10+ Date of Death
Name of CIaimant'

Name of Nomrnee (s)

. How Long the deposrtor suffered
from the disease which caused - -

- his/her death with proper

e 'documents in orlgrnal

I 14. Date and Name of Hospltal/

~ Clinic of last admission of
‘ the deposrtor

15. Date of admission

~ . into Hospital/Clinic

' 16. Name & Address of Last
- attendmg Physrcnan

17.. Please attach copies of prescrrptlon
, for last two. years before hls/her death

18. Date of reportmg of ||Iness
_ I/we hereby declare that we have furmshed full mformatlons agamst the above querles The mformatrons as. .
- furnished above are correct. If it is-found that I/We have made fraudulent or suppression.or concealment of

~ facts relating to the death of the Depositor, alI of my/our rights of recovery of claim from the Insurer will be -
_-prejudiced. . ,

N _.Countersrgnature of the Branch Manager | . AT : ‘Signature_of the Nominee(s)

, Seal

Date: . ; B L ~Date :



