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PERSONAL ACCIDENT TAKAFUL CLAIM FORM

(Issuing this Claim Form does not constitute an admission of liability on the part of The Company)
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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.
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PERSONAL DETAILS Lasnil) Luolai

E-mail Address

Name of Policyholder gl Jel> ol | Plan No. Wiyl @3,
Address olswll | Mobile No. Js2dl @3,
Home/Office Tel. No. S/ 3l ala @3y

S g )

DETAILS OF INJURED/DECEASED PERSON 25 / Qluall padnitl Sualal

[] Left-handed el ] Right-handed s

Name of Injured/Deceased Person Gasll/Glall panall ul | Age sl
Nationality awisdl | Occupation aalll [Martial Status EPA RS 1] BN ]
Relationship with the Policyholder aadgll Jales 1l yall s | Gender ol
[(IMale 3
Dexterit I Jlest .
exterity sl glesiad [JFemale ol

DETAILS OF INCIDENT

Date and Time of Incident

W3yl gam 3y 550k | Place of Incident

Aad ) Jusolss

a1yl &yus olsa | Nature of Injury Lo aayls

Brief Details of the Incident
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Is a third party liable for the accident?

DYes‘u.‘.

If yes, please provide the following:
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Is this a road accident?

If yes, please provide brief description of the accident.

« Name: ¥l e

« Address: Olgiall

» Police report Ayl s e
860900 sl 58 Ja

DYes;«.’.
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DISABILITY

State the period during which the injured person has been totally
disabled from attending to his/her normal occupation.

From:
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Y To: ujl

Is the injured person still totally disabled?

If no, from what date was the injured person able to perform some
part of his occupation?
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Percentage of disability as approved by Government Medical Board
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MEDICAL EXPENSES CLAIM Adall asylial A lina

Amount of Medical Expenses:

A. Attending Doctors: sl LY 1
Name: ‘el
Address: 2lgall
Telephone Number: calgll @3,
Period: From: e 1O ! sall

EWRIERIRIFIIN

B. In case of hospitalisation:

Hospital Name:

peresi] E\JLL.,E o

it gl

Address:

Telephone Number:

10l gl

Period: From:

Amount of Medical Expenses:

gl i)
To: o Bl

Alall Gyl e

Please attach incident report detailing incident and duly signed by
authorised signatory.

WORKPLACE ACCIDENT CLAIM Joal! pge &2l g At llna

Jgell Gasill g Wige caslodl ol cpauimill @bl 535 Lol L 1

Any witness to the incident?
|:| Yes s

If yes, please attach witness statement.

Senladl Lle sals ‘:g; s Ja

DNOY
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Company'’s Business Activity

%, all Jee bolis

Number of Years of Business Operation 38,80 Jae oilyia sue

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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OTHER INFORMATION > Claglae

A. State whether in respect of the accident you are entitled to sé,giq?ajyuaﬁukd}nau;r,ﬂusu}u,ssl ‘muxua;u_@.?
receive compensation from any other source?

|:| Yes s |:| No y
If yes, please state the source and the amount of compensation. o] flass Bgall S5 2 s cqead Sl OIS 13
Name of Insurance Company/Source: :Z.g,?.ll/g}ni_‘d\ i ol
Compensation Amount: o] e
B. Have you ever made a claim for compensation in respect of any S@AEas)aé§¢.AL,O;a?su¢,;?a4Lagafibgu@&m allas ﬁmfmj@u@.__.

other accidental injury from any insurer?

DYes(u.‘: DNoy

If yes, please state name of the Company, amount and date received . i L LA B8 5 gl SE31 sl Glgadl 1S 13
Name of Insurance Company: :WB\ 3 i el
Amount Received: el &3 g2 Al
Date Received: b gl

DECLARATION 3

I/We do further declare that to best of my/our knowledge and belief Lillan / illine et Loasaids 5 il 2 U1 ol ially sSe! Rl Juualil) oy s 5 / 1 31

the foregoing particulars and the attached documents submitted in ob IS ¢y 55 / Ll 30 LS alimal / galinely Liale / ale o ole dongmang 8380 3 plall JS: o8

support of my/our claim are true and correct in every respect and L/ L B 5] D (g sy B ALl lomiacall 2 Cgunsll 5 yall /3L

I/we further declare that the loss/damage as described overleaf
without any design or ~ procurement on myj/our part /has acciden-

tally taken place. uopj ;J\__\cjummjj%é;yuj Crosdsll /sl AUl aia/ g 0y g / i u;,,??,;
) ) ) - 02 Gl cilaglall 9 ks Lelian 5l JalSS ol 38 58 pLad¥ly 655 Aalaia Byl o) Buag> dga &l
I/We, the undersigned claimant, hereby authorise any physician, Al Bndle i i) B3 3 laghan Bl sl 2yl 5359 ulall oLl Somal

hospital, clinic, police and government authorities, or other organiza-
tion 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 Policyholder/Claimant(s) Date &t
Alall esde/aade gl 22fs Lol pds
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