
Plan No.

PERSONAL DETAILS á«°üî°ûdG π«°UÉØàdG

DETAILS OF LOSS/DAMAGE TO BUILDING AND/OR CONTENTS äÉjƒàëŸG hCG/h ≈æÑª∏d Qô°†dG/IQÉ°ùÿG π«°UÉØJ

HOME TAKAFUL PLAN CLAIM FORM ∫RÉæª∏d πaÉµJ èeÉfôH áÑdÉ£e êPƒ‰

Name of Policyholder

Address

á≤«KƒdG πeÉM º°SG á≤«KƒdG ºbQ

¿Gƒæ©dG Mobile No. ∫Gƒ÷G ºbQ

Home/Office Tel. No. ÖàµŸG/∫õæŸG ∞JÉg ºbQ

Note: Please fill in the information below, where applicable Ö°SÉæŸG ¿ÉµŸG »`a ,√ÉfOCG äÉeƒ∏©ŸG ∫ÉªcEG AÉLôdG :á¶MÓe

State the address/location of the property destroyed/damaged IQô°†àŸG/áØdÉàdG á«µ∏ŸG ™bƒe/¿Gƒæ©H íjô°üàdG AÉLôdG

Give brief details of any previous loss of a similar nature that was 
previously reported

πÑb øe É¡æY ≠«∏ÑàdG ” á∏KÉ‡ á©«ÑW äGP á≤HÉ°S IQÉ°ùN ájCG ¢üîj Éª«a Iô°üà π«°UÉØJ AÉ£YEG AÉLôdG

Do you have sole interest in the affected property? ?IQô°†àŸG á«µ∏ŸG »`a IOôØæe áë∏°üe ∂jód πgYes º©f No ’

Is there any other insurance company providing cover to this property?

Name of insurance company:   Policy no.

?á«µ∏ŸG √òg á«£¨àH Ωƒ≤J iôNCG ÚeCÉJ ácô°T ájCG ∑Éæg πg

:á≤«KƒdG ºbQ     :ÚeCÉàdG ácô°T º°SG

Yes º©f No ’

Has any alteration been made in the occupation or use of the 
property since the policy came into effect? Please give details.

?á≤«KƒdG ¿Éjô°S ájGóH òæe á«µ∏ŸG ΩGóîà°SG hCG ∑ÓàeG »`a Ò«¨J …CG ∑Éæg πg

.π«°UÉØàdG AÉ£YEG ≈Lôj
Yes º©f No ’

Note: Please attach police report, fire brigade report and any other documents to 
support your claim.

.∂àÑdÉ£e ºYód iôNCG äGóæà°ùe ájCGh AÉØW E’G ábôa ôjô≤Jh áWô°ûdG ôjô≤J ¥ÉaQEG AÉLôdG :á¶MÓe

(Issuing this Claim Form does not constitute an admission of liability on the part of The Company) 
(ácô°ûdG ±ôW øe á«dƒÄ°ùŸÉH kÉaGÎYG Gòg áÑdÉ£ŸG êPƒ‰ ∫É°SQEG πµ°ûj ’)

If no, please provide details of other interests (i.e. lessors, lessee, etc.) (ïdEG øjôLCÉà°ùe ,øjôLDƒe) iôN C’G ídÉ°üŸG π«°UÉØJ AÉ£YEG AÉLôdG ,’ ÜGƒ÷G ¿Éc GPEG

If yes, please complete the following: :‹ÉàdG ∫ÉªcEG AÉLôdG ,º©f ÜGƒ÷G ¿Éc GPEG

Date of Loss Time of Loss …ôjó≤àdG IQÉ°ùÿG ≠∏ÑeIQÉ°ùÿG âbhIQÉ°ùÿG ïjQÉJ

Detailed Description of the Incident á©bGƒ∏d π q°üØe ìô°T

Estimated Amount of Loss

(Please furnish details in the attached format) (á≤aôŸG áëFÓdG »`a π«°UÉØàdG ∫ÉªcEG ≈Lôj)

Remarks:  To ensure prompt payment of your claim, please check 
that you have filled out all relevant sections of this claim form and 
that you have attached the entire original supporting documents.

 êPƒ‰ »`a  á∏°üdG  äGP ΩÉ°ùb C’G  áaÉc ∫ÉªcEG  øe ócCÉàdG  ≈Lôj ,∂àÑdÉ£e ™aO áYô°S ¿Éª°V πLCG  øe :á¶MÓe

.áÑdÉ£ŸG ºYóJ »àdG á«∏°U C’G äGóæà°ùŸG áaÉc ¥ÉaQEG øeh Gòg áÑdÉ£ŸG

E-mail Address ÊhÎµd E’G ójÈdG

If you require more space, please complete on a separate page. .á∏°üØæe ábQh ≈∏Y äÉeƒ∏©ŸG ∫ÉªcEG ≈Lôj ,ÈcCG áMÉ°ùŸ áLÉëH âæc GPEG



DETAILS OF LOSS/DAMAGE TO PERSONAL POSSESSIONS á«°üî°ûdG äÉ«æà≤ª∏d Qô°†dG/IQÉ°ùÿG π«°UÉØJ

DETAILS OF ACCIDENT TO DOMESTIC HELPER á«dõæŸG ádÉª©∏d çOÉ◊G π«°UÉØJ

Section 1: Personal Details á«°üî°ûdG π«°UÉØàdG :1 º°ù≤dG

Date of Loss Time of Loss

Place Where Loss Occurred/Discovered

…ôjó≤àdG IQÉ°ùÿG ≠∏ÑeIQÉ°ùÿG âbhIQÉ°ùÿG ïjQÉJ

Note: Please fill in the information below, where applicable Ö°SÉæŸG ¿ÉµŸG »`a ,√ÉfOCG äÉeƒ∏©ŸG ∫ÉªcEG AÉLôdG :á¶MÓe

IQÉ°ùÿG ±É°ûàcG/´ƒbh ¿Éµe

Detailed Description of the Incident á©bGƒ∏d π q°üØe ìô°T

Give brief details of any previous loss of a similar nature suffered by you πÑb øe É¡æY ≠«∏ÑàdG ” á∏KÉ‡ á©«ÑW äGP á≤HÉ°S IQÉ°ùN ájCG ¢üîj Éª«a Iô°üà π«°UÉØJ AÉ£YEG AÉLôdG

إقرار

Estimated Amount of Loss

Section 2: Details of Incident á©bGƒdG π«°UÉØJ :2 º°ù≤dG

Date of Incident Time of Incident

Nature of Injury

á©bGƒdG çhóM ¿Éµeá©bGƒdG çhóM âbhá©bGƒdG çhóM ïjQÉJ

áHÉ°U E’G á©«ÑW

Brief Details of the Accident á©bGƒdG øY Iô°üà π«°UÉØJ

Is this a road accident? ?…Qhôe çOÉM ƒg πg

Place of Incident

Note: Please attach police report, purchase receipts and any other documents to
support your claim.

iôNCG äGóæà°ùe ájCGh AGô°ûdG ÒJGƒah áWô°ûdG ôjô≤J ¥ÉaQEG AÉLôdG :á¶MÓe

.∂àÑdÉ£e ºYód ∂dPh

Yes º©f No ’

Is a third party liable for the accident?
Yes º©f No ’

?á©bGƒdG øY ∫ƒÄ°ùe ådÉK ±ôW ∑Éæg πg

Gender

Name of Injured/Deceased Person

Nationality

Monthly Income

≈aƒàŸG/ÜÉ°üŸG ¢üî°ûdG º°SG

¢ùæ÷G

…ô¡°ûdG πNódG

á«°ùæ÷G Occupation áØ«XƒdG

Martial Status á«YÉªàL’G ádÉ◊G

Female ≈ãfCGMale ôcP

Left-handed ô°ùYCG Right-handed øÁCG

Dexterity ó«dG ∫Éª©à°SG

Please (√) box where appropriate: :Ö°SÉæŸG ¿ÉµŸG »`a (√) áeÓY ™°Vh ≈Lôj

Saudi ID / Iqama No. áeÉb E’G ºbQ/∫GƒM C’G ábÉ£H

:º°S’G 

áWô°ûdG ôjô≤J

:¿Gƒæ©dG 

•

•
•

•
•
• Name:

Address:

Police report

(Please furnish details in the attached format) (á≤aôŸG áëFÓdG »`a π«°UÉØàdG ∫ÉªcEG ≈Lôj)

If yes, please provide the following: :»J B’G ∫ÉªcEG AÉLôdG ,º©f ÜGƒ÷G ¿Éc GPEG

If yes, please provide brief description of the accident çOÉë∏d ô°üà ìô°T AÉ£YEG AÉLôdG ,º©f ÜGƒ÷G ¿Éc GPEG



Date of Hospital Admission ≈Ø°ûà°ùŸG øe êhôÿG ïjQÉJ≈Ø°ûà°ùŸG ∫ƒNO ïjQÉJ Date of Discharge

Name(s) & Address of Doctor(s) Who Attended to the Injured/Deceased Person ≈aƒàŸG/ÜÉ°üŸG ¢üî°ûdG Gƒ÷ÉY øjòdG (AÉÑW C’G) Ö«Ñ£dG ¿GƒæY h (AÉª°SCG) º°SG

Name of Doctor

E-mail Address

Ö«Ñ£dG º°SG

êÓ©dG IÎa

ÊhÎµd E’G ójÈdG

Period of Treatment

Section 2: Details of Incident (Cont’d) (™HÉJ) ™FÉbƒdG π«°UÉØJ :2 º°ù≤dG

Address ¿Gƒæ©dG

From: :øe To: :¤EG

If yes, please state the source and the amount of compensation.

Name of Insurance Company:

.¢†jƒ©àdG ≠∏Ñeh á¡÷G ôcP ≈Lôj ,º©f ÜGƒ÷G ¿Éc GPEG

:ÚeCÉàdG ácô°T º°SGCompensation Amount:

:¢†jƒ©àdG ≠∏Ñe

A. In respect of the accident, are you entitled to receive
compensation from any other source?

Yes º©f No ’

?iôNCG á¡L ájCG øe ¢†jƒ©J ≈∏Y ∫ƒ°üë∏d l∫ƒ âfCG πg ,çOÉ◊G ¢üîj Éª«a .CG

If yes, please state name of the Company, amount and date received .

Name of Insurance Company:

.ΩÓà°S’G ïjQÉJh ≠∏ÑŸG ,ácô°ûdG º°SG ôcPG ,º©f ÜGƒ÷G ¿Éc GPEG

:ÚeCÉàdG ácô°T º°SG

Amount Received: :¬eÓà°SG ” …òdG ≠∏ÑŸG

B. Have you ever made a claim for compensation in respect of 
accidental injury from any insurer?

Yes º©f No ’

?ÚeCÉJ ácô°T … C’ çOÉM øY áŒÉf áHÉ°UEG øY ¢†jƒ©à∏d áÑdÉ£e Ëó≤àH âªb ¿CG ≥Ñ°S πg .Ü

Date Received: :ΩÓà°S’G ïjQÉJ

Please attach death certificates, all medical reports & other 
supportive documents to support your claim. In respect of disability, 
the Government Medical Board report indicating percentage of 
disability, must be attached.

 , õé©∏d áÑ°ùædÉHh  .∂àÑdÉ£e ºYóJ »àdG iôN C’G äGóæà°ùŸGh á«Ñ£dG ôjQÉ≤àdG áaÉch IÉaƒdG äGOÉ¡°T ¥ÉaQEG AÉLôdG

.õé©dG áÑ°ùf ¤EG Ò°ûj …òdG á«eƒµ◊G á«Ñ£dG áæé∏dG ôjô≤J ¥ÉaQEG Öéj

Partial disablement arises when the patient is capable of attending 
to some portion of his ordinary profession, business or vocation 
including supervision.

Total disablement arises when the patient is rendered completely 
incapable of attending to any part of his ordinary profession, 
business or vocation. 

 »`a ÉÃ IOÉà©ŸG ¬àæ¡e hCG ¬∏ªY ,¬àaôM øe Ée mAõL ádhGõe ≈∏Y kGQOÉb ¢†jôŸG ¿ƒµj ÉeóæY á«Fõ÷G ábÉY E’G CÉ°ûæJ

.±Gô°T E’G ∂dP

.IOÉà©ŸG ¬àæ¡e hCG ¬∏ªY ,¬àaôM øe AõL …CG ádhGõe ≈∏Y kÉbÓWEG QOÉb ÒZ ¢†jôŸG ¿ƒµj ÉeóæY á«∏µdG ábÉY E’G CÉ°ûæJ

DECLARATION QGôbEG

I/We do further declare that to best of my/our knowledge and belief   
the foregoing particulars and the attached documents submitted in 
support of my/our claim are true and correct in every respect and 
I/we further declare that the loss/damage as described overleaf 
without any design or procurement on my/our part /has accidentally 
taken place.

I/We, the undersigned claimant, hereby authorise any physician, 
hospital, clinic, police and government authorities, or other
organization to disclose to SABB Takaful Company or its
representative any and all information concerning the disability, 
medical history, police statement made and any other relevant 
information for claim processing purpose. 

 ÉæàÑdÉ£e / »àÑdÉ£e ºYód É¡Áó≤J ” »àdG á≤aôŸG äGóæà°ùŸGh √ÓYCG áeó≤ŸG π«°UÉØàdG ¿CÉH øëf ô≤f / ÉfCG ôbCG

 ¿CÉH ∂dòc øëf ô≤f / ÉfCG ôbCG Éªc .ÉfOÉ≤àYG / …OÉ≤àYGh Éæª∏Y / »ª∏Y óM ≈∏Y áë«ë°Uh á≤Kƒe ¥ô£dG πµH »g

.Éæ∏Ñb/»∏Ñb øe á«f hCG ó°üb ¿hóH â©bh ób á≤HÉ°ùdG äÉëØ°üdG »`a ±ƒ°UƒŸG Qô°†dG/IQÉ°ùÿG

 áWô°T hCG IOÉ«Y hCG ≈Ø°ûà°ùe hCG Ö«ÑW …CG ,√ÉfOCG Ú©bƒŸG/™bƒŸG áÑdÉ£ŸG »eó≤e/Ωó≤e ,øëf ¢VƒØf / ÉfCG ¢VƒaCGh

 ¢üîJ »àdG äÉeƒ∏©ŸG πch ájCÉH É¡∏ã‡ hCG πaÉµJ ÜÉ°S ácô°ûd ìÉ°üa E’ÉH iôNCG áª¶æe ájCG hCG á«eƒµM á¡L ájCG hCG

.áÑdÉ£ŸG á÷É©e ¢Vô¨d á≤∏©àe iôNCG äÉeƒ∏©e ájCGh Ωó≤ŸG áWô°ûdG ôjô≤Jh »Ñ£dG ïjQÉàdGh õé©dG

Signature of Policyholder/Claimant(s)
áÑdÉ£ŸG »eó≤e/Ωó≤e hCG á≤«KƒdG πeÉM ™«bƒJ

Date ïjQÉàdG

Telephone ∞JÉ¡dG

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

(9661) 276 4463 :¢ù``cÉ`Ø``«∏J ,(9661) 276 4400 :∞JÉgTel. (9661) 276 4400, Fax (9661) 276 4463



DETAILS OF LOSS/DAMAGE TO BUILDING AND/OR 
CONTENTS/PERSONAL POSSESSIONS

á«°üî°ûdG á©àe C’G / äÉjƒàëŸG hCG/h ≈æÑª∏d Qô°†dG/IQÉ°ùÿG π«°UÉØJ

Damaged Items Amount Claimed
äÉ¶MÓe¬H ÖdÉ£ŸG ≠∏ÑŸGIQô°†àŸG äGOƒLƒŸG

RemarksFull Description of Loss or Damage
Qô°†dG hCG IQÉ°ùî∏d πeÉµdG ∞°UƒdG

Date of Purchase/Acquisition 
and Original Cost

»∏°U C’G ô©°ùdGh AÉæàb’G/AGô°ûdG ïjQÉJ
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