
PERSONAL ACCIDENT CLAIM FORM. 
To be completed by the insured and his/her doctor. Please return this document with 30 days of its receipt by the 
insured. 

Name in full 

Age on next birthday Present Occupa�on or Profession 

Address: 
 

Telephone: E-Mail:  

When and where did the accident occur?              Date:                                             Time: 
 
Place: 

How did it happen? Provide full descrip�ons here 
 
 
 
 

Name and addresses of witnesses, if any 
 
 
 

Name and address of the doctor who a�ended  
you immediately a�er the  accident 
 

Name and address of the doctor  
who is a�ending you now. 
 

Did the incapacity commence from the date of the 
accident?   * Yes * No 

If not, then when did it commence? 

Are you en�tled to compensa�on from any other company or club in respect of the injury for which you are 
claiming?   * Yes * No 
If so, please provide full par�culars 
 
 

When can a medical or other officer of the  
insurance company visit you if necessary? 

Me i al d c Report. Any claim must be supported by a report below this form, from the Insured’s Medical A�endant, 
any fee for the report being payable by the insured. 

DECLARATION 
The undersigned, hereby declares that I am the person referred to in the above statements, which are true in every 
respect and made without reserva�on and I hereby claim to be paid. 
 
(a) Compensa�on at the rate of _____________ per week, as from the date _________________ or  
 
(b) The total sum of _________________ which I agree to accept in se�lement of any claim. 
Delete (b) if the total claim cannot now be made, or (a) if total claim can be made. 

 
 
Date:                                                       Signature & Stamp: 

GENISTINE MARKETING & INSURANCE AGENCY
Madonna House, 3rd Floor, Suite 305,    Westlands road. 

P.O.Box 61364-00200, Nairobi (K)
T : +254 712 442 929 M: +254 724 163 310

Email: insurance@genistinegroup.co.ke 
www.genistinegroup.co.ke



MEDICAL REPORT (to be completed by the doctor) 

Name of the Pa�ent 

Describe fully the cause and circumstances of the accident as stated to you? 
 
 
 

Are the appearances of the injuries consistent therewith and do you believe they were caused as stated? 
 
 
 

Nature of the injury, please give detailed par�culars 
 
 
 

On what date did the pa�ent first consult you in connec�on with this accident? 
 
 
 

Are you the pa�ent’s usual medical a�endant? If so, how long have you known him/her? 
 

Is the pa�ent suffering from any injury or disease irrespec�ve of that stated above? If so, please state nature of the 
same and to what extent the recovery may be affected thereby? 
 
 
 

Is the pa�ent on your advice:- 
 
Confined to Bed?  * Yes * No 
 
Confined to house? * Yes * No 
 
Able to get out of doors? * Yes * No 

 
 
From ______________ to ______________ 
 
From ______________ to ______________ 
 
From ______________ to ______________ 

If the pa�ent is in your opinion unable to give any 
a�en�on to his profession or occupa�on, please state:- 
 
(a) Date of commencement of total disablement 
 
(b) Probable dura�on from this date 

 
 
 
_______________________  
 
_______________________ 

If disability has terminated, please state date of termina�on. 

General Remarks 
 
 
 
 
 

I cer�fy that to the best of my belief the foregoing statements are correct:- 
 
Name _____________________________________________ Qualifica�ons _________________________________ 
 
 
Signature __________________________________________ Date ________________________________________ 
 
 
Address ________________________________________________________________________________________ 
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