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MEDICAL EXPENSE CLAIM FORM Soalo (pe Wi L) Acdalf Casylal
This form is to be completed by the Participant 38 alalsy 735l 130 She
In the event of the Participant being unable to sign the form, it should be filled and signed by a near S i 5l o3 AL ;1,3? bi“-.-k@y_sﬁg‘wa oieﬁ‘;h»ﬂ' 128 Gle adgill e W38l 0S5 aue S 2
relative or other responsible person in charge of the Participant during his disability. woyme +LBl Wl (e Jyiana
Itis important that answers to this form are true and complete. Failure to do so could affect your claim. slidliag le Gl Geasd B BLASYI i 3 ALalSy Ao 7 3galll 120 2 mbla Y1 0155 0 gl e
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Policy No. wi4l @3, | Name of Participant ol el
Gender sl [ Saudi ID/Igama No. 2391/ 1531 31, @3, | Date of Birth Sl ks
E-mail S5, w01 | Tel. No. sl @, | Address Slgiall
DETAILS OF OCCUPATION Aads gl Olike
1. Present Occupation (if more than one, please state all) (JSI1 583 (o Ry cyo i1 923 Jl ) bl dadagll - 1
2. Present Employer(s) Al Jaall ol fealin - 2

Name ¥l

Address Olgall

Contact No. Il @3,

3. List exact duties performed at work davally Jeall 3 Ly ag3 3l algll sus - 3
4. Subsequent to the accident, have you submitted a . Senll oLt By 33l 33l apaly asd S cialnl Bt - 4
medical leave certificate to your employer? I:’Yes o D No v ’

Date Submitted (aEl 5,5
NATURE OF CLAIM AND RELATED DETAILS L AGTY Jualaitl g Adlal) Hacds
5. Date and Time of the Accident Easloll gy gasls - B
6. Nature of the Accident Eslad Aagls - 6

(please state in detail, how and where it happened) o . .
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7. Describe in detail the injuries sustained, indicating the part @,M\ygwl;},,J‘Lm‘mm)ﬁgmapugl ety Can - 7
of the body injured and the type of injury (e.g. fracture, cut, RS e s !
bruise, etc.). (@] a2 ) 2ol

. Ll el caall 315531 3l
(Please attach medicals, forms and reports) Cwtal g el G Bla) 2 0)

8. Names and addresses of doctor(s) who treated you for the injury: alylo! 73hay 150l (0] L1 /dall cyaslics slow - 8
Names and Addresses Coslially s Laws¥l
Date Consulted 55Lama gl

9. Details of Hospitalisation (Please attach Discharge Note) (At (po gyl B3 331 Smd) usil] il - 9
Name of Hospital i) @l

Period of Hospitalisation sl e




NATURE OF CLAIM AND RELATED DETAILS (CONT'D)
10. Date on which you last worked prior to disability

(25) L ZAR) Jumlail) g AU Aaiiden

Sl U3 cllead gyl il - 10

11. Date on which you returned to work

Jeall eisge sl - 11

12. Date on which you expect to return to work, if you have not
already done so

Gite 1S3 @lle Jaadl Il dd Bagall g3 g2 gsltl - 12

13. If after your return to work you were not immediately able to
perform all your duties, indicate:

a. Date of your return to work
b. Details of duties you were not immediately able to perform
c. Date on which you were finally able to perform all your duties
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If Yes, state:

Name of Company

14. Are you insured for similar benefits with any other company? [ Jvesess [ ] No ¥

Policy No.

Amount of Benefit

Date Benefit Effected
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| hereby declare that the statements and answers given above are true
and complete to the best of my knowledge and belief that | have not
made any false or fraudulent statement, neither suppressed nor
concealed any facts.

| hereby authorise any hospital, doctor or other person who has
attended to me or examined me for any reason, to disclose to SABB
Takaful Company any and all information with respect to any illness or
injury and to provide SABB Takaful Company with copies of all hospital
or medical records, including prior medical history. A photocopy of this
authorisation shall be considered as effective and valid as the original.

Dated this day of 20

Signature of Witness aalall 3
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Address Olgiall
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Signature of Participant Al i
Signature of Policyholder wdgll Jol 355
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