
Address

Policy No.

I hereby request that the above Policy be changed in the 
following marked particulars:

REQUEST FOR AMENDMENT FORM

Name of Policyholder

Name of Participant

Date

New Account No.Bank Name

Credit Card No.Expiry Date

Standing Instruction Credit Card Direct Debit

ïjQÉàdG

Important note: When completing any of the sections below, a new 
Payment Mandate needs to be completed and attached to this request. 

¿Gƒæ©dG

:á«dÉàdG É¡«dEG QÉ°ûŸG äÉfÉ«ÑdG Ö°ùëH √ÓYCG á≤«KƒdG πjó©J Ö∏WCG ,Gòg ÖLƒÃ

á≤«KƒdG πeÉM º°SG

∑Î°ûŸG º°SG

ójó÷G ÜÉ°ù◊G ºbQ

¿ÉªàF E’G ábÉ£H ºbQ

áªFGO äÉª«∏©J

É¡bÉaQEGh IójóL ™aO áª«°ùb êPƒ‰ ∫ÉªcEG Öéj ,√ÉfOCG ™aódÉH á≤∏©àŸG äGô≤ØdG øe …CG áÄÑ©J óæY :áeÉg á¶MÓe

.Ö∏£dG Gòg ™e

á≤«KƒdG ºbQ

ô°TÉÑe º°üN¿ÉªàFEG ábÉ£H

∂æÑdG º°SG

á«MÓ°üdG AÉ¡àfG ïjQÉJ

πjó©J Ö∏W êPƒ‰
Please complete in BLOCK LETTERS and tick (√) as appropriate

PERSONAL DETAILS á«°üî°ûdG π«°UÉØàdG

¢ü°üîŸG ¿ÉµŸG »`a (√) áeÓ©H IQÉ°T E’Gh í°VGh §îH áHÉàµdG AÉLôdG

AMENDMENTS äGÒ«¨àdG

P.O. Box No.

City Postal CodeOther Address

District / Unit No.Building No. / Street ´QÉ°ûdG / ≈æÑŸG ºbQ IóMƒdG ºbQ / »◊G

ôNBG ¿GƒæY

ójÈdG ¥hóæ°U ºbQ

áæjóŸG …ójÈdG õeôdG

Personal Related á«°üî°ûdG äÉeƒ∏©ŸÉH á≤∏©àe

Contact Details ∫É°üJ’G äÉfÉ«H

Home/Office Tel. No.Mobile No. Fax No.

E-mail

ÖàµŸG/∫õæŸG ∞JÉg ºbQ∫Gƒ÷G ºbQ ¢ùcÉØdG ºbQ

ÊhÎµd E’G ójÈdG

Arabic English

What is your preferred language for correspondence?

Letter Fax E-mail

What is your preferred mode of correspondence?ماهي لغة المراسلات المفضلة لديك؟ ?∂jód á∏°†ØŸG á∏°SGôŸG á∏«°Sh »gÉe

…õ«∏‚EG ÊhÎµdEG ójôH¢ùcÉa»HôY ójôH

Payment Related ™aódÉH á≤∏©àe

Frequency of Payment ™aódG QGôµJ

Annual Semi-annual Quarterly Monthly…ƒæ°S …ô¡°T…ƒæ°S ™HQ…ƒæ°S ∞°üf

Method of Payment
(Note: If this will result in changing account number please complete below section)

™aódG á≤jôW

(√ÉfOCG Iô≤ØdG ∫ÉªcEG ≈Lôj ,ÜÉ°ù◊G ºbQ Ò«¨J ∂dP øY èàf GPEG :á¶MÓe)

Account Details
(Note: If this will result in changing account number please complete below section)

ÜÉ°ù◊G äÉfÉ«H

(á≤«KƒdG á∏ªM/πeÉM º°SÉH ójó÷G ÜÉ°ù◊G ¿ƒµj ¿CG Öéj :á¶MÓe)

Contribution Related ∑GÎ°T’ÉH á≤∏©àe

Increase/Decrease Contribution
(Note: The increase of Contribution will not increase the Benefit Amount 
unless specifically requested by the Policyholder in Policy Related section)

∑GÎ°T’G ¢†«ØîJ/IOÉjR

 kGójó– ∂dP Ö∏£H á≤«KƒdG πeÉM Ωó≤J GPEG ’EG á©ØæŸG áª«b øe ∑GÎ°T’G IOÉjR ójõJ ød :á¶MÓe)

(á≤«KƒdÉH ≥∏©àŸG º°ù≤dG »`a

From øe

To ¤EG



Rider Type Type of Amendment

Accidental death benefit

Accidental medical
expenses benefit

Critical Illness benefit

Partial and permanent disability

Total and Permanent disability

1) I, the undersigned, under the policy mentioned above, 
hereby declare that since the original policy was issued 
there has been no change in my occupation; that I am in 
good health free from all diseases, deformities and 
temperate habits; that I have not suffered from any illness, 
bodily injury or physical impairment of any kind from the 
date the original policy was issued.

2) Request for copy of the Policy: I hereby declare that the 
above numbered policy was lost or destroyed. This policy is 
not now assigned, nor has it been otherwise transferred or 
encumbered in any manner. No person, company, or 
corporation has or claims to have any right to possession of 
this policy.

 I agree that should the original policy be found or in any way 
come into my possession, I will return the duplicate policy to 
the company.

Waiver of contribution benefit

Others

»`aÉ°V E’G ó≤©dG ´ƒf

çOÉM øY áŒÉædG IÉaƒdG á©Øæe

çOÉM øY áŒÉædG á«Ñ£dG ∞jQÉ°üŸG á©Øæe

á«°ü©à°ùŸG ¢VGôe C’G á©Øæe

ºFGódG »Fõ÷G õé©dG á©Øæe

ºFGódG »∏µdG õé©dG á©Øæe

 Ò«¨J …CG CGô£j ⁄ á«∏°U C’G á≤«KƒdG QGó°UEG òæeh ¬fCÉH ,√ÓYCG IQƒcòŸG á≤«KƒdG ÖLƒÃ ,√ÉfOCG ™bƒŸG ÉfCG ôbCG  (1
 ÊÉYCG ⁄ »æfCÉHh ,äGOÉ©dG »`a Ò«¨J …CGh äÉgÉ©dGh ¢VGôe C’G øe m∫ÉNh Ió«L áë°üH »æfCÉHh »àØ«Xh »`a

.á«∏°U C’G á≤«KƒdG QGó°UEG òæe ´ƒf …CG øe ÊóH QƒgóJ hCG ájó°ùL áHÉ°UEG hCG ¢Vôe …CG øe

 ºàj ⁄ á≤«KƒdG √òg .áØdÉJ hCG IOƒ≤Øe √ÓYCG É¡ªbQ QƒcòŸG á≤«KƒdG ¿CÉH ìô°UCG :á≤«KƒdG øe áî°ùf Ö∏W  (2

.πµ°T …CÉH  øgôJ hCG ∫ƒ– ⁄h ,É¡æY ∫RÉæàdG

 ∂dòH áÑdÉ£ŸG hCG á≤«KƒdG √òg ∑ÓàeÉH ≥◊G ácô°T hCG á°ù°SDƒe hCG ¢üî°T … C’ øµj ⁄ ,∂dòc  

 hCG á«∏°U C’G á≤«KƒdG ≈∏Y Qƒã©dG ” GPEG ácô°ûdG ¤EG á≤«Kƒ∏d á«aÉ°V E’G áî°ùædG IOÉYEG ≈∏Y ≥aGhCGh.≥◊G

.á≤jôW …CÉH »JRƒ◊ â©LQ

äÉcGÎ°T’G ™aO øY AÉØY E’G á©Øæe

iôNCG

≠∏ÑŸGAmountÒ«¨àdG ´ƒf

Lost OthersDestroyed iôNCGáØdÉJIOƒ≤Øe

AMENDMENTS (CONT’D) (™HÉJ) äGÒ«¨àdG

Policy Related á≤«KƒdÉH á≤∏©àe

Reprint Policy/Certificate
(Note: Part 2 of the Declaration below must be signed)

IOÉ¡°ûdG/á≤«KƒdG áYÉÑW IOÉYEG
(√ÉfOCG QGôb E’G øe ÊÉãdG Aõ÷G ™«bƒJ Öéj :á¶MÓe)

From øe

To ¤EG

Increase/Decrease the Rider Term »`aÉ°V E’G ó≤©dG Ióe ¢ü«∏≤J/ójó“

Modify/Delete Existing Beneficiary(ies) (øj)OƒLƒŸG (øj)ó«Øà°ùŸG ±òM/πjó©J

Name of Beneficiary Type of Amendmentó«Øà°ùŸG º°SG áÑ°ùædGShareÒ«¨àdG ´ƒf ájƒ¡dG ºbQID No.

Add/Delete/Modify Rider(s)
(Note: If the Declaration below cannot be completed, please provide full details 
of any changes. Until advised to the Company, Cover changes is not effective)

»`aÉ°V E’G ó≤©dG πjó©J/±òM/áaÉ°VEG
 …CG ¿ƒµj ød ±ƒ°Sh .äGÒ«¨J ájCÉH á≤∏©àŸG π«°UÉØàdG áaÉµH ÉfójhõJ ≈Lôj ,√ÉfOCG QGôb E’G ∫ÉªcEG ¿Éµe E’ÉH øµj ⁄ GPEG :á¶MÓe)

(äGÒ«¨àdG √ò¡H ácô°ûdG ΩÓYEG ºàj ≈àM kGòaÉf á«£¨àdG »`a Ò«¨J

Other Amendments iôNCG äGÒ«¨J

DECLARATION QGôbEG

Signature of Participant ∑Î°ûŸG ™«bƒJ Signature of Policyholder á≤«KƒdG πeÉM ™«bƒJ

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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