Statutory Instrument No. 157 of 1983
MOTOR VEHICLE INSURANCE ACT
(Cap. 69:02)
MOTOR VEHICLE INSURANCE (CLAIM FORM) REGULATIONS, 1983
{Published on 23rd December, 1983)

ARRANGEMENT OF REGULATIONS
REGULATION
1. Citation
2. Claim form
SCHEDULE

IN EXERCISE of the powers conferred on the Minister of Works and Communi-

cations by section 25 of the Motor Vehicle Insurance Act, the following Regulations
are hereby made —

1. These Regulations may be cited as the Motor Vehicle Insurance Ciation
(Claim Form) Regulations, 1983.

2. A claim form for — Claim form
(@) compensation under section 11 shall be in Form I set out in the

Schedule hereto; and .,
(b) payment of incidental expenses by a supplier under section 13

shall be in Form II set out in the Schedule hereto.

SCHEDULE
FORM1I
CLAIM FOR COMPENSATION UNDER SECTION 11
OF THE MOTOR VEHICLE INSURANCE ACT
(Cap. 69:02)
1. Name of registered company from which compensation is claimed
N C-];lim-ant ...........................
{a) Fullname and address . ..oovunireiiierireesrionnrecsoaneanarvorvarves
{b) Passport number (if an¥)..vvvviviriirrerreiinnrrirriernaaas N

(¢) If the claimant claims compensation on behalf of a person(s) other than
himself/herself, state:—

(1) Capacity in which claimantisacting ......eev.veiviiioieeainnons

(i1) Name and address of person(s) on whose behalf compensation is being

......................................................



3.

(ii1} Passport number of SUCh PETSON .. . \vvivreerereenrnnanrorronses
{(iv) Relationship of claimant to such person{s} ............... Cereeeas

R I N DR I R I I R R I T T T e R I A X IR L I RSP A B B AP

Particulars of motor vehicle insured by the registered company named in
paragraph 1:—

(@) Nameand address of owner ... coviee i iitriatiorronressnsnsosasnranae

Yo et st vt rasrtennsnrea veanven LI N R R R A R A R B DR

(b) Registered letters and number ...........
(¢) Insurance Declaration No. (if KNOWR) .. iievueerrernreenrerueronaeacnes
(d) Insurance ToKeR NO. . ..vriurrrennncnnnrearnosrioaorrantoesnocsnnsons

(¢} Name and address of driver at time of accident (if known) ...............

L I I I R I B R I R R N R R A LI IR R A )

D I I R R R R I I R I R R I I R A B S I A N Y

Particulars of accident in which the vehicle described in paragraph 3 was
involved:— : :

(a) Date Tlme
(D) PlACE c1vtiiiierreriesassvavernerosieesovssnasonssearosorsoanennoa
(¢} Police Station o which reported and Police reference number
(L KNOWI) 4o irintieioeirenncereoersosersseasconrassesssassosanssons
5. Particulars of any other vehicles involved in accident (if known) —
(i) (ii) (1i1)

{a) Registered letters and

{6) Nameofowner.. .. .............. Ceesrrreeras  eesseanscns

(¢) Name of driver at
timeof accident .. .. ...... ... 000 Lielieiiae.



{d) Insurance
Declaration No. (if

KNOWN) .. .. st i iiiinnnnnarers  arsesnsrnsss  taseavseaas
(e) Insurance Token NO. ... .cvvveere trionveonnns
(fy Name of INSUTET  ©. o iiiiiiiinnnes  sovrsanrones  sveovnenanea

. Particulars of person in respect of whose bodily injury or death compensation is
claimed:—

(a) Full name and address
(b) Passport number ......iiiuiiiieiiii it
(¢ Sex +v.oivunennn. et eteeabtaae e i e et
(d) Dateof Birth ....covierviancnnnnn.
(€) Marital status at date of accident (state whether never married, married,

divorced, widowed or legally separated) ......cvevveiannnnna.n, casteas
() If married, state whether in or out of community of property ............

ee it aa i s b s e andanaer et et acetnae st rer s ar antronannn
{2) Business or 0CCUPation ... .oviesiieisiineesrarasnanannans

{h) At the time of the accident was he/she travelling as a passénger or driver in
one of the vehicles described in either paragraph 3 or paragraph 5? (YES or

13 Lo ) SO S

() IfYES, state registered letters and number of vehicle and whether passenger or

.
L PR

(/) U not travelling as a passenger or driver in one of the vehicles described in
either paragraph 3, or paragraph 5 what was his/her mode of coniveyance, or

was he/she pedestrian .. ....viuriiniiiiiiineiiisiesrnereensesonsionns

(k) Name and address of usual medical attendant (if any) ........ coen

L I I I I R L I I B I R R sV e e s s earacsatacanas

(}) Namesand addresses of all medical practitioners who attended him/her after

the accident (if known) .......v0vveunnnn

P R R R R LR R I R e L R R R T



...................... -....................-...........--.-.'_..d-----.

(m) At which hospital or nursing home or other place, if any, did he/she receive
" treatment after the accident and for-what period? ............... Sreeeens

(n) Was he/she suffering from any physical defects or i_nfir_mi_tig_s imm_édiately

prior to the accident? (YES or N O)

......................................

(o) If YES, give details ......... veeenvanas e ereereeans Sensasasnessnes

(p) Name and addressof c_emjblo;@er atdate of accident and how long employed. (If
more.than one 'e'l'nployc_ér, state names and_ addresses of all)

---------------

-------------------------------------------------------------------

(q) Statehis/her income forthe 12 months 1mmed1alely preceding the accident —

(1) from employment ..

(ii) from any other source
{givederails).. .. .. .. ........

caveeans Trercesecrsrecrercrasencas

7. If the person named in paragraph 6 was fatally injured the followmg additional
information is required in respect of such person:—
(@) Place where death occurred. ...........

EE R R I B A R o N g

(b) Dateofdeath ........cc.oivvereieerannnnens

(¢) Is it known whether an‘inquest has been held? (YESor NO) .............
(d) If known state: In what Court ............ovvunes
Qe oo iiiiiiniiar it

{¢) Names and addnesses of all’ dependams of the deceased whether or not
compensation is being claimed on their behalf under paragraph 8 .

(f) Name and address of the executor of the deceased’s estate ....vvvuuneavens

......................................................................

...................................................................

8. If the person. named in, paragraph 6 was fatally injured and- campensauon is
claimed by or on behalf.of dependants of that person the fo]lawmg information is
required: in respect of each of such dependams I compensauon is claimed by or



on behalf of more than one dependant the information required by this paragraph
in respect of each dependant should be set out on a separate statement and
attached to this form.)

(@) Full name and address ..........voeeeenrronrcenresnrrocarcrncocssans

(b) Péssportnumber(ifany)
{€) SR thuttiunnenionconnerteatssereresertoarosaransarresrrarrbornoaan
(dy Dateofbirth .........c.oiiiviuiiineniniainn..,
(¢) Relationship to deceased person e e

{f} Marital status at date of accident (étale whether never married, married,
divorced, widowed or legally separated) .......c.viviiirernieiivsieenas

R I I R R N R R T I I R I R A R I L IR B A AT A}

R

(g) If married, state whether in or out of community of property ............

{h) Business or OCCUPALION . ...cvvuureereriscroacsnasosisasscoresssnannse

(¢) Is he/she suf[cring from any physical defects or inﬁrmities?
(YESOINO) tivinriirsrnesnesioserainsscsserssarnerosnnesasssassans

{7} It YES, give full particulars

I I R R R R R N R I I I A I I R R A R T R

(k} Name and address of employer at date of accident and how long employed. (It
more than one employer, state names and addresses of all) ...............

eE P AREI AN TEa N cat s nsattadlntbtoeanaa DR I I o R R N A IR
I I R I I T I L A I I I R R N N R R T
R R R R R R R R I B I N N IR T T TR R I S

4P tet At avatrtI P T T eIt r Pt an it i ubrannaanan e et et buaat sy

() State his/her income for the 12 months immediately preceding the accident —

(1) from employement.. .. . .i.iiiiiiiiiieiiieiiiinieiiiaieen,
(i1) from any other source
- {give details) caenaan



...................................

..................................

(m) Details and-amount of any inheritance of any other benefits received from the
estate of the deceased or accruing from any other source as a result of the death
of theé person reterred to in paragraph 6, e.g. proceeds of life and

endowment POlICIES ... .iuiiiniiseraneaiarriiiai i

--------------------------------------------------------------------

---------------------------------------------------------------------

9. Compensation claimed:—
(a) Precise derails must be given in respect of each of. the following items and
supported by vouchers where applicable,
(If necessary, the information required by this section may be set out on a
separate statement duly signed and attached to this form)

Item Amount
(i) Medical and hospiial expenses P oiiiiicairinessisarenansony
(i1) Estimated future medical and
hospnalexpenses D
(iii) Loss of earnings (from dare of
accident to date hereof) .. N
(iv) Estimated future loss of earnings P
(v) General damages for pain and
suffering, loss of the amenities of

life, etc. (specify) .. .. « o o P oiiiiiiiiiiiieiiiiiiien

IR R R I I A B I B

Total .. .. .. .. .. P iiiieiiierennnnn.

(b) Is the claimant entitled to recover, or has the ¢claimant already recovered, any
amount from any other source, e.g. Employer, Medical Aid Society or Fund,
or under the Workmen’s Compensation Act, 1977, (Act No.430f 1977)? (YES
or NO) . Cieruravesrmeranannarans Ceerasaaais Ceeeanens v

(c) If YES, give full detalls ............................................

(d) If the claimantis entitled to claim under. the Workmen’s Compensation Act,
1977, has the Workmen’s Compensation Commissioner been notified that a
claim is bemgTodged with the Registered Company named in (1) above? (YES
OF Nttt et rvesrosenoaneeasaoosessrtsarnononnaonnserosorasnie



(e) If YES, give date of notification and by whom given .......cvovvirinnnnn
I hereby declare that to the best of my knowledge and belief all the information
contained in this form in true and correct.

Signedat ................ this...oo.u..n dayof...ooicevarinnns 19,0000,

Signature of clasmant (named in paragraph 2 or his/ her authorized
representative). (If the above signature is not that of the claimant,
- state the capacity in which the authorized representative is acting.)

I hereby certify that this affidavit was signed and sworn to/affirmed before me
Al cvverrerrenaoanvriaennnanersavassanavane A R R R I T
this ooviiiiiiir it eenn, day of....... i i 190,000,

the deponent having acknowledge that he/she knows and understands the contents
of this Affidavit.

"eerEeETRNEN I TR AN e a Srs s s iR atsnacy

Commissioner of Oaths
N =} U

Capacity: «.vevieieniiinaieiiraresns

MEDICAL REPORT

(Where blacks are provided for the purpose of a reply to a question place a cross in
the applicable block)
1. Are you satisfied that the person to whom this report relates is the person named
in paragraph 6 of the claim form?

YES . NO

Date when first seen after 2CCIAENE v ivt i ireinaseeasoetonseeroasosasensons
Did you treat him/her at any time before the accident?

bl i

YES NO

If YES, give date of last such treatment and nature of ailment ................

4, Are the injuries —

Minor? Moderately Severe? " Severe?




. Indicate the parts of the body inj ured—

Head Chest} Neck ' Abdomen] Back:

Upper Limbs ' Lower Pelvis | -

Givefull details of the nature of the injuries and-any complications (c.g. Fractured

. :ribs with hae_niqthqr;_l_x, Compouud:_fracture left: tibia, Disfigurement, et'cﬁ.:) and

L.

11.

i2,

eatment O AALE «...vrereereinrennreieertinneccoarocnaransnans aveereans

Is permanent disability anticipated?

YES| | NO
If YES, give full details......oovveiriesniniannans R AsanAnsnan e yas
If NO, has his/her condition become stabilized? ...... Cheesieeeeareranntans

. Is Specialist treatment being given?

YES NO
IF YES, give name and address of Specialist ..... .., .cooiuieenn.n ceveraanes

D R I AL I B IR Y R et apesaasen eree v antannran .

Give full details of nature and anticipated duration of any future treatment . ..

Have the injuries been aggravated by any pre-existing pathological condition?

YES NO

Has any such pre-existing pathological condition been aggravated by effects of
trauma? '

YES NO

If the answer to either 10 or 11 is YES, give full details ..:..........en... e

..............................................................................

. Has there been any confinement to hospital/nursing home?

YES NO|

If YES, staté name and address of hdspital/ nursing home and date when released
or when release is expected ... .ooieniiiiiiiiiiiiiiiieriian, .. e ieranan.



L4. If in employment at date of accident, state date when recurn to employment is
expected .....iiiiiiiii i .

----------------- trevssrsu I enaran

l5. Where there has been a fatal termination, indicate: —
(a) Date of death

D R R I I R I I B I R e L I R I IR I

-------------------------------------------------------------

() Did any pre-existing pathological condition contribute to death?

YES NO

(d) If YES, give full details
Name of medical practitioner ....uuvieivieiieinoriieresaneannnas
SIgNAtIe «ovivsnseernsrsasnansrna
Qualifications .evuvserverrisirionsnnaranans

AGAYESS vvrerverrevevoncnnonsonsesasons

me B ea eI EIEIITIVIEANIEOGIOLIOESE
L R R R R LI I B R R N N A R A A N R I I N Y

Date ......

FORM I1I

CLAIM BY SUPPLIER FOR INCIDENTAL EXPENSES UNDER SECTION 13
OF THE MOTOR VEHICLE INSURANCE ACT (CAP. 69:02)

1. Name of registered company against which claim is made ...

aesancserveerave

2. Supplieri—
() Full name and address ...............

P R N I R I N A R I}

LI R R R N IR A R R R IS LRI I R I R I R N O R A I B R |

(&) If supplierisa medlcal or dental practluoner, stater—
(1) Registered QUAalifications ...eveeuuuieasericstiannenenesnsosrcorons
(ii) Whether general practitioner or registered specialist ..........
(iii) Full name of injured Third Party who received or is receiving treatment

...............................................................

................................................................



(iv) Names of all hospitals or other institutions in which Third Party was or

isbeing treated .................. s

I R N I R I I R I R R N R I R R R N P R R

{v) Nature of injuries sustained by Third Party ............ cetvrbanunne

(vi) Dates, duration and nature (including surgical operations) of treatment

rendered ...c.ciieciiiriirtaetiesiirisirierriosrrocenscirenronns
(vii)- Amount claimed for services rendered (specify) .....................
(viii) Amount claimed for materials supplied and actually used in treatment
(Bive details) ......iiiiiiiiiiriiiesioc e tieae e reearenras
(ix) If amounts referred to in sub-paragraphs (vii) and (viii) above are also
being claimed from any other registered company, give details .......

{c} If supplier is 2 hospital or nursing home state:—
(i) Full name of injured Third Party receiving treatment .............,
(ii) Name of hospital(s) or nursing home(s) where treatment was or is being
rendered ......iuiiinnnnn. trtaseravessberratavanes

(tii) Hospital reference number . ... ..oiiieiiiirrciennirenneeanaens.

(iv) Period of treatment in hospital(s) or nursing home(s) in respect of
which claim is made:

3o o o AU RO s J S

P t
(v} (i) Numberofdaysat...........Perday ooeveennevunniennvenan

(ii) Out-patient treatment

Al ciaveanronnanns each e e nr et ettty



{ii1) Operaung theatre ,.,.. ..... Cereraen

(iv) Other (specify) ....... teeatevasreerenrneconarennae

....... I I A R R AP RPIPY R N I R R P LR
I I I L I I e rrsesanna vavseesravaen et sertaen
Ve P R A A N sarssasanas vas st eenven .. car e
......... vreavesnnse B R R I I DRI IS

Total .. . - e P feereeeneae .

(d) 1f supplier is a pharmacist or other supplier of goods to the Third Party, state:

—

(1) Full name of Third Party toc whom goods were supplied

'0.'Q.O'b.""'~".'|..".'!.".0'~'D.'Q'OQ!.Q"’Q'"'lllhl‘bll
ii) N i ’
. .
(11) Name of pharmacist . ......viverivivieasroniosnosriosroacsnonns
(iii) Date and details of goods supplied (specify):—
:
L I I N I L B ) L L R R A I B B I B L B B AR 2 L BB N N B

IR R R R I IR S AP A I PRI AT

Total .. . D

(e) If supplier is a nurse, state:—
(i} Full Name of Third Party who received treatment and/or services ...

(ii} Name of nurse and registered qualifications .........c.ocvivaernns



(i1} Date and duration of treatment and/or services rendered ...........

(iv) Details of treatment and/or services rendered (specify):—

e eeereasas
N P Poooriirnii tecesvsanerune
T P P....... Cesreriiarauvannrnre
T P P

Total .. .. & o P i i i er et eaiaa

3. Paruculars of motor vehicle insured by the registered company named in
paragraph 1 (if known):— '
(a) Name and address 0Of OWIET v icviiiniririeriierearsenitsonieioracas
(&) Registered letters and number «..vvuviiiiiniiiiiaiiii e iaiiiinnens
(c) Insurance Declaration NO. . .cuvevesiiiiiniiiivrniiinaviinerosrarares
(d) Insurance Token NO, ..ocvveevieavinenn.. erreaeann
{¢) Name and address of driver at timeof accident .........ccveiievuenrane.
4. Particulars of accident in which the vehicle described in paragraph 3 was involved
(if known):—
(@) Date....oiiiiviiaiiiennnnns. err s TIME Lt iiivisieeressniosassanns
{B) PIAEE o sma oo nnns mmn = w o m o = e s = iy g e e e e s

(¢) Police Swation to which reported .............. e Ceeresseren

-------------- Trr e aras e

Signature of supplier.
MADE this 18th day of December, 1983.

C.W. BLACKBEARD,
Minister of Works and Communications.

12/7/91



