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CLAIMANT’S STATEMENT - DEATH CLAIM 

súÐºÐêsúÐ³ú¥Ð×ï Ò¥ÐºÐêsú¥Ð-®ÐÝo¯Ð× súÐºÐÐê 
 

Please fill this form in English/Hindi only 
KÝú§ÐÐ Kú³úÕ AÐ §ÐqÐKú AïPÐõêX/ÑÅñúsúÕ®ÐÐï Vú ¬Ð³úÐê 

 
Please submit this form along with the requirements mentioned below at the nearest branch 

KÝú§ÐÐ Kú³úÕ¥Ðê ¥ÐÕSÐê sú»ÐÐüºÐê¶ÐÕ AÐºÐ»¯ÐKúoÐÐAÐê ÁÐÐrÐê AÐ §ÐqÐKú ¥ÐXKú¥ÐÕ »ÐÐOÐÐ®ÐÐï ³úV×ú Kú³úÐê. 
 
 
 
 
 
 
 
 

 
 
 

 
 
Please submit the relevant supporting documents for faster processing of claim. The company reserves the right to call for additional 
documents/requirements 
 
KÝú§ÐÐ Kú³úÕ súÐºÐÐ¥ÐÕ aúhú§ÐÕ §ÐõÑMú¯ÐÐ ®ÐÐcêú ÁÐï«ÐïÒ¤ÐoÐ AÐ¤ÐÐ³úµ§Ð súÁoÐÐºÐêVúÐê ³úV×ú Kú³úÐê. Kïú§Ð¥ÐÕ ºÐ¤ÐÐ³úÐ¥ÐÐ súÁoÐÐºÐêVúÐê/AÐºÐ»¯ÐKúoÐÐAÐê ®ÐÐïPÐºÐÐ¥ÐÐê AÒ¤ÐKúÐ³ú A¥ÐÐ®ÐoÐ ³úÐOÐê 
Têú. 

Signature of the claimant / súÐºÐêsúÐ³ú¥ÐÕ ÁÐÅúÕ 
                                                _________________________   
Please fill this form in English/Hindi only 

KÝú§ÐÐ Kú³úÕ AÐ §ÐqÐKú AïPÐõêX/ÑÅñúsúÕ®ÐÐï Vú ¬Ð³úÐê 

Documents to be submitted ³úV×ú Kú³úºÐÐ¥ÐÐ súÁoÐÐºÐêVúÐê 

Non Accidental Death  
Ó«Ð¥Ð-s×úQÐücú¥ÐÐ ®ÐÝo¯Ð×  

Accidental Death 
s×úQÐücú¥ÐÐ ®ÐÝo¯Ð× 

Required 
Vúµ³úÕ 

Submitted 
§ÐõÁoÐ×oÐ 

Required 
Vúµ³úÕ 

Submitted 
§ÐõÁoÐ×oÐ 

Original Policy Document ®Ð×¹ §ÐÐê¶ÐÕÁÐÕ¥ÐÐ súÁoÐÐºÐêVú Yes ÅúÐ  Yes ÅúÐ  
Original Death Certificate issued by Local Authority  
ÁrÐÐÒ¥ÐKú ÁÐpÐÐºÐÐ¹ÐAÐêAê AÐ§Ðê¶Ð ®ÐÚ¹ ®ÐÝo¯Ð× §Ðõ®ÐÐnÐ§ÐqÐ 

Yes ÅúÐ
 

Yes ÅúÐ
 

Claimant’s Current Address, ID proof, Bank Pass Book/Bank Stmt/Crossed 
Cheque 
súÐºÐêsúÐ³ú¥Ð×ï ÅúÐ¶Ð¥Ð×ï ÁÐ³ú¥ÐÐ®Ð×ï, AÐê¹OÐ§ÐqÐ, «ÐêñKú §ÐÐÁÐ«Ð×Kú/«ÐêñKú Ácêúcú®Ðêñcú/MúÐêÁhú SÐêKú 

Yes ÅúÐ
 

Yes ÅúÐ
 

Copy of Medico Legal Cause of Death Certificate 
®ÐÝo¯Ð× §Ðõ®ÐÐnÐ§ÐqÐ¥ÐÐ ®ÐêhúÕKúÐê ¶ÐÕPÐ¶Ð KúÐ³únÐ¥ÐÕ ¥ÐKú¶Ð 

Yes ÅúÐ
 

Yes ÅúÐ
 

Medical Records( Admission Notes, Discharge/Death Summary, Test Reports, 
etc) 
oÐÓ«Ð«ÐÕ ³êúKúhüúaú (súÐOÐ¶Ð rÐºÐÐ¥ÐÕ ¥ÐÐêñ¤Ð,³úW AÐ§¯ÐÐ¥ÐÕ/®ÐÝo¯Ð×¥ÐÕ ÁÐ®Ð³úÕ, cêúÁcú ³úÕ§ÐÐêcüú ÒºÐ.) 

Yes ÅúÐ
 

Yes ÅúÐ
 

Copy of Post Mortem /Chemical Analysis Report 
§ÐÐêÁcú ®ÐÐêcüú®Ð/Kêú®ÐÕKú¶Ð Aê¥ÐÐ¶ÐÕÁÐÕÁÐ¥ÐÐ ³úÕ§ÐÐêcüú¥ÐÕ ¥ÐKú¶Ð No ¥ÐÐ  

Yes ÅúÐ
 

Copy of FIR/Panchanama Report/Inquest Report/ Police Final 
Report/Magistrate’s Verdict 
Aê©úAÐBAÐ³ú/§ÐïSÐ¥ÐÐ®ÐÐ ³úÕ§ÐÐêcüú/B¥KúºÐêÁcú ³úÕ§ÐÐêcüú/§ÐÐê¶ÐÕÁÐ¥ÐÐ AÐOÐ³úÕ ³úÕ§ÐÐêcüú/®ÐêXÁc÷êúcú¥ÐÐ 
SÐ×KúÐsúÐ¥ÐÕ ¥ÐKú¶Ð 

No ¥ÐÐ  

Yes ÅúÐ

 

Others (Please mention…………………………..) 
A¥¯Ð (KÝú§ÐÐ Kú³úÕ D¶¶ÐêOÐ Kú³úÐê……………………..)     

(a) Form to be filled in English/Hindi only 
(Aê) §ÐqÐKú ©úKúoÐ AïPÐõêX/ÑÅú¥súÕ®ÐÐï Vú ¬Ð³úÐê.  

(b) Kindly fill up the claim application form complete in all respects and accompanied by relevant documents, original or attested photocopy. 
(«ÐÕ) KÝú§ÐÐ Kú³úÕ¥Ðê súÐºÐÐ¥Ð×ï A³úX§ÐqÐKú oÐ®ÐÐ®Ð §ÐõKúÐ³êú §Ð×µï ¬Ð³úÕ A¥Ðê ÁÐï«ÐïÒ¤ÐoÐ súÁoÐÐºÐêVúÐê, ®Ð×¹ ArÐºÐÐ  §Ðõ®ÐÐÓnÐoÐ ¥ÐKú¶ÐÐê ÁÐÐrÐê ¬Ð³úÐê 

 (c) Kindly be legible in filling up the application form and ensure all information is declared correctly and clearly. DO NOT leave any column  
      blank 
(ÁÐÕ) KÝú§ÐÐ Kú³úÕ A³úX§ÐqÐKú ºÐÐïSÐÕ »ÐKúÐ¯Ð oÐê ³úÕoÐê ¬Ð³úÐê A¥Ðê oÐ®ÐÐ®Ð ÒºÐPÐoÐÐê ÁÐÐSÐÕ ³úÕoÐê WÅêú³ú Kú³úÕ Têú oÐê ÁÐ×Ò¥ÐÓ¼ÐñoÐ Kú³úÐê. KúÐêB§ÐnÐ KúÐê¶Ð®Ð OÐÐ¶ÐÕ ¥Ð TúÐêhú»ÐÐê. 

 
Claimant’s photo  
(Signed Across) 
súÐºÐêsúÐ³ú¥ÐÐê ©úÐêcúÐê 
(úÁÐÅúÕ Kú³êú¶ÐÐê) 

 

 
Date & Time Stamp 

(Office use only) 
oÐÐ³úÕOÐ A¥Ðê ÁÐ®Ð¯Ð¥ÐÕ ®ÐÅúÐê³ú 

(®ÐÐqÐ AÐê©úÕÁÐ  
D§Ð¯ÐÐêPÐ ®ÐÐcêú) 
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PARTICULARS OF INSURED: ºÐÕÒ®ÐoÐ AïPÐê¥ÐÕ ÒºÐPÐoÐÐê: 

 
    DETAILS OF DEATH: ®ÐÝo¯Ð× AïPÐê¥ÐÕ ÒºÐPÐoÐÐê 
 

Date of Death : ®ÐÝo¯Ð×¥ÐÕ oÐÐ³úÕOÐ  

Time of Death : ®ÐÝo¯Ð×¥ÐÐê ÁÐ®Ð¯Ð  
Place of death (State location of death e.g. hospital/institute/home – State name 
of location & address) : ®ÐÝo¯Ð×¥Ð×ï ÁrÐ¹ (®ÐÝo¯Ð×¥Ð×ï ÁrÐ¹ «ÐoÐÐºÐÐê, súÐ.oÐ. 
ÅúÐêÔÁ§Ðcú¶Ð/ÁÐïÁrÐÐ/QÐ³ú-ÁrÐ¹¥ÐÕ VúP¯ÐÐ A¥Ðê ÁÐ³ú¥ÐÐ®Ð×ï sú»ÐÐüºÐÐê) 

 

Date and Time of Cremation/ burial : AïÒoÐ®Ð ÁÐïÁKúÐ³ú/sú©ú¥ÐÒºÐÒ¤Ð¥ÐÕ oÐÐ³úÕOÐ A¥Ðê ÁÐ®Ð¯Ð  
Cause of Death ®ÐÝo¯Ð×¥Ð×ï KúÐ³únÐ  

Copies of discharge/ death summary enclosed (YES / NO) ³úW AÐ§¯ÐÐ¥ÐÕ/®ÐÝo¯Ð×¥ÐÕ ÁÐ®Ð³úÕ¥ÐÕ ¥ÐKú¶Ð «ÐÕhúÕ Têú (ÅúÐ/¥ÐÐ) 
 
If NO – Please provide the reason VúÐê ¥ÐÐ ÅúÐê¯Ð oÐÐê - KÝú§ÐÐ Kú³úÕ KúÐ³únÐÐê AÐ§ÐÐê 
_______________________________________________________________________________ 
 

IF THE DEATH IS DUE TO AN ACCIDENT, PLEASE PROVIDE THE FOLLOWING:  
VúÐê ®ÐÝo¯Ð× s×úQÐücú¥ÐÐ¥Ðê KúÐ³únÐê rÐ¯Ð×ï ÅúÐê¯Ð oÐÐê, KÝú§ÐÐ Kú³úÕ ¥ÐÕSÐê¥ÐÕ ÒºÐPÐoÐÐê AÐ§ÐÐê: 

 

Date of accident : s×úQÐücú¥ÐÐ¥ÐÕ oÐÐ³úÕOÐ                                                                                  
Time of accident :  s×úQÐücú¥ÐÐ¥ÐÐê ÁÐ®Ð¯Ð  
Name : ¥ÐÐ®Ð 
Address : ÁÐ³ú¥ÐÐ®Ð×ï 
Telephone no. of the Police station where F.I.R. has been lodged 
U¯ÐÐï Aê©úAÐBAÐ³ú ¶ÐOÐÐB ÅúÐê¯Ð oÐê §ÐÐê¶ÐÕÁÐ Ácêú»Ð¥Ð¥ÐÐê cêú¶ÐÕ©úÐê¥Ð ¥Ðï«Ð³ú  

 

Name, address and telephone no. of hospital where post mortem examination 
has been performed 
U¯ÐÐï §ÐÐêÁcú ®ÐÐêcüú®Ð oÐ§ÐÐÁÐ rÐB ÅúÐê¯Ð oÐê ÅúÐêÔÁ§Ðcú¶Ð¥Ð×ï ¥ÐÐ®Ð, ÁÐ³ú¥ÐÐ®Ð×ï A¥Ðê cêú¶ÐÕ©úÐê¥Ð 
¥Ðï«Ð³ú 

 

Date of post mortem examination §ÐÐêÁcú ®ÐÐêcüú®Ð oÐ§ÐÐÁÐ¥ÐÕ oÐÐ³úÕOÐ  
 

 
Signature of the claimant / súÐºÐêsúÐ³ú¥ÐÕ ÁÐÅúÕ 

                                                _________________________   
 

 
 
 

Policy No (s): §ÐÐê¶ÐÕÁÐÕ ¥Ðï«Ð³ú(³úÐê):  
Date of Birth Vú¥®Ð oÐÐ³úÕOÐ  

Gender: Ò¶ÐñPÐ:  Male    §Ð×µÀÐ          Female ÁqÐÕ 

Deceased Name in Full: ®ÐÝoÐKú¥Ð×ï §Ð×µ ¥ÐÐ®Ð:  

Occupation / Main Duties : º¯ÐºÐÁÐÐ¯Ð/®Ð×O¯Ð KúoÐüº¯Ð:  

Marital Status at time of death  ®ÐÝo¯Ð× ÁÐ®Ð¯Ðê ºÐëºÐÐÑÅúKú ÔÁrÐÒoÐ:  Single AêKú¶ÐÐ        Married §ÐÑ³úÓnÐoÐ       
 Divorced T×úcúÐTêúhúÐ ¶ÐÕ¤Ðê¶Ð  Widowed ÒºÐ¤ÐºÐÐ/ÒºÐ¤ÐÚ³ú 

Residential Address : 
³úÅêúfúÐnÐ¥Ð×ï ÁÐ³ú¥ÐÐ®Ð×ï: 

 

Telephone Number 
cêú¶ÐÕ©úÐê¥Ð ¥Ðï«Ð³ú:  
Mobile Number 
®ÐÐê«ÐÐB¶Ð ¥Ðï«Ð³ú:  
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IF THE DEATH WAS DUE TO CAUSES OTHER THAN ACCIDENT, PLEASE PROVIDE THE FOLLOWING: 
VúÐê ®ÐÝo¯Ð×¥Ð×ï KúÐ³únÐ s×úQÐücú¥ÐÐ ÓÁÐºÐÐ¯Ð¥Ð×ï ÅúÐê¯Ð oÐÐê KÝú§ÐÐ Kú³úÕ ¥ÐÕSÐê¥ÐÕ ÒºÐPÐoÐ AÐ§ÐÐê: 

 

Nature of illness/ailment  ®ÐÐïsúPÐÕ/Ó«Ð®ÐÐ³úÕ¥ÐÐê §ÐõKúÐ³ú  
Duration of illness/ailment. ®ÐÐïsúPÐÕ/Ó«Ð®ÐÐ³úÕ¥ÐÐê ÁÐ®Ð¯ÐPÐÐ¹Ðê From :   rÐÕ:                          To : ÁÐ×¤ÐÕ: 
Name, address and telephone no. of the Doctor/hospital who diagnosed and 
treated the Life Assured. 
Vúê húÐéKúcú³ú/ÅúÐêÔÁ§Ðcú¶Ðê XºÐ¥Ð ÒºÐÒ®ÐoÐ¥Ð×ï Ò¥ÐsúÐ¥Ð A¥Ðê ÁÐÐ³úºÐÐ³ú Kú¯ÐÐü ÅúÐê¯Ð oÐê¥Ð×ï ¥ÐÐ®Ð, 
ÁÐ³ú¥ÐÐ®Ð× A¥Ðê cêú¶ÐÕ©úÐê¥Ð ¥Ðï«Ð³ú 

 

Name, address & telephone no. of the Life Assureds’ usual/family Doctor 
XºÐ¥Ð ÒºÐÔ®ÐoÐ¥ÐÐ ÁÐÐ®ÐÐ¥¯Ð/§ÐÐÑ³úºÐÐ³úÕKú húÐêKúcú³ú¥Ð×ï ¥ÐÐ®Ð, ÁÐ³ú¥ÐÐ®Ð×ï A¥Ðê cêú¶ÐÕ©úÐê¥Ð ¥Ðï«Ð³ú  

How Long has deceased been under treatment? 
®ÐÝoÐKú Kêúcú¶ÐÐ ÁÐ®Ð¯ÐrÐÕ ÁÐÐ³úºÐÐ³ú ¶ÐB ³úÉÐ ÅúoÐÐ?  

If the Post Mortem was carried out, provide the Date of Post Mortem 
VúÐê §ÐÐêÁcú ®ÐÐêcüú®Ð Kú³úÐ¯Ð×ï ÅúÐê¯Ð oÐÐê §ÐÐêÁcú ®ÐÐêcüú®Ð¥ÐÕ oÐÐ³úÕOÐ AÐ§ÐÐê  
 

History of previous ailments, if any, and the treatment details thereof - _______________________________________________________ 
(Please Attach Copies of Past Treatment papers) 
APÐÐD¥ÐÕ VúÐê KúÐêB ®ÐÐïsúPÐÕ ÅúÐê¯Ð oÐÐê oÐê¥ÐÐê BÒoÐÅúÐÁÐ A¥Ðê oÐê¥ÐÕ ÁÐÐ³úºÐÐ³ú¥ÐÕ ÒºÐPÐoÐÐê  
(KÝú§ÐÐ Kú³úÕ ¬ÐÚoÐKúÐ¹¥ÐÕ ÁÐÐ³úºÐÐ³ú¥ÐÐ KúÐPÐ¹Ðê¥ÐÕ ¥ÐKú¶Ð «ÐÕhú»ÐÐê) 

 
 

Employment Details – To be filled if the Life Assured was in Service anytime during the term of the policy 
(Kindly submit the Employers Certificate with copies of Medical Certificates submitted for Leave availed on Medical Grounds) 
³úÐêVúPÐÐ³úÕ¥ÐÕ ÒºÐPÐoÐÐê - VúÐê §ÐÐê¶ÐÕÁÐÕ¥ÐÐ ÁÐ®Ð¯Ð sú³úÒ®Ð¯ÐÐ¥Ð ÒºÐÒ®ÐoÐ º¯ÐÔJoÐ KúÐêB ¥ÐÐêKú³úÕ®ÐÐï ÅúÐê¯Ð oÐÐê ¬Ð³úºÐ×ï 
(KÝú§ÐÐ Kú³úÕ oÐÓ«Ð«ÐÕ AÐ¤ÐÐ³ú D§Ð³ú ¶ÐÕ¤Ðê¶Ð ³úW ®ÐÐcêú ³úV×ú Kú³êú¶Ð oÐÓ«Ð«ÐÕ ÁÐcúÕüÑ©úKêúcúÐê¥ÐÕ ¥ÐKú¶Ð ÁÐÐrÐê Ò¥Ð¯ÐÐêKúoÐÐ¥Ð×ï §Ðõ®ÐÐnÐ§ÐqÐ ³úV×ú Kú³úÐê.  

 
Details of Other Policies held by the deceased / ®ÐÝoÐKú £úÐ³úÐ ¶ÐêºÐÐ¯Ðê¶ÐÕ A¥¯Ð ºÐÕ®ÐÐ §ÐÐê¶ÐÕÁÐÕ¥ÐÕ ÒºÐPÐoÐÐê: 

Name of Company 
Kïú§Ð¥ÐÕ¥Ð×ï ¥ÐÐ®Ð 

Policy No. 
§ÐÐê¶ÐÕÁÐÕ¥ÐÐê ¥Ðï«Ð³ú 

Commencement  
date 

»Ðµ rÐ¯ÐÐ¥ÐÕ oÐÐ³úÕOÐ 

Sum Assured 
ºÐÕÒ®ÐoÐ ³úKú®Ð 

Have you received the claim 
amount 

»Ð×ï oÐ®Ð¥Ðê súÐºÐÐ¥ÐÕ ³úKú®Ð ®Ð¹Õ PÐB Têú 
     
     
     
     

 
Note: You may use a separate sheet if the space provided herein above is not sufficient 
¥ÐÐêñ¤Ðì D§Ð³ú AÐ§Ðê¶Ð VúP¯ÐÐ §Ð×³úúoÐÕ ¥Ð ÅúÐê¯Ð oÐÐê oÐ®Ðê A¶ÐPÐ KúÐPÐ¹¥ÐÐê D§Ð¯ÐÐêPÐ Kú³úÕ »ÐKúÐê TúÐê 
 
 
 

Signature of Claimant/ súÐºÐêsúÐ³ú¥ÐÕ ÁÐÅúÕ 
_________________________ 

Employers Name:  Ò¥Ð¯ÐÐêKúoÐÐ (®ÐÐÒ¶ÐKú) ¥Ð×ï ¥ÐÐ®Ð 
 
Address :  ÁÐ³ú¥ÐÐ®Ð×ï 

 

Telephone No of Employer  Ò¥Ð¯ÐÐêKúoÐÐ¥ÐÐê ©úÐê¥Ð ¥Ðï«Ð³ú  

Designation at work place/business   KúÐ®Ð¥ÐÐ ÁrÐ¹ê/º¯ÐºÐÁÐÐ¯Ð®ÐÐï ÅúÐêvúÐê 
 

 

Nature of Employment:  Manual /Skilled /Unskilled /Technical /Clerical / 
Supervisory/ Managerial / Other.  
³úÐêVúPÐÐ³úÕ¥ÐÐê §ÐõKúÐ³úì ®Ðê¥¯Ð×A¶Ð / K×ú»Ð¹ / AK×ú»Ð¹ / cêúKú¥ÐÕKú¶Ð / Kú¶Ðê³úÕKú¶Ð / 
ÁÐ×§Ð³úºÐÐBaú³ú / §Ðõ«Ðï¤ÐKúÕ¯Ð / A¥¯Ð 

 

P.F.  No. / Employee No / §ÐÕ.Aê©ú. ¥Ðï. / Kú®ÐüSÐÐ³úÕ ¥Ðï«Ð³ú  
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CLAIMANT(S) Details súÐºÐêsúÐ³ú¥ÐÕ ÒºÐPÐoÐÐê 
 

Claimant Name in Full 
súÐºÐêsúÐ³ú¥Ð×ï §Ð×µ ¥ÐÐ®Ð  

Address of the Claimant 
(Please attach any one of these documents as Proof of 

Residence) 
súÐºÐêsúÐ³ú¥Ð×ï ÁÐ³ú¥ÐÐ®Ð×ï 

(KÝú§ÐÐ Kú³úÕ ³úÅêúfúÐnÐ¥ÐÐ §Ð×³úÐºÐÐ oÐ³úÕKêú AÐ®ÐÐïrÐÕ KúÐêB AêKú 
súÁoÐÐºÐêVú §ÐÚ³úÐê §ÐÐhúÐê) 

 

___________________________________________________________ 
___________________________________________________________ 
 
      Telephone Bill cêú¶ÐÕ©úÐê¥Ð Ó«Ð¶Ðú 
      Bank Account Statement/Bank Passbook «ÐêñKú OÐÐoÐÐ¥Ð×ï Ácêúcú®Ðêñcú/«ÐêñKú §ÐÐÁÐ«Ð×Kú 
      Electricity Bill ¶ÐÐBcú Ó«Ð¶Ð                   Ration Card ³êú»Ð¥Ð KúÐhüú 
      Letter from recognized public authority ®ÐÐ¥¯ÐoÐÐ §ÐõÐ§oÐ Vú¥Ð AÒ¤ÐKúÐ³úÕ §ÐÐÁÐêrÐÕ §ÐqÐ 
      Valid Lease Agreement with rent receipt of recent 3 months  
     3 ®ÐÑÅú¥ÐÐ¥ÐÕ ¬ÐÐhúÐ¥ÐÕ §ÐÅúÐêñSÐ ÁÐÐrÐê KúÐ¯ÐsêúÁÐ³ú ¶ÐÕaú Kú³úÐ³ú 
      Employers Certificate regarding proof of residence  
      ³úÅêúfúÐnÐ¥ÐÐ §Ð×³úÐºÐÐ AïPÐê Ò¥Ð¯ÐÐêKúoÐÐ¥Ð×ï §Ðõ®ÐÐnÐ§ÐqÐ 

Telephone No. : cêú¶ÐÕ©úÐê¥Ð ¥Ðï«Ð³ú  

Mobile No. : ®ÐÐê«ÐÐB¶Ð ¥Ðï«Ð³ú  

Relationship with the Life Assured : XºÐ¥Ð ºÐÕÒ®ÐoÐ 
ÁÐÐrÐê¥ÐÐê ÁÐï«Ðï¤Ð  

Date of Birth : Vú¥®Ð oÐÐ³úÕOÐ  

Occupation º¯ÐºÐÁÐÐ¯Ð 

     Service             Business           Housewife           Self Employed              Others 
    ¥ÐÐêKú³úÕ           ¤Ðï¤ÐÐê          PÐÝÑÅúnÐÕ           ÁºÐ³úÐêVúPÐÐ³          A¥¯Ð 
If Others(Please specify)________________________________________ 
VúÐê A¥¯Ð ÅúÐê¯Ð oÐÐê (KÝú§ÐÐ Kú³úÕ Á§ÐÀcúÕKú³únÐ Kú³úÐê) 

Please enclose a copy of Claimant’s Photo 
Identification Proof 

KÝú§ÐÐ Kú³úÕ¥Ðê súÐºÐêsúÐ³ú¥ÐÐ ©úÐêcúÐê AÐBhêú¥cúÕÑ©úKêú»Ð¥Ð §Ð×³úÐºÐÐ¥ÐÕ ¥ÐKú¶Ð 
«ÐÕhúÐê 

 

      Passport                      PAN Card             Voter Identity Card 
      §ÐÐÁÐ§ÐÐêcüú               §ÐÐ¥Ð KúÐhüú         ®ÐoÐsúÐoÐÐ AÐê¹OÐ §ÐqÐKú 
      Driving License          Letter from recognized public authority 
      h÷úÐBºÐÕñPÐ ¶ÐÐ¯ÐÁÐ¥ÁÐ     ®ÐÐ¥¯ÐoÐÐ §ÐõÐ§oÐ Vú¥ÐAÒ¤ÐKúÐ³úÕ¥ÐÐê §ÐqÐ 
      Photograph of the claimant duly certified by SBI Life Official  
   AêÁÐ«ÐÕAÐB ¶ÐÐB©ú AÒ¤ÐKúÐ³úÕ £úÐ³úÐ §Ðõ®ÐÐÓnÐoÐ Kú³êú¶Ð súÐºÐêsúÐ³ú¥ÐÐê ©úÐêcúÐê 

Nature of title to the policy monies 
§ÐÐê¶ÐÕÁÐÕ¥ÐÕ ³úKú®Ð¥ÐÐ Ò»ÐÀÐüKú¥ÐÐê §ÐõKúÐ³ 

Proposer/ Nominee/ Assignee/ Others 
§ÐõÁoÐÐºÐÕK/¥ÐÐ®ÐÐïKúÕoÐ/§ÐÝÀfúÐïÑKúoÐ/A¥¯Ð 

                                                                                                        
BANK DETAILS OF THE CLAIMANTS (Please enclose a copy of Bank Pass Book) 
súÐºÐêsúÐ³ú¥ÐÕ «ÐêñKú¥ÐÕ ÒºÐPÐoÐÐê (KÝú§ÐÐ Kú³úÕ «ÐêñKú §ÐÐÁÐ«Ð×Kú¥ÐÕ ¥ÐKú¶Ð «ÐÕhúÐê) 

 
Name of Bank      «ÐêñKú¥Ð×ï ¥ÐÐ®Ð  

Branch Code Number  «ÐõÐïSÐ¥ÐÐê KúÐêhú ¥Ðï«Ð³ú  

IFSC Code No  IFSC KúÐêhú ¥Ðï«Ð³ú  

Account Number    OÐÐoÐÐ ¥Ðï«Ð³ú  

Address of bank «ÐêñKú¥Ð×ï ÁÐ³ú¥ÐÐ®Ð×ï  

 
 
 
 
 

Signature of Claimant/ súÐºÐêsúÐ³ú¥ÐÕ ÁÐÅúÕú 
__________________________ 
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CLAIMANT’s DECLARATION/ súÐºÐêsúÐ³ú¥ÐÕ WÅêú³úÐoÐ 
 

I _____________________________________________________________________ do hereby declare and confirm that I am the rightful 
Claimant of the deceased person and the statements made herein above are true and complete in each and every respect. 
Å×ïú ________________________ AÐ ÁÐÐrÐê WÅêú³ú Kúµï T×úï A¥Ðê §ÐÝÔÀcú AÐ§Ð×ï T×úï Kêú Å×ïú ®ÐÝoÐ º¯ÐÔJoÐ¥ÐÐê AÒ¤ÐKÝúoÐ súÐºÐêsúÐ³ú T×ïú A¥Ðê D§Ð³ú ³úV×ú 
Kú³êú¶Ð oÐ®ÐÐ®Ð Ò¥ÐºÐêsú¥ÐÐê, sú³êúKú A¥Ðê oÐ®ÐÐ®Ð «ÐÐ«ÐoÐÐê®ÐÐï ÁÐÐSÐÐ A¥Ðê ÁÐï§Ð×nÐü Têú. 

 

I hereby authorize any medical practitioner or hospital or nursing home or medical clinic who or which has attended upon or examined or 
treated Life Insured for any ailment or illness to divulge any knowledge or information regarding Life Insured's state of health which he / they 
may have acquired before or after the issuance of the policy, to SBI Life Insurance Co Ltd, any of its offices, or Authorized Representatives, 
Court of law, or any grievance Redressal forum. I hereby confirm that this authorization is irrevocable and is valid notwithstanding any law, 
custom or usage for the time being in force prohibiting any physician or hospital from divulging any knowledge or information, acquired by 
him/ them in attending upon or examining a person on the ground of secrecy. 
Å×ïú AÐ ÁÐÐrÐê AÒ¤ÐKÝúoÐ Kúµï T×úï Kêú KúÐêB§ÐnÐ ®ÐêhúÕKú¶Ð §ÐõêKúcúÕ»Ð¥Ð³ú Kêú ÅúÐêÔÁ§Ðcú¶Ð Kêú ¥ÐÁÐÕüòPÐ ÅúÐê®Ð Kêú ®ÐêhúÕKú¶Ð Kú¶ÐÕ¥ÐÕKú Kêú VúêAÐê ArÐºÐÐ U¯ÐÐï ºÐÕÒ®ÐoÐ¥ÐÕ KúÐêB§ÐnÐ 
Ó«Ð®ÐÐ³úÕ Kêú ³úÐêPÐ¥ÐÕ oÐ§ÐÐÁÐ Kú³úÐB ÅúÐê¯Ð Kêú oÐê¥ÐÕ sêúOÐ¬ÐÐ¹ Kêú B¶ÐÐVú Kú³úÐ¯ÐÐê ÅúÐê¯Ð oÐê XºÐ¥Ð ÒºÐ®ÐÐ §ÐÐê¶ÐÕÁÐÕ ¶ÐÕ¤ÐÐ §ÐÅêú¶ÐÐ Kêú §ÐTúÕ KúÐêB§ÐnÐ WnÐKúÐ³úÕ Kêú ºÐÕÒ®ÐoÐ¥ÐÐ 
AÐ³úÐêP¯Ð ÁÐï«Ðï¤ÐÕ ÅúÐê¯Ð A¥Ðê oÐênÐê/oÐê®ÐnÐê ®Ðê¹ºÐÕ ÅúÐê¯Ð, AêÁÐ«ÐÕAÐB XºÐ¥Ð ºÐÕ®ÐÐ Kïú§Ð¥ÐÕ Ò¶Ð®ÐÕcêúhú, oÐê¥ÐÐ KúÐêB KúÐ¯ÐÐü¶Ð¯Ð Kêú AÒ¤ÐKÝúoÐ §ÐõÒoÐÒ¥ÐÒ¤Ð, KúÐ¥Ð×¥ÐÕ 
¥¯ÐÐ¯ÐÐ¶Ð¯Ð, ArÐºÐÐ KúÐêB ©úÑ³ú¯ÐÐsú ÁÐ®ÐÐ¤ÐÐ¥Ð ©úÐê³ú®Ð®ÐÐï §ÐõKúcú Kú³úÕ »ÐKêú Têú. Å×ïú Aê ºÐÐoÐ¥ÐÕ §ÐÝÔÀcú Kúµï T×ïú Kêú AÒ¤ÐKÝúoÐ Kú³úºÐÐ¥ÐÕ AÐ §ÐõÑMú¯ÐÐ A§ÐÑ³úºÐoÐü¥ÐÕ¯Ð Têú A¥Ðê 
rÐÐêhúÐ ÁÐ®Ð¯Ð ®ÐÐcêú KúÐêB KúÐ¥Ð×¥Ð, ³úÕºÐÐVú Kêú D§Ð¯ÐÐêPÐ ÅúÐêºÐÐ TúoÐÐï KúÐêB húÐéKúcú³ú Kêú ÅúÐêÔÁ§Ðcú¶Ð §ÐÐÁÐê ºÐÕÒ®ÐoÐ B¶ÐÐVú ArÐºÐÐ ÁÐï¬ÐÐ¹ ¶ÐêºÐÐ¥ÐÐ KúÐ³únÐê Aê¥ÐÐ ÁÐï«Ðï¤ÐÕ 
KúÐêB YÐÐ¥Ð Kêú WnÐKúÐ³úÕ Vúê oÐê®Ð¥ÐÕ §ÐÐÁÐê ÅúÐê¯Ð oÐê PÐÐê§Ð¥ÐÕ¯ÐoÐÐ¥ÐÐ AÐ¤ÐÐ³êú §ÐõÒoÐ«ÐïÒ¤ÐoÐ Kú³úºÐÐrÐÕ ³úÐêKêú Têú. 
Further, I hereby authorize any insurance company, government organization, employer, other organization, institution or person to  release to 
SBI Life Insurance Co Ltd or its duly authorized representatives any record or knowledge about deceased. I hereby confirm that such 
information shall without limitation include information about deceased's health (including any information relating to the use of drugs or 
alcohol, AIDS, or mental and physical history, condition, advice or treatment), earnings or other insurance benefits, including any accounting 
information of the Life Insured's account. 
ºÐ¤ÐÐ³úÐ®ÐÐï, Å×ïú AÐ ÁÐÐrÐê KúÐêB ºÐÕ®ÐÐ Kïú§Ð¥ÐÕ, ÁÐ³úKúÐ³úÕ ÁÐïPÐfú¥Ð, Ò¥Ð¯ÐÐêKúoÐÐ, A¥¯Ð ÁÐïPÐfú¥Ð, ÁÐïÁrÐÐ¥Ð Kêú º¯ÐÔJoÐ¥Ðê Aê «ÐÐ«ÐoÐ ®ÐÐcêú AÒ¤ÐKÝúoÐ Kúµï T×úï Kêú 
AêÁÐ«ÐÕAÐB XºÐ¥Ð ºÐÕ®ÐÐ Kïú§Ð¥ÐÕ Ò¶Ð®ÐÕcêúhú, oÐê¥ÐÐ ¯ÐÐêP¯Ð AÒ¤ÐKÝúoÐ §ÐõÒoÐÒ¥ÐÒ¤Ð¥Ðê ®ÐÝoÐKú ÁÐï«Ðï¤ÐÕ KúÐêB§ÐnÐ WnÐKúÐ³úÕ Kêú ³êúKúÐêhüú AÐ§ÐÕ »ÐKêú Têú. Å×ïú AÐ ÁÐÐrÐê Aê §ÐnÐ 
§ÐÝÔÀcú Kúµï T×úï Kêú AÐºÐÕ ®ÐÐÑÅúoÐÕ®ÐÐï KúÐêB§ÐnÐ ®Ð¯ÐÐüsúÐ ÒºÐ¥ÐÐ AêºÐÕ ®ÐÐÑÅúoÐÕ ÁÐ®ÐÐÒºÐÀcú Åú»Ðê Kêú Vúê ®ÐÝoÐKú¥ÐÐ AÐ³úÐêP¯Ð (¥Ð»ÐÕ¶ÐÕ súºÐÐ Kêú AÐ¶KúÐêÅúÐê¶Ð¥ÐÐ D§Ð¯ÐÐêPÐ, 
AêBhÍaú Kêú ®ÐÐ¥ÐÓÁÐKú Kêú »ÐÐ³úÕÑ³úKú BÒoÐÅúÐÁÐ, AºÐÁrÐÐ, ÁÐ¶ÐÐÅú Kêú ÁÐÐ³úºÐÐ³ú) ÁÐï«Ðï¤ÐÕ ®ÐÐÑÅúoÐÕ ÁÐÑÅúoÐ¥ÐÕ, Kú®ÐÐnÐÕ Kêú A¥¯Ð KúÐêB ºÐÕ®ÐÐ¥ÐÐ ¶ÐÐ¬Ð, ºÐÕÒ®ÐoÐ¥ÐÐ 
OÐÐoÐÐ¥ÐÕ ®ÐÐÑÅúoÐÕ¥ÐÐ ÑÅúÁÐÐ«ÐÐê ÁÐÑÅúoÐ¥ÐÕ ®ÐÐÑÅúoÐÕ¥ÐÐê ÁÐÐ®ÐºÐê»Ð Åú»Ðê. 
I hereby declare that I am entitled to make the above authorizations. I also agree to render help to SBI Life Insurance Co Ltd or its duly 
authorized representatives to gather the said information or any information that may help the company to assess this claim and to use the 
information in whatever manner as may be deemed to be fit to assess this claim further. 
Å×ïú AÐ ÁÐÐrÐê WÅêú³ú Kúµï T×ïú Kêú D§Ð³úÐêKúoÐ AÒ¤ÐKÝúoÐoÐÐ AÐ§ÐºÐÐ ®ÐÐcêú Å×ïú ÁÐ×§ÐÐqÐ T×ïú. AÐ ÁÐÐrÐê Å×ïú AêÁÐ«ÐÕAÐB ¶ÐÐB©ú B¥Á¯ÐÐê³ú¥ÁÐ KúÐï. Ò¶Ð. Kêú oÐê¥ÐÐ ¯ÐÐêP¯Ð 
AÒ¤ÐKÝúoÐ §ÐõÒoÐÒ¥ÐÒ¤Ð D§Ð³úÐêKúoÐ ®ÐÐÑÅúoÐÕ Kêú A¥¯Ð AêºÐÕ ®ÐÐÑÅúoÐÕ ®Ðê¹ºÐºÐÐ®ÐÐï ®Ðsúsú Kú³úºÐÐ ÁÐï®ÐoÐ rÐD T×úï Kêú Vúê Kïú§Ð¥ÐÕ¥Ðê súÐºÐÐê AÐKúÐ³úºÐÐ ®Ðsúsú Kú³êú A¥Ðê AÐ 
súÐºÐÐ¥Ðêú ºÐ¤Ð×ú ¯ÐÐêP¯Ð «Ð¥ÐÐºÐºÐÐ AÐKúÐ³úºÐÐ ®ÐÐcêú Vúê ³úÕoÐê fúÕKú ¶ÐÐPÐê oÐêºÐÐê ®ÐÐÑÅúoÐÕ¥ÐÐê D§Ð¯ÐÐêPÐ Kú³úºÐÐ®ÐÐï ®Ðsúsú K³úÕ»Ðú. 
 
 

    Name in Block Letters:     ______________________________________________________________ 
         ®ÐÐêcúÐ ANÐ³êú ¥ÐÐ®Ð: 

 
                                                                                    
                                                                                           Signature/ Thumb Impression of the claimant: 

हःताक्षर                                        súÐºÐêsúÐ³ú¥ÐÕ ÁÐÅúÕú/AïPÐ×fúÐ¥Ð×ï Ò¥Ð»ÐÐ¥Ð 
 

 
  Place: ______________________________________ Date: ___________________________________ 
 ÁrÐ¹     oÐÐ³úÕOÐ 

 
    

 
 
 
 
 
 
 
 
 
 
 

Name of Witness / ÁÐÐNÐÕ¥Ð×ï ¥ÐÐ®Ð 
 
 _______________________________________ 
Signature/ ÁÐÅúÕ  
_______________________________________ 
Address / ÁÐ³ú¥ÐÐ®Ð× 
_______________________________________ 
 
_______________________________________ 
 
Tel No/Mob No / cêú¶ÐÕ©úÐê¥Ð ¥Ðï«Ð³ú/®ÐÐê«ÐÐB¶Ð 
¥Ðï«Ð³ú 
______________________________________ 
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VERNACULAR DECLARATION / ÁrÐÐÒ¥ÐKú ¬ÐÐÀÐÐ®ÐÐï WÅêú³úÐoÐ: 
(The above Declaration is to be given if claim form is signed in vernacular or if the claimant has used thumb impression instead of signature.) 
(VúÐê súÐºÐêsúÐ³êú súÐºÐÐ§ÐqÐKú®ÐÐï ÁrÐÐÒ¥ÐKú ¬ÐÐÀÐÐ®ÐÐï ÁÐÅúÕ Kú³úÕ ÅúÐê¯Ð ArÐºÐÐ ÁÐÅúÕ¥ÐÐ «Ðsú¶Ðê AïPÐ×fúÐ¥Ð×ï Ò¥Ð»ÐÐ¥Ð Kú¯Ð×ü ÅúÐê¯Ð oÐÐê D§Ð³ú¥ÐÕ WÅêú³úÐoÐ AÐ§ÐºÐÕ) 
I have explained the contents of this claim form to the claimant in ______________________________ __________________ (language) and ensured that the 
contents have been fully understood by him/her. I have accurately recorded the claimant’s responses to the information sought in the claim form. I have read out 
the responses to the claimant and he/she has confirmed that they are correct and affixed his/her thumb impression after fully understanding the same. 
®Ðêñ súÐºÐêsúÐ³ú¥Ðê AÐ súÐúºÐÐ §ÐqÐKú¥ÐÕ ÒºÐÀÐ¯Ð ºÐÁoÐ× ______________ (¬ÐÐÀÐÐ®ÐÐï) ÁÐ®ÐWºÐÕ súÕ¤ÐÕ Têú A¥Ðê oÐê ÁÐ×Ò¥ÐÓ¼ÐñoÐ Kú¯Ð×ü Têú Kêú oÐê¥ÐÐ/oÐênÐÕ¥ÐÐ £úÐ³úÐ 
ÒºÐÀÐ¯Ð ºÐÁoÐ× ÁÐÐ³úÕ ³úÕoÐê ÁÐ®ÐWB Têú. ®Ðê súÐºÐÐ§ÐqÐKú®ÐÐï ¶ÐOÐê¶ÐÕ «Ð¤ÐÕ ÁÐ×SÐ¥ÐÐAÐê §Ð³ú súÐºÐêsúÐ³ú¥ÐÕ §ÐõÒoÐÑMú¯ÐÐAÐê ÁÐSÐÐêcú ³úÕoÐê ¥ÐÐêñ¤ÐÕ Têú. ®Ðêñ súÐºÐêsúÐ³ú¥Ðê oÐê¥ÐÕ 
§ÐõÒoÐÑMú¯ÐÐAÐê ºÐÐïSÐÕ¥Ðê ÁÐï¬Ð¹ÐºÐÕ Têú A¥Ðê oÐênÐê §Ð×ÔÀcú AÐ§ÐÕ Têú Kêú oÐê ÁÐÐSÐÕ Têú oÐrÐÐ oÐê «Ð³úÐ«Ð³ú ÁÐ®ÐX¥Ðê §ÐÐêoÐÐ¥ÐÐ AïPÐÚfúÐ¥Ð×ï Ò¥Ð»ÐÐ¥Ð ¶ÐPÐÐº¯Ð×ï Têú. 
Name of the Declarant: ________________________________________________________________________________ 
WÅêú³úÐoÐ Kú³ú¥ÐÐ³ú¥Ð×ï ¥ÐÐ®Ð    
Address:__________________________________________________________________________________________________________________________ 
ÁÐ³ú¥ÐÐ®Ð×ï 
Signature of the Declarant: WÅêú³úÐoÐ Kú³ú¥ÐÐ³ú¥ÐÕ ÁÐÅúÕú 

Place / ÁrÐ¹: ________________________________________________ Date / oÐÐ³úÕOÐ: __________________________________ 
      
 
 
 
 
 
 

 
     

 
P.S. - In Case of any dispute, the English version shall be Valid / oÐÐ.Kú. - KúÐêB§ÐnÐ ÒºÐºÐÐsú¥ÐÐ ®ÐÐ®Ð¶ÐÐ®ÐÐï AïPÐõêX ÁÐïÁKú³únÐ Vú ®ÐÐ¥¯Ð ³úÅêú»Ðê  
This printed form is issued on receipt of notice of death claim ®ÐÝo¯Ð× súÐºÐÐ¥ÐÕ ¥ÐÐêcúÕÁÐ ®Ð¹ºÐÐ §Ð³ú AÐ ®Ð×Ñ¢úoÐ §ÐqÐKú AÐ§ÐºÐÐ®ÐÐï AÐº¯Ð×ï Têú  
To be completed by the nominee(s) or trustee(s) or assignee(s) ¥ÐÐÒ®ÐoÐ Kêú c÷úÁcúÕ Kêú §ÐÝÀfúÐïÑKúoÐ £úÐ³úÐ ¬Ð³úºÐ×ï VúÐêBAê.  
Acceptance of forms does not amount to admission of claim. This form is issued only for the limited purpose of assessment of claim about its admissibility 
or otherwise §ÐqÐKú ÁºÐÕKúÐ³úºÐÐ¥ÐÐê ArÐü AêºÐÐê ¥ÐrÐÕ Kêú súÐºÐÐê ÁºÐÕKúÐ³úºÐÐ®ÐÐï AÐº¯ÐÐê Têú. AÐ §ÐqÐKú ®ÐÐqÐ súÐºÐÐ¥ÐÐ ÁºÐÕKúÐ³ú Kêú A¥¯ÐrÐÐ¥ÐÐ ÁÐïsú¬Ðü®ÐÐï ®Ð×¶¯ÐÐïKú¥Ð¥ÐÐ ÁÐÕÒ®ÐoÐ ÅêúoÐÚ ®ÐÐcêú 
AÐ§ÐºÐÐ®ÐÐï AÐºÐê¶Ð Têú. 

 
CUSTOMER ACKNOWLEDGEMENT SLIP: for Office use only – to be handed over to Customer after receiving Claim Intimation 

PÐõÐÅúKú AêKú¥ÐÐê¶ÐêVú®Ðê¥cú Á¶ÐÕ§Ð: ®ÐÐqÐ AÐêÑ©úÁÐ D§Ð¯ÐÐêPÐ ®ÐÐcêú : súÐºÐÐ¥ÐÕ ÁÐÚSÐ¥ÐÐ ®Ð¸¯ÐÐ «ÐÐsú PÐõÐÅúKú¥Ðê ÁÐ×§ÐõoÐ Kú³úºÐÕ 
Policy Number/s 

§ÐÐê¶ÐÕÁÐÕ ¥Ðï«Ð³ú(³úÐê) 
Name of Claimant 

súÐºÐêsúÐ³ú¥Ð×ï ¥ÐÐ®Ð 

Branch Name 
»ÐÐOÐÐ¥Ð×ï ¥ÐÐ®Ð 

  Date 
oÐÐ³úÕOÐ 

Documents submitted(Tick 
against Documents received) 

ÁÐ×§ÐõoÐ Kú³êú¶Ð súÁoÐÐºÐêVúÐê 
(§ÐõÐ§oÐ Kú³êú¶Ð súÁoÐÐºÐêVúÐê ÁÐÐ®Ðê 

Ò¥Ð»ÐÐ¥ÐÕ Kú³úÐê) 
 

Policy Document received for policy numbers 
§ÐÐê¶ÐÕÁÐÕ ¥Ðï«Ð³úÐê ®ÐÐcêú ®Ð×¹ §ÐÐê¶ÐÕÁÐÕ súÁoÐÐºÐêVúÐê 

 

Medical Records/ ®ÐêhúÕKú¶Ð ³úÕ§ÐÐêcüú 
 
 

   Original Death Certificate issued by Local Authority 
ÁrÐÐÒ¥ÐKú ÁÐoÐÐºÐÐ¹ÐAÐêAê AÐ§Ðê¶Ð ®Ð×¹ ®ÐÝo¯Ð× §Ðõ®ÐÐnÐ§ÐqÐ 

 

Copy of Post Mortem Report/ §ÐÐêÁcú®ÐÐêcüú®Ð ³úÕ§ÐÐêcüú¥ÐÕ ¥ÐKú¶Ð 
 

   Claimant's current address, Photo ID Proof, Bank Passbook, 
Bank 

Stmt/Crossed Cheque 
súÐºÐêsúÐ³ú¥Ð×ï ºÐoÐü®ÐÐ¥Ð ÁÐ³ú¥ÐÐ®Ð×ï, ©úÐêcúÐê AÐê¹OÐ §Ð×³úÐºÐÐê, «ÐêñKú 

§ÐÐÁÐ«Ð×Kú, «ÐêñKú Ácêúcú®Ðêñcú/MúúÐêÁhúú SÐêKú 
 

Copy of FIR/Inquest/Panchanama Report 
Aê©úAÐBAÐ³ú/B¥KúºÐêÁcú/§ÐïSÐ¥ÐÐ®ÐÐ¥ÐÐ ³úÕ§ÐÐêcüú¥ÐÕ ¥ÐKú¶Ð 

 
 

Cancelled Cheque(For Direct Credit) 
³úsú rÐ¯Ðê¶Ð SÐêKú (ÁÐÕ¤ÐÕ MêúhúÕcú ®ÐÐcêú) 

Copy of Medico Legal Cause of Death Certificate 
®ÐÝo¯Ð×¥ÐÐ ®ÐêhúÕKúÐê-¶ÐÕPÐ¶Ð KúÐ³únÐ¥ÐÕ ¥ÐKú¶Ð 

 

 

 
 

Any one of the following must be a Witness /Declarant in this statement: / AÐ®ÐÐïrÐÕ KúÐêB AêKú Ò¥ÐºÐêsú¥Ð¥ÐÐ ÁÐÐNÐÕ/WÅêú³úÐoÐ Kú³ú¥ÐÐ³ú ÅúÐêºÐÐ VúÐêBAê  
 

 Agent of SBI Life Insurance Co. Ltd.    Unit Manager of SBI Life Insurance Co Ltd    Advocate   Bank Manager  Magistrate  
 AêÁÐ«ÐÕAÐB ¶ÐÐB©ú B¥Á¯ÐÐê³ú¥ÁÐ Kïú§Ð¥ÐÕ¥ÐÐ AêVú¥cú  AêÁÐ«ÐÕAÐB ¶ÐÐB©ú B¥Á¯ÐÐê³ú¥ÁÐ Kïú§Ð¥ÐÕ¥ÐÐ ¯Ð×¥ÐÕcú ®Ðê¥ÐêVú³    ºÐKúÕ¶Ð          «ÐêñKú ®Ðê¥ÐêVú³       ®ÐêXÁc÷êúcú  
                                  

Block Development Officer  Commissioner of Oaths  Gazetted officer President of Panchayat  Head postmaster  Head master of School 
  «¶ÐÐêKú hêúºÐ¶Ð§Ð®Ðê¥cú AÐê©úÕÁÐ³ú          »Ð§ÐrÐ KúÒ®Ð½Ð³             PÐêaêúcêúhú AÐê©úÕÁÐ³        §ÐïSÐÐ¯ÐoÐ¥ÐÐ §Ðõ®Ð×OÐ       Åêúhú §ÐÐêÁcú ®ÐÐÁcú³ú      »ÐÐOÐÐ¥ÐÐ Åêúcú®ÐÐÁcú³ú 

Date & Time Stamp 
(Sign of receiving 

official) 
oÐÐ³úÕOÐ A¥Ðê ÁÐ®Ð¯Ð¥ÐÐê 

Ácêú®§Ð 
(§ÐõÐ§oÐ Kú³ú¥ÐÐ³ú AÒ¤ÐKúÐ³úÕ¥ÐÕ 
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Authorization 
AÒ¤ÐKÝúoÐoÐÐ 

 (To be signed by the claimant) 
(súÐºÐêsúÐ³êú ÁÐÅúÕú Kú³úºÐÕ)  

 
 
 

To, 
§ÐõÒoÐ, 
________________________________  
 
________________________________  
 
________________________________  
 
________________________________  
 
I, Mr. /Ms. ______________________________________________ (Name), ________________  
Å×ïú ¾ÐÕ/¾ÐÕ®ÐoÐÕ                    (¥ÐÐ®Ð) 
Relation) of Mr. /Ms. __________________________________________ (name of the Deceased Life  
 
(ÁÐï«Ðï¤Ð)------------------------------------------------ (ºÐÕÒ®ÐoÐ ®ÐÝoÐKú¥Ð×ï ¥ÐÐ®Ð) ¥ÐÐ 
Assured) hereby give my consent to SBI Life Insurance Co. Ltd., and/or its representative  
AêÁÐ«ÐÕAÐB XºÐ¥Ð ºÐÕ®ÐÐ Kïú§Ð¥ÐÕ ¶ÐÕ®ÐÕcêúhú A¥Ðê/ArÐºÐÐ oÐê¥ÐÐ ¯ÐÐêP¯Ð AÒ¤ÐKÝúoÐ §ÐõÒoÐÒ¥ÐÒ¤Ð¥Ðê ®ÐÐ³úÕ ÁºÐÕKÝúÒoÐ AÐ§Ð×ï T×ïú Kêú oÐê  

to obtain (including photocopies) all the employment/medical/hospital records/other  
(©úÐêcúÐêKúÐê§ÐÕ ÁÐÑÅúoÐ) ¾ÐÕ/¾ÐÕ®ÐoÐÕ                ¥ÐÐ «Ð¤ÐÐ ³úÐêVúPÐÐ³ú/®ÐêhúÕKú¶Ð/ÅúÐêÔÁ§Ðcú¶Ð¥ÐÐ ³êúKúhüú/A¥¯Ð ³êúKúhüú/B¶ÐÐVú 

Records/information pertaining to the treatment of Late Mr. /Ms ________________________  
ÁÐï«Ðï¤ÐÕ ®ÐÐÑÅúoÐÕ ®Ðê¹ºÐÕ »ÐKêú Têú. 
Yours faithfully, 
ÒºÐ¿ÐÐÁÐ§ÐÚºÐüKú AÐ§Ð¥ÐÐê, 
 
 
Signature of the claimant  
súÐºÐêsúÐ³ú¥ÐÕ ÁÐÅúÕú 
 
Name of the claimant:  ____________________________  
súÐºÐêsúÐ³ú¥Ð×ï ¥ÐÐ®Ð 
 
Policy No.  _________________________                                              Date:  _______________ 
§ÐÐê¶ÐÕÁÐÕ ¥Ðï«Ð³ú                                                    oÐÐ³úÕOÐ 
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Direct Credit Mandate / húÐ¯Ð³êúKúcú MêúhúÕcú ÁÐï®ÐÒoÐ 
 

 
I/We _________________________________ (Name of Nominee/assignee/Trustee) hereby authorize SBI Life 
Insurance Co. Ltd. to directly credit the claim proceeds of Rs.. __________________ to my Bank Account, as per 
details given below: 
Å×ïú/A®Ðê ________________ (¥ÐÐÒ®ÐoÐ/§ÐÝÀfúÐïÑKúoÐ/c÷úÁcúÕ) AÐ ÁÐÐrÐê AêÁÐ«ÐÕAÐB XºÐ¥Ð ºÐÕ®ÐÐ Kïú§Ð¥ÐÕ Ò¶Ð®ÐÕcêúhú¥Ðê Aê «ÐÐ«ÐoÐ ®ÐÐcêú AÒ¤ÐKÝúoÐ Kú³úÕAê 
TúÕAê Kêú súÐºÐÐ £úÐ³úÐ ®Ð¹ê¶Ð ³úKú®Ð µ. _____________ ¥ÐÕSÐê ºÐnÐüº¯ÐÐ A¥Ð×ÁÐÐ³ú ®ÐÐ³úÐ «ÐêñKú OÐÐoÐÐ®ÐÐï ÁÐÕ¤ÐÕ Vú®ÐÐ Kú³úÐºÐÕ sú¯Ðê. 
  
 
 
 
Account No OÐÐoÐÐ ¥Ðï.________________________________             
 
Bank Name «ÐêñKú¥Ð×ï ¥ÐÐ®Ð_______________________________              
 
Type of Account              Savings Bank              Current      
OÐÐoÐÐ¥ÐÐê §ÐõKúÐ³ú  «ÐSÐoÐ OÐÐoÐ×  SÐÐ¶Ð×          
                                           Overdraft                   Cash Credit                             
          AÐêºÐ³ú h÷úÐ©úcú         Kêú»Ð MêúhúÕcú 
Branch Name  _______________________________ 
»ÐÐOÐÐ¥Ð×ï ¥ÐÐ®Ð 
IFSC Code No  _________________________________ 
IFSC KúÐêhú ¥Ðï. 
 
Name of the Accountholder ______________________              
OÐÐoÐÐ ¤ÐÐ³úKú¥Ð×ï ¥ÐÐ®Ð 
 
 
 
I agree that in case of any failure of Direct Credit, for any reason whatsoever, SBIL shall not be responsible. I 
also agree that SBIL shall not be responsible/liable for any losses that may arise due to incorrect bank account 
details provided herein above. 
Å×ïú ÁºÐÕKúÐ³ú Kúµï T×úï Kêú KúÐêB§ÐnÐ KúÐ³únÐrÐÕ húÐ¯Ð³êúKúcú MêúhúÕcú¥ÐÕ Ò¥ÐÀ©ú¹oÐÐ ®ÐÐcêú AêÁÐ«ÐÕAÐBAê¶Ð VúºÐÐ«ÐsúÐ³ú ³úÅêú»Ðê ¥ÐÅúÕñ. Å×ïú Aê ®ÐÐcêú §ÐnÐ ÁÐï®ÐoÐ T×úï Kêú AêÁÐ«ÐÕAÐBAê¶Ð 
D§Ð³ú AÐ§Ðê¶Ð OÐÐêcúÕ «ÐêñKú ÒºÐPÐoÐÐêrÐÕ rÐ¥ÐÐ³ú KúÐêB§ÐnÐ ¥Ð×Kú»ÐÐ¥Ð ®ÐÐcêú VúºÐÐ«ÐsúÐ³ú/DpÐ³úsúÐB ¥ÐÅúÕñ ÅúÐê¯Ð. 

Signature of the Claimant _______________________                   Policy Number _______________________________________                 
súÐºÐêsúÐ³ú¥ÐÕ ÁÐÅúÕú                                                      §ÐÐê¶ÐÕÁÐÕ ¥Ðï«Ð³  

                                                                                                        Date/oÐÐ³úÕOÐ: _______________________________________ 
                                                  

*Disclaimer  -  Please note that the direct transfer of the Claim proceeds to bank account to be made only if 
otherwise possible and allowed by banks as per banking regulations, Direct Credit will be possible only if  either 
a cancelled pre-printed cheque leaf is attached or above stated account details are attested by branch manager 
of the bank where the bank account is being maintained. SBI life will not be responsible and liable for any 
losses occurring due to incorrect account details provided by Nominee/assignee/trustee. 
 
*súÐºÐÐ o¯ÐÐPÐ - KÝú§ÐÐ Kú³úÕ ¥ÐÐêñ¤ÐÐê Kêú «ÐêñKú OÐÐoÐÐ®ÐÐï súÐºÐÐ¥ÐÕ ³úKú®Ð ÁÐÕ¤ÐÕ o¯ÐÐ³êú Vú c÷úÐ¥ÁÐ©ú³ú rÐ»Ðê Kêú U¯ÐÐ³êú «ÐêñKú £úÐ³úÐ «ÐêñÑKñúPÐ Ò¥Ð¯Ð®ÐÐê ®Ð×Vú«Ð AÐºÐ×ï »ÐKú¯Ð 
A¥Ðê ÁºÐÕKÝúoÐ ÅúÐê¯Ð. húÐ¯Ð³êúKúcú MêúhúÕcú o¯ÐÐ³êú Vú »ÐKú¯Ð Åú»Ðê Kêú U¯ÐÐ³êú AêKú ³úsÍú Kú³êú¶Ð §Ð×ºÐü ®Ð×Ñ¢úúoÐ SÐêKú VúÐêhêú¶Ð ÅúÐê¯Ð ArÐºÐÐ oÐÐê U¯ÐÐï «ÐêñKú¥Ð×ï OÐÐoÐ× SÐÐ¶ÐoÐ× 
ÅúÐê¯Ð oÐê «ÐêñKú¥ÐÐ «ÐõÐïSÐ ®Ðê¥ÐêVú³êú oÐê¥Ðê §Ðõ®ÐÐÓnÐoÐ Kú³êú¶Ð ÅúÐê¯Ð. ¥ÐÐÒ®ÐoÐ/§ÐÝÀfúÐïÑKúoÐ/c÷úÁcúÕ £úÐ³úÐ OÐÐêcúÕ «ÐêñKú OÐÐoÐÐ¥ÐÕ ÒºÐPÐoÐÐê AÐ§ÐºÐÐrÐÕ rÐoÐÐ KúÐêB§ÐnÐ ¥Ð×Kú»ÐÐ¥Ð 
®ÐÐcêú AêÁÐ«ÐÕAÐB ¶ÐÐB©ú VúºÐÐ«ÐsúÐ³ú A¥Ðê DpÐ³úsúÐB ¥ÐÅúÕñ ³úÅêú. 

 

Any one of the following is applicable 
¥ÐÕSÐ¥ÐÐ®ÐÐïrÐÕ KúÐêB§ÐnÐ ¶ÐÐPÐ× Têú 

 Attach pre-printed (Name) cancelled 
cheque §ÐÚºÐü®Ð×Ñ¢úoÐ (¥ÐÐ®Ð) ºÐÐ¹Ð ³úsÍú rÐ¯Ðê¶ÐÐ SÐêKú 

OR / ArÐºÐÐ 
 Self Attested Copy of Bank Passbook/ 

Statement/ «ÐêñKú §ÐÐÁÐ«Ð×Kú/Ácêúcú®Ðê¥cú¥ÐÕ A¥Ð×§Ðõ®ÐÐÓnÐKúoÐ ¥ÐKú¶Ð 
                                OR / ArÐºÐÐ 

 Signature of Bank Branch Manager with 
Seal / ®ÐÅúÐê³ú ÁÐÑÅúoÐ «ÐêñKú «ÐõÐïSÐ ®Ðê¥ÐêVú³ú¥ÐÕ ÁÐÅúÕú 

 
 

Designation: __________________   Place: ____________
ÅúÐêvúÐê       ÁrÐÐ¥Ð 

Sign & Seal / ÁÐÅúÕ A¥Ðê «ÐêñKú¥ÐÕ ®ÐÅúÐê³ú 


