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FIDELITY GUARANTEE
CLAIM INTIMATION FORM

1. | a) Named of the Insured (in full)

b) Address

c¢) Business
2. | Policy No.
3. | Claim No.

4. | a) Name of the defaulting employee in
full.

b) His present address

5. | Amount of loss sustained

6. | Date of discovery of the defalcation

7. | Date(s) of defalcation

BE

8. | How exactly was the defalcation
committed? If space is not sufficient,
please give full and detailed particulars
on a separate signed sheet. (Also, please
attach a certified statement containing all
entries in the Insured’s books of accounts
relative to the defalcation in the order of
their dates)

9. | Please reply fully to the following
questions regarding the duties of the
employee at the time of defalcation:-

a) Tn what capacity was he engaged and
where?
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