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FIDELITY GUARANTEE CLAIM FORM

Insurer’s Claim No. Broker Ref. No.

IMPORTANT NOTICE

To help us deal with your claim as quickly as possible please answer all questions on the Claim Form fully and clearly, sign
and date the form

In addition to the claim form, please submit the following:
Calculation of the loss, with supporting documents

Police Abstract Report

PLEASENOTE

If you make a claim that is in any way fraudulent, unfounded or exaggerated, or make any false declaration, all benefits
under this policy will be forfeited.

Remember, the more information you provide to us, the easier it will be to process your claim.

1.INSURED

Name

Mobile No. (Main) Mobile No. (Alternative)

Residential Address

Area

Street/Road LR/Plot No.

P.0. Box Code

Town/City ID / Passport

Email

Policy Number Date of payment of last premium (DD/MM/YYYY)
KRA PIN V.A.T Registration No. (If applicable)

Occupation

2.DEFAULTER

First Name Middle Name Surname

Mobile No. (Main) Mobile No. (Alternative)

Residential Address

Area

Street/Road LR/Plot No.
P.0. Box Code
Town/City Region
Email ID / Passport
Policy Number KRA PIN

Regulated by IRA



Designation at the date of the default
Length of service in present position From (DD/MM/YYYY) To (DD/MM/YYYY)

Previous positions held in company and length of time served

3.DEFAULT

1. (a) Date of discovery (DD/MM/YYYY)
(b) For how long has the default been carried on and concealed?
From (DDMM/YYYY) To (DDMM/YYYY)
(c) Inwhat manner has the default been carried out
(d) Whatled toits discovery?
() Whatisthe amount of the default as at present ascertained? (KShs.)
2. (@) Hasthere beenany previous irregularity in the defaulter’'s accounts? Yes No
If so, state when (DD/MM/YYYY) and give details

(b) Onwhat dates were his/ her accounts last checked and found correct by:

i) Auditor (DD/MM/YYYY)

ii) Personresponsible for supervising employee’s work (DD/MM/YYYY)

(c) Hasthe defaulter been discharged from your service? Yes No
If so, on what date? (DD/MM/YYYY)

3. Has the employee, as far as you know, any tangible assets? Yes No

If so give details

4. |s there any salary, commission or other remuneration or allowance due to the employee?  Yes No

If so, please give details

5. Has a proposal for settlement been put forward by the defaulter? Yes No

If so, please give details

6. Have you made any recoveries? Yes No

If so, please state amount

7. Do you hold any other insurance or security in addition to this guarantee?  Yes No

If so, please specify

8. Have you reported the mater to CID or police for investigation and possible prosecution? Yes No

DECLARATION

I/We declare that to my/our knowledge that the answers and particulars given in this Claim Form are true and complete
and that I/we have not withheld any material information. I/We have also read and understood that this Claim Form and
Declaration shall be the basis of the Contract between me/us and PACIS Insurance Company Limited.

DATA PRIVACY
I/ We willingly provide my/ our personal information in this Claim Form and consent its use as prescribed in the Pacis

Insurance Data Protection Policy (The policy is available on our website www.pacisinsurance.com) and in accordance
with Data Protection Act, 2019.

Date of Completion of Claim Form (DD/MM/YYYY)

First Name Middle Name Surname

Signature of Insured (and stamp)

Regulated by IRA
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