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(Issuing this Claim Form does not constitute an admission of liability on the part of The Company) (26 5801 o (o Ayl i 100 2L zis Jlesl S ¥)
Remarks: To ensure prompt payment of your claim, please check 356 b dall @l r,m{;‘ IS L) ¢y st o clilllas gy ey (e J,] Oy silas e
that you have filled out all relevant sections of this claim form and Ll a8 ol Ao il 1S 3Ly 1200 ALl

that you have attached the entire original supporting documents.

PERSONAL DETAILS Al Jualai

Name of Policyholder il el @l Plan No. dadsll @3,
Address olsill | Mobile No. Jls2dl @2,

Home/Office Tel. No. /g5 la @)
E-mail Address Sl gl

DETAILS OF LOSS/DAMAGE TO BUILDING AND/OR CONTENTS Olagliond! 91/ 9 rictald 3 pial /3yl Juuslis
Note: Please fill in the information below, where applicable el ISU 3 colial calaglald JLeST el 1 st Do
Date of Loss skl x| Time of Loss  s,L.adl sy | Estimated Amount of Loss G enid) 35l s
(Please furnish details in the attached format) (a3 01 233U 3 Jeuolitl JLS 2 50)
Detailed Description of the Incident Wl Jade 7 yd
Give brief details of any previous loss of a similar nature that was B oye @@mt@mm@au@ubu;@?u@ Lo 5 yomiies Juolis slac! slx I
previously reported :

If you require more space, please complete on a separate page. Aladie 83y e claglall JLST 2 );? Lolad da ey caS 13
State the address/location of the property destroyed/damaged 5 il /83001 U1 g /0l gins eyl 5L I
D hav le interest in the aff roperty? ,

o you have sole interest in the affected property DYGSP’J [INov 85y pa| ZSUY 2 53 yddke Bomlema iy Ja

If no, please provide details of other interests (i.e. lessors, lessee, etc.) (& u-'PL“M Cnase) 6)&;” Elall Jeolas slac! el 11 Y Qg IS 13
Has any alteration been made in the occupation or use of the Saagl! (ol e Bl 2ke 8L v"""'ﬁ“'ﬁi el 5 i ol i
property since the policy came into effect? Please give details. Jenlid L

[Yeses [INovy e S AR
Is there any other insurance company providing cover to this property? EERG{PRVE RIS IPY 5)5; ;,_m‘u 4 :gi lia Ja
|:| Yes s |:| No ¥

If yes, please complete the following: A LT el Il eai g IS 1)
Name of insurance company: Policy no. aadsll @, :wiﬂl 855 sl
Note: Please attach police report, fire brigade report and any other documents to salidllas @e JPI R eLalo¥l 8 )3 5o a0y Alo p il 5,35 3l el I :alas e

support your claim.



DETAILS OF LOSS/DAMAGE TO PERSONAL POSSESSIONS

Note: Please fill in the information below, where applicable

Auamid) OLiCael § pall /3 yludt! Jualad
sl AT 2 colisl cbaglall JLaS] b1l sdlion Sl

Date of Loss 55kl 5055

Time of Loss

3lusl cdy

Estimated Amount of Loss

00 5Ll e

(Please furnish details in the attached format) (aza,l =3 s Juslisd! JLS! > )

Place Where Loss Occurred/Discovered

53Leuill LS /435 1S

Detailed Description of the Incident

Ldlsll ey

Give brief details of any previous loss of a similar nature suffered by you

o (on L il 8B e > B 5L Bl e Lo 3 pumie Juanli sl sl 1

Note: Please attach police report, purchase receipts and any other documents to

support your claim.

DETAILS OF ACCIDENT TO DOMESTIC HELPER

RS IR IR APPARV-A WP PRIESV-ASURS:: It 1 ST TS 1Y

clidllas e i3y

A 38 Aaall Gt huola

Section 1: Personal Details
Please () box where appropriate:

Gzl Juolatll : 1 @l

sl GISU 0 (V) edle g o2 0

Name of Injured/Deceased Person

sl folal) panddl qul

Saudi ID / Ilgama No.

L3I @3,/ lg Y1 2Ly

Nationality

Occupation

Aol

Gender
D Male ,$3

ozl
|:| Female u:;

Monthly Income el gl

Martial Status

Belan ¥l Al

Dexterity

ol Jlesia!

[] Left-handed ,uel [ ] Righthanded cyel

Section 2: Details of Incident

Date of Incident a3lgll Eygus s

Time of Incident

Ldlgll &g By

Place of Incident

330!l Juolas :2 @l

dadl gl g oS

Nature of Injury

Blo¥ eyl

Brief Details of the Accident

Aalgll e 3 juaiza Juolss

Is a third party liable for the accident?

If yes, please provide the following:

DYes ]

|:|No>r

Sa3lg)l (pe Jofiean Sl 3yl lia Ja

A JLEST sl 1 s gl IS 131

o Name: ¥l e
« Address: lgiadl e
* Police report EUSTEA VRV
Is this a road accident? []Yes o [INo §53950 ol 35 Ja

If yes, please provide brief description of the accident

kel junis

o sllael sl Il aad sl IS 130




Section 2: Details of Incident (Cont'd)

(25) Slegtt Yol :2 @uuall

Date of Hospital Admission

izl Jsaa s0yi5| Date of Discharge

chdiadl e gyl gl

Name(s) & Address of Doctor(s) Who Attended to the Injured/Deceased Person

o35l folall kil fyalle (sl (L) Condall i 5 (sLewl) s

Name of Doctor AP

Address Olgiall

E-mail Address ¥l 01 | Telephone gl

Period of Treatment kel 3,5
From: oe o i

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

|:| Yes s
If yes, please state the source and the amount of compensation.

Name of Insurance Company:

S0 Al o gt e Jpumml s il Ja skl i Legs |
|:| No y
somgall fling Agandl S5 o2 e Qlsdl OIS T3]

pasged] il

Compensation Amount:

:Q}aiﬂ\ 54 “J

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

|:| Yes s
If yes, please state name of the Company, amount and date received .

Name of Insurance Company:

Swugﬁééblboﬂuu@ulbﬂu&ﬁ”lﬁbﬁf@WOLB—.MJAH

I:,NOY

A )59 AL 3 580 sl S5 olgad! IS 1)
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Amount Received:

Date Received:

e Mo V‘Sé;‘“é‘-‘l‘

:‘:)&:w}{l &b

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.

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

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

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
l/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.

Signature of PoIicyhoIder/CIaimant(s)
LUl anie/paie 5l 228l Jals pgs
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Date ol

SABB Takaful Company: P.O. Box 9086, Riyadh 11413, Saudi Arabia. www.sabbtakaful.com ausyetay,iastal (11413 (ol,i 9086 .o .o + JBIST wobw S p&

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

(9661) 276 4463 . .52 .(9661) 276 4400 :sls



DETAILS OF LOSS/DAMAGE TO BUILDING AND/OR

CONTENTS/PERSONAL POSSESSIONS Aain ) A [ Sl )] 5 tall 10l /Byl Jpualds

o Date of Purchase/Acquisition )
Damaged Items Full Description of Loss or Damage and Original Cost Amount Claimed Remarks
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