MOTORSPORT SOUTH AFRICA S l l g

PERSONAL ACCIDENT CLAIM FORM

(Form to be completed in full or claims will be delayed)

NSUIBA S AN .ot e e e e

ldentity NUMDBDET .. ... (Please attach a certified copy of your ID)

POSTAl BHAIESS .ottt

Tel NUMBET ..o e e e FAXNUMDET e e e e e

E-mail address

LICEBNCE NUMDET ... cee e o e et et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e

ACCIDENT DETAILS

Injury

Date e et e TIME e PlACE

Give full particulars of the accident and nature of injuries:

Stalker Hutchison Admiral (Pty) Ltd

Tel: +27(0)11 731 3600 The Pavilion, Directors:
Fax: +27 (0)11 447 0080 The Wanderers Office Park, I M Kirk (Chairman), G S Corke (CEO),
www.sha.co.za 52 Corlett Drive, lllovo, 2196 H J Horne, Q M Matthew,

P O Box 55347, Northlands, 2116

J Melville, H D Nel

Stalker Hutchison Admiral (Pty) Ltd is an authorised financial services provider (FSP 2167).
SHA is a wholly owned subsidiary of Santam Limited. Santam is a level 3 BBBEE company and has a S&P rating of A-.



DOCTOR / PARAMEDIC DETAILS

Name, e-mail address and contact number of doctor or paramedic who attended to you at the
event:

AUTHORITY FOR PAYMENT

All refunds payable to you will be paid via Electronic Bank Transfer. Please provide your bank details below
and ensure it is correct to avoid any delays.

NAME OF ACCOUNT NOIABT ... .o e e
Name of Bank o BranCh .....ooeeiniie i
Account NUMDBEr COUE oot e e

DECLARATION/AUTHORISATION

| hereby authorize any hospital, physician, or other person who has attended or examined me, to furnish
the company or its authorized representative all information with respect to any illness or injury, medical
history, consultation, prescriptions or treatment and copies of all hospital or medical records. A Photostat
copy of this authorisation shall be considered as effective and valid as the original.

I/We declare that the above particulars are true in every respect:

Insured’s signature Date



MEDICAL CERTIFICATE

(Must be completed by the Doctor consulted)

The Patient must obtain the following certificate from a duly qualified and registered Medical Practitioner.

When the Patient is fully recovered a Doctor’s certificate to that effect should be forwarded to the Insurers
showing the periods of partial loss and total incapacity.

Name of patient

Height e et e e Welght

1. Whendid you first attend upon the Patient in consequence of the accident sustained?

b. Are the symptoms from which he/she suffers due to:

i. The accident alone or Yes |:| No |:|



ii. Arethey attributed to any other cause?

7. Is the Patient now, or was he/she at the time of the accident subject to or suffering from any illness
or disease irrespective of the accident for which is claimed? If so, state the nature of the same and to
what extent the recovery of the Patient may be affected thereby.

8. If you are the usual Medical Attendant of the Patient, are you aware of anything in his/her previous
medical history which might have contributed directly or indirectly to the occurrence of the
accident or which may be likely to retard in any way recovery from it?

9. a.ls the patient confined to bed, bedroom, or house by your directions? Yes |:| No |:|

b. Has patient at any time been confined since the date of the accident? Yes |:| No |:|
If so give the dates?

10. If still so confined, please state (a) your opinion as to the probable duration of such confinement: (b)
probable date of being able to resume some portion of usual business or occupation:

= T o T

11. Are you prepared to certify that the patient is TOTALLY disabled from attending to any portion of
his/her business or occupation?

(TEMPORARY TOTAL DISABLEMENT occurs when through accidental bodily injury the Patient is
immediately and continuously incapacitated for a specific period from attending to business or
occupation of any kind).



12. If Patient has been able to attend to a PORTION only of his/her usual business or occupation and if this
still continues, please state since when, and also the probable date of recovery

(TEMPORARY PARTIAL DISABLEMENT arises when the injury does not wholly prevent the
Patient from attending to business or when Temporary Total Disablement ceases and he/she can
attend to some portion of his/her usual business or occupation but not the whole).

13. If Patient has recovered please state date of recovery ..............oooiiiiiiiiiiiiiii .

GENERAL REMARKS

Signature Date



