SABB Takatul J-8LS5 ol

CRITICAL ILLNESS CLAIM FORM

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.
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PERSONAL PARTICULARS Auasnd Oliky
Policy No. wsy0 @, | Name of Participant il el
Gender izt | Saudi ID/Igama No. :umjl/y,;}t sl @, | Date of Birth Sl ks
E-mail Sis3s a, | Tel. No. il @, | Address AR

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

Aondl Jasdl lomas /L - 2

Name ¥l
Address Olgall
Contact No. Jlal @3,

3. List exact duties performed at work
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NATURE OF CLAIM AND RELATED

4. Describe fully the extent and nature of your illness.
Please attached all related medical reports
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5. On what date did you first consult a medical practitioner in
connection with your illness?
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6. Have you previously suffered from, or received treatment
for a similar or related iliness? [Dves o [INowy

If Yes, please give full details.
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RECORD OF MEDICAL CONSULTATIONS

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

Names and addresses

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

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.
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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

10. Are you insured for similar benefits with any other company? DYeS P |:| No ¥
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Policy No.
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Amount of Benefit
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Claim Made
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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 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 salill g
Name ¥l
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Address Olgiad!
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SABB Takaful Company: P.O. Box 9086, Riyadh 11413, Saudi Arabia. www.sabbtakaful.com asyetay i astatl (11413 (ol,01 9086 ..o + JBIST ool Sy

Tel. (9661) 276 4400, Fax (9661) 276 4463
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