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CLAIM FORM PERSONAL ACCIDENT / DRIVERS 
  

 
Policy No: …………………………………….…………. 
 

INSURED  
  

 
Name: …………………………………….…………………………………………..……  ID No. ………………………………..….……………..  
 
Address: …………………………………………………………..…………………………………………………………………………..………….. 
 
Telephone No.  .…………….…………………….…………….  Fax No.  ………………….…………………………………….…………….. 
 
E-mail address: ……………………………………………………………………………………………..……..…………………………………… 
 
 

THE ACCIDENT 
 
Date and time: ……………………………..……………………….…………………………………………………………………………….…….. 
 
Place of accident: ……………………………………..……………………..……….……………………………………………………….………. 
 
Describe in detail the circumstances of the accident: 

…………………………………………………………..…………………………………………………………..……………………………………………

…………..………………………………………………………………………………………………………………..………………………………………

………………….………………………………………………………………………………………………………………………………………………… 

…..…………………………………………………..…………………………………………………………………………………………………………… 

…..…………………………………………………..…………………………………………………………………………………………………………… 

 
Contact details of eye-witnesses:  

1. …………………………..……………………………………………….  2. …………….…………………………………..…………………..……… 

 
If the injury was the result of a road accident give details of the vehicles involved and their insurance 

companies ………………………………………………………………………………………………………………………………………………….. 

 ……………………………………….………………………………………………………………………………………………………………………….. 
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INJURED PERSON 
 
    

Name: ……………………………………………………………………….……….…… ID No. ……………………………………………..……… 
 
 Age: ………………..……….. Occupation: ………………..…………….…………………………………………….………….…………..…… 
 

 
Home Address: ..…………………………………………….……………………………..……..…………………………………………………… 
 
Telephone No.: …………………….…………………….. 
 
Work Address: ……………………………………………………………………………………………………………………..…………….………   
 
Weekly wages on date of accident: € ……………………………………………………………………………………….............……..  
 
 

BODILY INJURY 
Details of bodily injury (Επισυνάψετε ιατρικά πιστοποιητικά / Attach medical reports) 
 
…………………………………………………………………………………………………………………………………………………………………………………….…

……………………………………………………………………………………………………………………………………………………………………………………….  

…………………………………………………………………………………………………………………………………………………………………………………….…

……………………………………………………………………………………………………………………………………………………………………………………….  

 
Name of hospital and treating doctor: 

……………………………………………………………………………………………………………………………………………………………………………………….  

 
Medical treatment offered: 

…………………………………………..……………………………………………………………………………………………………………………….. 

     

When is the injured person expected to resume his work? 

………………………………………..…………………………………………………………………………………………………………………….……. 

    

State where and when a doctor or other authorised person on behalf of the Company could visit the 

injured person …………….………………………………………………………………………………………………….………………………….. 

   

 

State the period of total or partial disablement for work: 

    

Total disablement from ……………… to …....………. ……… days 

Partial disablement from ……………… to …....………. ……… /days 
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GENERAL INFORMATION 
 

Did you have any other accidents in the past?                   YES   ☐           NO  ☐ 

If ‘yes’, give details:………………….……………………………………………………………………………………………….……………… 

   

Have you received any compensation from any other insurance company after an accident? 

YES     ☐            NO   ☐       

 If ‘YES’ give details           

………………………………………………………………………………………………….………………………………………………………………..  

Are you also insured for Personal Accidents with other insurance companies?      YES   ☐     NO ☐ 

If ‘YES’ give details ….……………………………..……………………………………………………………………….…………………………… 

Date ………………………………………  
 
SOLEMN DECLARATION 
 I/WE solemnly declare that all information given above is true and accurate. 
 
 
Signature of Insured                                                              Signature of Injured Person 
(and Company seal in case of legal entity) 
 
……..………………………………….………..………….……………         ……..………………………….…………………………………………… 
 
 
IMPORTANT NOTICE: 
Receipt of this Form by the Company does not constitute an admission of liability under the Policy. 

 
Data Protection – Privacy Notice 
We collect and use personal information about you so that we can process your claim under your Policy. For more 

information on how we use your personal information and your rights, please refer to our Privacy Notice at 

www.genikesinsurance.com.cy. If you do not have access to the internet, please contact us and we will send you a 

printed copy. 

 
 

www.genikesinsurance.com.cy

