
1.  Present Occupation (if more than one, please state all)

2.  Present Employer(s)

3.  List exact duties performed at work

CRITICAL ILLNESS CLAIM FORM á«°ü©à°ùŸG ¢VGôe C’G áÑdÉ£e êPƒ‰

DETAILS OF OCCUPATION áØ«XƒdG äÉfÉ«H

NATURE OF CLAIM AND RELATED É¡H á≤∏©àŸG π«°UÉØàdGh áÑdÉ£ŸG á©«ÑW

This form is to be completed by the Policyholder
It is important that answers to this form are true and complete.  Failure to do so could affect your claim.

á≤«KƒdG πeÉM á£°SGƒH êPƒªædG Gòg CÓÁ

.∂àÑdÉ£e ≈∏Y ôKDƒj ób ∂dP ≥«≤– »`a ¥ÉØN E’G .á∏eÉch áë«ë°U êPƒªædG Gòg »`a äÉHÉL E’G ¿ƒµJ ¿CG º¡ŸG øe

(πµdG ôcP ≈Lôj ,áØ«Xh øe ÌcCG OƒLh ∫ÉM »`a) á«dÉ◊G áØ«XƒdG - 1

‹É◊G πª©dG ÜÉë°UCG/ÖMÉ°U - 2

¿Gƒæ©dG

4.  Describe fully the extent and nature of your illness.
Please attached all related medical reports

5.  On what date did you first consult a medical practitioner in 
connection with your illness?

6.  Have you previously suffered from, or received treatment 
for a similar or related illness?

If Yes, please give full details.

§Ñ°†dÉH πª©dG »`a É¡H Ωƒ≤J »àdG ΩÉ¡ŸG OóM - 3

πeÉµdÉH ∂°Vôe á©«ÑW h ióe ∞°U - 4
á∏°üdG äGP á«Ñ£dG ôjQÉ≤àdG áaÉc ¥ÉaQEG ≈Lôj

?∂°Vôe ¢Uƒ°üîH Ö«ÑW IQÉ°ûà°SÉH Iôe ∫h C’ âªb ïjQÉJ …CG »`a - 5

?¢VôŸG Gò¡H  á£ÑJôe hCG á¡HÉ°ûe ¢VGôeCG … C’ ÉLÓY â«≤∏J hCG øe â«fÉY ¿CG ≥Ñ°S πg - 6
π«°UÉØàdG πc Oô°S ≈Lôj ,º©f ÜGƒ÷G ¿Éc GPEG

Contact No.

Name

Address

∫É°üJ’G ºbQ

º°S’G

Yes º©f No ’

Policy No.

Saudi ID/Iqama No.

Name of Participant

PERSONAL PARTICULARS á«°üî°T äÉfÉ«H

¢ùæ÷G

á≤«KƒdG ºbQ

OÓ«ŸG ïjQÉJáeÉb E’G/∫GƒM C’G ábÉ£H ºbQ

∑Î°ûŸG º°SG

Gender Date of Birth

Tel. No.ÊhÎµd E’G ójÈdG ¿Gƒæ©dG∞JÉ¡dG ºbQE-mail Address



?kÉ«dÉM iôNCG ácô°T ájCG iód á¡HÉ°ûe ™aÉæŸ øeDƒe âfCG πg - 10

9.  Have any of your blood relatives suffered from a similar 
or related illness?
If Yes, please state relationship of relative, nature of illness 
and the date when the illness was first diagnosed.

?¬H §ÑJôe hCG ¬HÉ°ûe ¢Vôe hCG ¢VôŸG ¢ùØf øe ΩódÉH ∂FÉHôbCG óMCG ≈fÉY πg - 9

10.  Are you insured for similar benefits with any other company?
If Yes, state the name of the company, the amount of benefits 
insured and whether or not you have submitted a claim in 
connection with such insured benefits.

Name of Company ácô°ûdG º°SG

Policy No. á≤«KƒdG ºbQ

Amount of Benefit á©ØæŸG ≠∏Ñe

Claim Made áeó≤ŸG áÑdÉ£ŸG

DECLARATION AND AUTHORISATION

GENERAL ΩÉY

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

I 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 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_______ .

 ⁄ »æfCGh …OÉ≤àYGh »ª∏Y óM ≈∏Y á∏eÉch áë«ë°U √ÓYCG áeó≤ŸG äÉHÉL E’Gh äÉëjô°üàdG ¿CÉH ôbCG ,Gòg ÖLƒÃ

.≥FÉ≤M ájCG ¿Éªàc hCG AÉØNEÉH ºbCG ⁄h ´OÉ hCG ÅWÉN íjô°üJ …CG ΩóbCG

 ácô°ûd ìÉ°üa E’ÉH ,ÖÑ°S … C’ »æ°üëa hCG »H ºàgG ôNBG ¢üî°T …CG hCG Ö«ÑW hCG ≈Ø°ûà°ùe …CG ¢VƒaCG ,Gòg ÖLƒÃh

 ôjQÉ≤J πc øe ï°ùæH πaÉµJ ÜÉ°S ácô°T ójhõàH h áHÉ°UEG hCG ¢Vôe …CG ¢üîJ »àdG äÉeƒ∏©ŸG πch ájCÉH πaÉµJ ÜÉ°S

 ¢†jƒØàdG Gòg øe IQƒ°üŸG áî°ùædG Èà©J ±ƒ°S .≥Ñ°ùŸG »°VôŸG ïjQÉàdG ∂dP »`a ÉÃ á«Ñ£dG ôjQÉ≤àdGh ≈Ø°ûà°ùŸG

.π°U C’G πãe kÉeÉ“ á◊É°Uh ádÉ©a

.20 ``````````````` áæ°S ```````````````````````````` ô¡°T øe ``````````````````````````````` ïjQÉàH

ógÉ°ûdG ™«bƒJ

¿Gƒæ©dG

º°S’G

áeÉb E’G/∫GƒM C’G ábÉ£H ºbQ

Signature of Participant

¢†jƒØJh QGôbEG

Name

Saudi ID/Iqama No.

Address

Signature of Witness ∑Î°ûŸG ™«bƒJ

Yes º©f No ’

Yes º©f No ’

RECORD OF MEDICAL CONSULTATIONS á«Ñ£dG äGQÉ°ûà°S’G πé°S

∂°Vôe ¢Uƒ°üîH º¡JQÉ°ûà°SÉH âªb Ú«°UÉ°üàNG hCG AÉÑWCG …CG π«°UÉØJ √ÉfOCG ôcPG - 7

8. Please provide the name and address of your usual medical 
attendant if different from above.

.√ÓYCG øjQƒcòŸG øY kÉØ∏à ¿Éc GPEG OÉà©ŸG »Ñ£dG ∑QÉ°ûà°ùe ¿GƒæYh º°SG AÉ£YEG ≈Lôj - 8

7.   Give below the details of any doctors or specialists who have been 
consulted in connection with your illness:

Names and addresses øjhÉæ©dGh AÉª°S C’G

Date consulted IQÉ°ûà°S’G ïjQÉJ

Signature of Policyholder á≤«KƒdG πeÉM ™«bƒJ

¢Vôª∏d ¢ü«î°ûJ hCG ïjQÉJh ¢VôŸG á©«ÑWh áHGô≤dG á∏°U ôcPG ,º©f ÜGƒ÷G ¿Éc GPEG

áÑdÉ£e âeób ób âæc GPEG Éeh áæeDƒŸG ™aÉæŸG ≠∏Ñeh ácô°ûdG º°SG ôcPG ,º©f ÜGƒ÷G ¿Éc GPEG

.’ ΩCG áæeDƒŸG ™aÉæŸG √òg ¢Uƒ°üîH

SABB Takaful Company: P.O. Box 9086, Riyadh 11413, Saudi Arabia. www.sabbtakaful.com á``jOƒ`©°ùdG á`«Hô`©dG áµ∏ªŸG ,11413 ¢VÉjôdG ,9086 .Ü .¢U :π`aÉµJ ÜÉ`°S ácô`°T
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