
DETAILS OF INJURED/DECEASED PERSON ≈aƒàŸG/ÜÉ°üŸG ¢üî°ûdG π«°UÉØJ

PERSONAL ACCIDENT TAKAFUL CLAIM FORM á«°üî°ûdG çOGƒë∏d πaÉµJ èeÉfÈd áÑdÉ£e êPƒ‰

(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 ’)

Name of Injured/Deceased Person

Nationality

≈aƒàŸG/ÜÉ°üŸG ¢üî°ûdG º°SG

¢ùæ÷G

á«°ùæ÷G Occupation áØ«XƒdG Martial Status á«YÉªàL’G ádÉ◊G

Female ≈ãfCG

Male ôcP

Left-handed ô°ùYCG

DETAILS OF INCIDENT á©bGƒdG π«°UÉØJ

Date and Time of Incident

Brief Details of the Incident á©bGƒ∏d Iô°üà π«°UÉØJ

á©bGƒdG çhóM âbh h ïjQÉJ Place of Incident á©bGƒdG çhóM ¿Éµe Nature of Injury áHÉ°U E’G á©«ÑW

Is a third party liable for the accident?

Is this a road accident?

Yes º©f No ’

:º°S’G 

áWô°ûdG ôjô≤J

?…Qhôe çOÉM ƒg πg

Right-handed øÁCG

Dexterity ó«dG ∫Éª©à°SG

?á©bGƒdG øY ∫ƒÄ°ùe ådÉK ±ôW ∑Éæg πg

Relationship with the Policyholder á≤«KƒdG πeÉëH áHGô≤dG á∏°U

ôª©dG

Yes º©f No ’

:¿Gƒæ©dG 

•

•
•

•

•
• Name:

Address:

Police report

Gender

Age

If yes, please provide the following: :‹ÉàdÉH ÉfójhõJ AÉLôdG ,º©f ÜGƒ÷G ¿Éc GPEG

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

Plan No.

PERSONAL DETAILS á«°üî°ûdG π«°UÉØàdG

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

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



DISABILITY õé©dG

From: :øe

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

.IOÉà©ŸG É¡àØ«Xh/¬àØ«Xh ádhGõe øY kÉ«∏c kGõLÉY É¡dÓN ÜÉ°üŸG ¢üî°ûdG ¿Éc »àdG IÎØdG ôcP ≈Lôj

MEDICAL EXPENSES CLAIM á«Ñ£dG ∞jQÉ°üŸG áÑdÉ£e

WORKPLACE ACCIDENT CLAIM πª©dG ™bƒe çOGƒM áÑdÉ£e

Please attach incident report detailing incident and duly signed by 
authorised signatory. ∫ƒîŸG ¢üî°ûdG ™«bƒàH kÉ≤Kƒe çOÉ◊G π°ù∏°ùJ øª°†àŸG çOÉ◊G ôjô≤J ¥ÉaQEG AÉLôdG

Any witness to the incident? ?çOÉ◊G ≈∏Y ógÉ°T …CG ∑Éæg πg

A. Attending Doctors:

Address:

Name:

Telephone Number:

:ÚæjÉ©ŸG AÉÑW C’G .CG

:¿Gƒæ©dG

:º°S’G

:∞JÉ¡dG ºbQ

Company’s Business Activity Number of Years of Business Operation ácô°ûdG πªY äGƒæ°S OóYácô°ûdG πªY •É°ûf

Yes º©f No ’

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

To: :¤EG

Is the injured person still totally disabled?

Percentage of disability as approved by Government Medical Board á``````«eƒµ◊G á``«Ñ£dG á```æé∏dG π``Ñb øe ¬``«∏Y ≥``aGƒŸG Ö°ùM õ```é©dG á``Ñ°ùf

?kÉ«∏c kGõLÉY ÜÉ°üŸG ¢üî°ûdG ∫Gõj ’ πg

Yes º©f No’

Period:

Amount of Medical Expenses: :á«Ñ£dG ∞jQÉ°üŸG ≠∏Ñe

:IóŸGFrom: :øe To: :¤EG

B. In case of hospitalisation:

Address:

Hospital Name:

Telephone Number:

:ËƒæàdG ádÉM »`a .Ü

:¿Gƒæ©dG

:≈Ø°ûà°ùŸG º°SG

:∞JÉ¡dG ºbQ

Period:

Amount of Medical Expenses: :á«Ñ£dG ∞jQÉ°üŸG ≠∏Ñe

:IóŸG
From: :øe To: :¤EG

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

If yes, please attach witness statement. ógÉ°ûdG QGôbEG ¥ÉaQEG AÉLôdG , º©f ÜGƒ÷G ¿Éc GPEG

If no, from what date was the injured person able to perform some 
part of his occupation?

?¬àØ«Xh øe AõL ádhGõe ≈∏Y kGQOÉb ÜÉ°üŸG ¢üî°ûdG íÑ°UCG ïjQÉJ …CG øe ,’ ÜGƒ÷G ¿Éc GPEG



OTHER INFORMATION iôNCG äÉeƒ∏©e

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 acciden-
tally taken place.

I/We, the undersigned claimant, hereby authorise any physician, 
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. 

 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 ‘ ±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

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

Name of Insurance Company/Source:

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

:á¡÷G/ÚeCÉàdG ácô°T º°SG

Compensation Amount: :¢†jƒ©àdG ≠∏Ñe

A. State whether in respect of the accident you are entitled to 
receive    compensation from any other source?

Yes º©f No ’

?iôNCG á¡L ájCG øe ¢†jƒ©J ≈∏Y ∫ƒ°üë∏d k’ƒ âæc GPEG Ée ôcPG ,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 any 
other accidental injury from any insurer?

Yes º©f No ’

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

Date Received: :ΩÓà°S’G ïjQÉJ

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

Date ïjQÉàdG

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
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