
SHRIRAM LIFE INSURANCE COMPANY LIMITED 

Divisional Office : 
����న� ఆ�ీ� 
Branch Office:
బ�ం� ఆ�ీ�:�

DEATH CLAIM FORM “A”
��ె� ���� �ారం “A”

*Mere Submission of Claim with Documents does not assure admission of liability.
*�� ��� ప��ల� అం��ం�నంత మ���న � �� ��� ఆ���ంచబ��నట� � �ాదు� �

Please read the INSTRUCTIONS men�oned below before filling up form.
�ారం ను ప��� � �ే�� మ�ందు ��ంద �����న� �షయ�లను దయ�ే� ిచదవం��

Instruc�ons (సూచనల�)

Ÿ All fields are mandatory.
Ÿ అ�� ఖ��లను తప�� స���ా ప��� � �ెయ���

Ÿ The claimant should be the person as nominated by the life assured.
Ÿ �� ����ం� అ�� వ��� � ల�ౖ� అసూ��� � ే������ �ెయ�బ���

Ÿ The payment shall be subject to the terms and condi�ons of the policy.
Ÿ �ె��ంప� ���నం �బంధనల� మ��య� షరత�లక� ల�బ�� ఉంట�ం��.

Ÿ The company retains the right to call for addi�onal evidence to process the claim.
Ÿ �� ��� ప�� ��య ��రక� అదనప� �ా�లను �ి�� ేహక�� కంప� �� ఉం��

Ÿ All altera�ons/correc�ons made, need to be countersigned by the claimant.
Ÿ �ే�ిన అ�� మ�ర��ల� / ��ద� ుబ�ట� �, హక����ర�� ేధృ�క��ంచబ���

Ÿ If the Insured died outside India and was cremated or buried abroad, please provide burial/crema�on permit along with names 
and addresses of two people not related to the deceased, present at the burial/crema�on.

Ÿ ఒక ��ళ ఇనూ��� ఇం��య� ల� �ాక�ం�� మ�� ఇతర �ేశం ల� మరణ�ం� ఉంట� మ��య� ��నం / ఖననం అక�� ేజ���� ఉంట� దయ �ే� ిఅనుమ� పతం�  మ��య� దహనం / ఖననం జ���� 

సమయం ల� మరం�న వ��� � �� సంబంధం ల�� ఇద��� వ�క��ల ��ర�� మ��య� �ర���మ� ఇవ�ం��.

In connec�on with Claim under Policy No.                                                                                     for Sum Insured of Rs.                          
�� ��� �� సంబం��ం�న �ాల� ీ��ంబ�                                                                            �మ� �ే�ిన �త�మ� ర�. లల�

on the life of                                                                    I,
the claimant under the Policy make  the following statement.
హక����ర� ��ంద �����న� �వ�ాలను పక� ట�ం���

Par�culars of Insured (ఇనూ��� �క� �వ�ాల�)

Policy No(s):              Gender:           Male                        Female
�ాల� ీ��ంబ�(ర��)           �ంగమ�        ప�ర�ష           �� ీ�

Deceased Name in Full:          Date of Birth: 
మరణ�ం�న వ��� � ప��� � ��ర�:         ప�ట� �న �ే��:  

        
        

Marital Status at �me of death:         
మరణ�ం�నప�డ� ��ౖ�ా��క �� ి�:           

        Single                Married              Divorced             Widowed
       �ింగ�  మ����        �������            ��ో� 

Name of Employer:
ఎం�� ాయ� �క� ��ర�:

Last Occupa�on:
�వ��  వ���� :

Residence Address:              Telephone with STD Code:
ఇంట� �ర���మ�:            STD  ��� �� ట���� � ��ంబ� :

             Mobile No.:
              �బ�ౖ� నంబ�:

Permanent Address:        Telephone with STD Code:
�ాశ�త �ర���మ�:            STD ��� �� ట���� � ��ంబ�:

                                     Mobile No.:
                 �బ�ౖ� నంబ�:
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Par�culars of Insured  (ఇనూ��� �క� �వ�ాల�)

D M M Y Y Y YD

Claimant Details  (�� ����ం� �క� �వ�ాల�)

Name:
��ర�                     First Name       Middle Name      Surname

           �దట � ��ర�                         మధ� ��ర�                                         ఇంట � ��ర�

Rela�onship with the Life Assured:
ల�ౖ� అసూ��� �� సంబంధం

Date of Birth:                                                  Place :                                                                        Gender:            Male                Female
ప�ట� �న �ే��:                                                                                �ంగమ�             ప�ర�ష             �� ీ�

Title under which claim is made (Tick whichever is applicable):
ఏ �� ��� ��ంద వ�� �స� ుం�� (వ�� �ం�ే�� ట�� �ెయ�ం��)

        Nominee                  Appointee (in case claimant is minor)                          Survivor                   Trustee               Assignee                HUF
        ����        అ�ా�ంట � ( ఒక ��ళ �� ����ం� ���న� ఐ�)ే             స����వ�                    ట�� � ీ                     అ��ౖ�                  HUF
Address:
�ర���మ�:  
                  Mobile No.

       �బ�ౖ� ��ంబ�

Telephone with STD code:               Email ID:
STD ��� �� ట���� � ��ంబ�

Claimant Bank Details:  Pay out Op�on:           Cheque              NEFT
హక����ర� బ��ం� �వ�ాల�:                        �ె��ంప� ఎం�ిక:      �ెక��               NEFT

                                                                                                                    

D M M Y Y Y YD

ELECTRONIC PAYOUT OPTION: (Direct transfer of funds to your bank account). 
Please submit Bank passbook copy/statement a�ested by the bank branch manager with seal.

ఎల���ా�� �ె��ంప� ఎం�ిక: (� బ��ంక� ఖ���క� �ధుల పత� �� బ���). బ��ంక� �ా� బ�� �ా�ీ� / బ�� ం� ����జ� మ�ద�� � మ���ం� �న ప��� �� సమ���ంచం�.�

Name of Nominee/Claimant:
���� / హక����ర� ��ర�:

Account No.:                                                                                                                           IFSC Code:  

Bank & Branch Name:
బ��ం� & బ�� ం� ��ర�:

Declara�on: I/We authorize Shriram Life Insurance Company Limited to process the proceeds under the death claim of the aforesaid policy/s through 
Electronic Funds Transfer to the above men�oned bank account details. I/We accept the full responsibility for above men�oned Banks account details. 
I/We will not hold Shriram life Insurance Company Limited liable for any loss if funds are transferred or not transferred or delayed due incomplete or 
incorrect or third party banking details provided above.
ప�కటన: ��ౖన �ె�ి�న అ��ం� �వ�ాలను ఎల����ా�� ఫం� ట�� న��� ����ా �� ��� డబ��లను పంప����� ���ా� ల�ౖ� ఇనూ���ను� కం��� �� అ���ారం ఇస� ు���ను. ��ౖన �����న� బ��ంక� 

�వ�ాలక� ప��� � బ�ధ�త వ��స� ు���ను. ఒక ��ళ డబ��ల� అ��ం� ల� �� జమ� అవ������ ల�ట� ఐ�� ల�క ప��� ��ా ల�� �వ�ాల వల�  జమ� అవ�డం ల�ట� ఐ�� ల��� సమ�య���� డబ��ల� 

అందక �� ���  ���ా� ల�ౖ� ఇనూ���ను� కం���  � ��ద�త వ��ంచమ� అడగను.

Signature/Thumb Impression of the Claimant:
హక����ర� �క� సంతకం / ��� మ�ద�

Type of Death:                   Medical               Accidental                   Non- Accidental                    Suicide                 Murder              Others
మరణ�ం�న ���నం             ����క�     పమ� �దవ�ాత� �              ���-య�����ెంట�                 ఆత�హత�             మర��                  ఇతరమ�ల�

Exact cause of death:
మరణ��� � ఖ��త���న �ారణం

Age at Death:              Date of Death:                             Time of Death:
మరణ�ం�నప�డ� వయసు                               మరణ�ం�న �ే�:�                                        మరణ�ం�న  సమయం:

Place of Death:           Hospital/Clinic    Residence                     Office                Others             please specify
మరణ�ం�న ప�� ేశం               ��ి�ట� / �� ���     ��ాసం                          ఆ�ీసు               ఇతరమ�ల�          దయ�ే� ి �����నం��

Name & Address of the Doctor who declared the death:
మరణం పక� ట�ం�న ��క�� ��ర� మ��య� �ర���మ�:

City:           Pin Code:                         State:                              Telephone with STD code:
�ిట:�            �ి� ���:                                     �ాష�మ� �                                                  STD  ��� �� ట���� � ��ంబ�

Name & Address of Police Sta�on where FIR was lodged (if any): ఎ�ఐఆ� న�దు �ేయబడ�  �� �� �� �ష� �క� ��ర� మ��య� �ర���మ� (ఏ�ై�� ఉంట)� :

Name of the Doctor who conducted the PM:
PM �ర���ం�న ��క�� �క� ��ర�

City:           Pin Code:                          State:                              Telephone with STD code:
�ిట:�            �ి� ���:                                     �ాష�మ� �                                                 STD  ��� �� ట���� � ��ంబ�

Please give details of Life Assured exis�ng life insurance policies/details of proposals applied simultaneously with any life insurance company.
ల�ౖ� అసూ��� �క� ఇతర �మ� �వ�ాల� �ెల�పం��

Policy Number         Company Name   Sum Insured      Policy  issued date           Policy status
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Declara�on of Claimant (హక����ర��� ప�కటన)

I/We hereby declare that the statements made herein above are true and correct. I/We further declare the wri�en statement of all the physicians who 
a�ended to or treated the deceased, and all papers furnished in support of this claim are correct and shall cons�tute proofs of death. I further declare 
and agree that the furnishing of this form or any other forms supplemental thereto or any acts of enquiry or inves�ga�on by Shriram Life Insurance Co. 
(Company) shall not cons�tute or be considered as an admission of the claim by the Company.
��ను / ��మ� ��ౖన �����న� పక� టనలను �జ���న మ��య� స���న� అ� పక� ట�స� ు���ను. ��ను / ��మ� మరణ�ం�న �ార� �జ���న ల��� ���త� �ే�ిన అ�� ��ౖదు�ల 

��త ప�ర�క పక� టనను ఇ���మ�మ��య� ఈ �ాదనక� మద�త��ా అందజ��ిన అ�� ప��� ల� స�����న� మ��య� మరణం �క� ర��వ�ల��ా ఉంట��. ���ా� ల�ౖ� 

ఇనూ����� ��. (కం���) జ���ిన ఏ ���రణ ల��� ద�ా�ప� అ��� సంస�  �క� �� ��� �ా ప��గణ�ంచబడదు ల��� ప��గణ�ంచ�ాద� ��ను అం��క��స� ు���ను.�

Signature/Thumb Impression of the Claimant:     Date:
హక����ర� �క� సంతకం / ��� మ�ద �                        �ే��:

                                                                                                                                                            Place :

Countersigned by*
ధు� �కరణ సంతకం*

Name, Designa�on and Address
��ర�, హ� �� మ��య� �ర���మ�

*Cer�fied that the contents of this form were explained to the claimant in vernacular and he/she has affixed his/her signature/thumb impression 
hereto a�er fully understanding the same.
ఈ �ారం ల� ఉన� �షయ�ల� అ�� �� ����ం� క� ��ా ం�య ��షల� �వ��ం�న త�ా�� ేఅతను / ఆ�� తన సంత�ా�� / ���  మ�ద��  ��ట� �ర�.

Signature of Witness 1      Signature of Witness 2 
�ా�� �క� సంతకం 1     �ా�� �క� సంతకం 2   

Name and Address:      Name and Address: 
��ర� మ��య� �ర���మ�:      ��ర� మ��య� �ర���మ�:

 

 
Mobile        Mobile  
�బ�ౖ�       �బ�ౖ�

Date:        Date: 
�ే��:       �ే��:

Place       Place

D M M Y Y Y YD
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Authoriza�on of Claimant (హక����ర� �క� అ���ారం)

Policy No:
�ాల� ీ��ంబ�

Name of Insured
ఇనూ��� ��ర�

I/We hereby authorize and give our consent to Shriram Life Insurance Company and/orits representa�ves 
to seek informa�on, obtain all informa�on, records in rela�on to employment, medical, hospital records, 
police records, other records (including photocopies) in connec�on with any treatment, occupa�on, 
personal details or otherwise of the Life Insured in order to process the claim.
�� ��� ప�� ��య ��సం అ�� ర�ాల సమ���రం, వృ��  పర���న,ఆ��గ� పర���న,�� �� ���ార��ల� ,��ాక�� �ా�ీల��  

�� �ా� ల�ౖ� ఇనూ���ను� కం��� / సంస�  ప�� ��� �� ఇవ������ అనుమ�స� ు���ను.

Thumb Impression       Signature of Claimant:

��� మ�ద �                  హక����ర� �క� సంతకం:

Claimant Name:
హక����ర� ��ర�:

Claimant's Full Address:
హక����ర� �క� ప��� � �ర���మ�:

Affix 
Latest Photograph 

of Claimant
హక����ర� 

�క� �� ట�
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Documents' Checklist  (ప��ల �వరమ�ల�)�

List of documents required for Death Claim             
�ె� �� ��� క� అవసర���న ప��� ల జ����               

1.  Claim form A, B, C & E as applicable.

 �� ��� A, B, C & E వ�� �ం�ే �ధం�ా 

        

2.  Last Medical Attendant Statement. 

 �వ�� ����క� అట�ం�ెం� �� �ట��ం�.

           

3.  Original Policy Bond. 

 ఒ���న� �ాల�ీ బ�ం�. 

         

4.  All Medical /hospital records-admission notes, test records, Death summary, etc (where applicable). 

 అ�� ��ౖద� / ఆసుప�� ���ార��ల�-ప�� �శం గమ�కల�, ట���  ���ార��ల�, �ె�  �ా�ాంశం, �దల�ౖన� (వ�� �ం�ే�).

       

5. Certificate of Hospital Treatment (where applicable). 

 ��ి�ట� ట�ట� ��ం� �క� స����ి��� (వ�� �ం�ే��).        

        

6.  Death certificate issued by Municipal or local/Govt. Authority [ORIGINAL or ATTESTED COPY].                           

    ప�ర�ాలక ల��� ��ా�క / పభ� �త�ం జ�� � �ే�ిన �ె� స����ి���. అ����ట � [ORIGINAL or ATTESTED COPY].

7.  Identity proof of claimant (ATTESTED). 

 హక����ర� �క� గ��� �ంప� ర��వ�

8.  Additional documents in case of no identified nominee proving legal title. 

 ఒక ��ళ ���� ఎవర� ల�క�� �ే �గ� �ా హక����ర�

9.  Photocopy of Bank Passbook or cancelled cheque of the Nominee/Claimant (Copies should be duly attested by the Bank branch 

manager). 

 బ��ం� �ా� బ�� �క� �� ట��ా�ీ ల��� ���� / హక����ర� �క� రద�ు �ేయబ��న �ె� (�ా�ీల� బ��ం� బ�� ం� ����జ� ����ా స���ా  

ధృ�క��ంచబ���.

Additional documents for Accidental Death Claim

పమ� �ద వ�ాత� � జ����న మరణ���� �ా�ా��న ప��� ల�

1.   Copy of FIR/PIR (original or legalize copy to be produced). 

 ఎ�ఐఆ� / �ిఆ� (అసల�ౖన ల��� చట�బద����న �ా�ీ�) ఇ�ా��

2.  Post Mortem report. 

 �� ��  మ�ర�ం �����క.

3.  Newspaper cuttings (if available). 

 �ా��ాప��క కట� �ం�� (అందుబ�ట�ల� ఉంట�).

4.  Copy of Driving license of Insured (where applicable). 

 అ�� ��ౖద� / ఆసుప�� ���ార��ల�-ప�� �శం గమ�కల�, ట���  ���ార��ల�,  �ె� �ా�ాంశం, �దల�ౖన� (వ�� �ం�ే�).

5.  English translation of vernacular documents. 

 �ా�వ���క ప��� ల �క� ఆంగ� అను�ాదం.

6.  Final Police Investigation Report. 

 ��ౖన� �� �సు ఇ����� ి��ష� ���� ��. 
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Opting the Type of Benefit Payout
ఎట�వంట� బ���ి� �� అవ�� ఎంచుక�ంట�ర�

Payout Type

��అవ�� పద��

1). Lumpsum/ ఏక�త�ం�ా

2).  Payout/��అవ��

3). Both (50% in Lumpsum & 50% as Payout). 
     For Payment of 50% benefit as payout, please 
     confirm update the payout frequency.
    ��ండ� (50% ఏక�త�ం�ా ల� & 50% ��అవ��). 

    50% ��అవ�� �ె��ంప� ��సం, దయ�ే� ి �ె��ంప� 

    ��నఃప������ �ె�యజ�యం��.

(A). Yearly/�ా���కం�ా

(B). Half Yearly/సంవత��ా�� � ��ండ� �ార��

(C). Quarterly/సంవత��ా�� �  ��ల�గ� �ార��

(D). Monthly/��ల�ా��

(A). Yearly/�ా���కం�ా

(B). Half Yearly/సంవత��ా�� � ��ండ� �ార��

(C). Quarterly/సంవత��ా�� �  ��ల�గ� �ార��

(D). Monthly/��ల�ా��

In the event the claim is admi�ed I request the insurer to process the payout according to the op�on selected above.
�� ��� � అం��క��ం�న సందర�మ��ా ��ౖన ఎంచుకన� పద��ల� �� అవ�� �   పంపమ� కం��� � అ����స� ు���ను.

I further confirm that I will not request for any change/revision of the above payout op�on. (Op�on No: 2 & 3) on receipt of first payout
�� ౖ��అవ�� ఎం�ిక �క� ఏ మ�ర�� / ప�న���మర�క� ��ను అభ����ంచను అ� ��ను ధృ�క��స� ు���ను.(ఎం�ిక సంఖ�: 2 & 3)

Name of Nominee/Claimant:            
���� / హక����ర� ��ర�

Thumb Impression of the Nominee/Claimant:
���� / హక����ర� �క� ��� మ�ద�

D M M Y Y Y YD

For Shriram Life Assured Income Plan (�� �ా� ల�ౖ� అసూ�� ఇన�� �� ా� ��రక�)�
Type of Payout Benefit Opted under the Policy (బ���ి� �� అవ��  ��రక� ఎట�వంట� పద�� ఎంచుక�ంట�ర�)

             Lump sum                Instalment

            ��ద�  �త�ం                �ా��� పద��ల�

Payment Option Details (As per product feature):

�ె��ంప� ఎం�ిక �వ�ాల� (��� డ�� ప��ారం)

Signature of the Nominee/Claimant:
���� / హక����ర� �క� సంతకం 

Date:         
�ే��:

Place:
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