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TRAVEL 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 T3sa b Aaall @l ‘;L.,é;'l LIS LS ¢y sl G bl a2 de yu lecs JJ e dlasde
that you have filled out all relevant sections of this claim form and LUl ce ot 1 o9 il 2518 3l pag ks AL
! e ! -4 e A 3Lyl ey +
that you have attached the entire original supporting documents. § :
PERSONAL DETAILS Auasid) Jualad)
Name of Policyholder aaggll Juls ol | Plan No. iyl @3,
Address olsisll | Mobile No. Jlsadl @2,
Home/Office Tel. No. CaSU /g 5l sla @3,
E-mail Address S0
CLAIMANT DETAILS AdUall pude Jolal
Name of Claimant Ll auie ol | Age el
Address olsall | Gender izl
|:| Male <3 |:| Female u:;i
Home/Office Tel. No. Jeall/J5ill sls @2, | Mobile No. Jls=dt @3, | Occupation Aalagll

CLAIMS DETAILS

Note: Please complete ONLY the section where claims have to be made

Section 1: Personal Accident

Date of Accident ealstl 06 | Time of Accident cul=dl 2y | Place of Accident Gl lSa

Describe how the accident occurred and the injuries sustained. oS @ Gl blo¥) Buale g cnaloll 5539 RS Chng o2

Name and Address of the Attending Doctor el Calall glgies el | AmMoOUNt to be Claimed 4 a1l

Section 2: Medical and Other Expenses

Note: If claim resulted from accidental bodlily injury, please complete RRE el JLeST e ol (e 2530 By Tyliol (e 2L alis Il ks S
Section 1 above N

SV aslally dndall cayylall :2 @l

Date of Sickness ool gl | Time of Sickness oyl ey

Diagnosis of Sickness

ookl g

Name and Address of the Attending Doctor

Flall cadall Olsics eul | Name and Address of Hospital il o gies qul
(if hospitalised)

(sl Y 2)

Give full details and amount of all claimed expenses. g IUall oy sLeall 2018 #leay Jueolis ellael 2 5o




Section 3: Hospitalisation Benefit

sl adia :3 @udll

Note: Please note reason for hospitalisation, name and address of

I el JLSL all3 g gl IS i a5 sl ot S5 (2 5 1l St

hospital by completing the appropriate section below. ~oLial

Hospital Name and Address Al plsies eul | Reason for Hospitalisation sl s

Period of Hospitalisation sz, | Amount to be Claimed 4 JUall pltl
From: e To: P}

Section 4: Baggage and Personal Effects

Note: Please submit the police report. Baggage Irregularity report
to support the notification of loss/damage

Teninl] el 2eYl 4 el

Ll /5yl 30 ool Bl caglis 5 eyl 5335 Gliy) (o e vl Sl

Date of Loss/Damage s,Lusdl/, wall z0, | Time of Loss/Damage s L./ .l ey

Claimed Amount

Place of Loss/Damage s L./, yall ol < bt a1l

Description of item(s) lost/damaged

Lok e 2 ) 3 ] Sl 3gm sl Cmg

Detail of how the loss/damage occurred

L/ puall 939 1uaS Yo Juolis

Did the loss/damage arise from delay, confiscation or detention by
customs/other officials?
D Yes @

Gpeuny alga Bl gl Wyleadl 13 (e jam gl By0bimn gl ol 3 i€ 55Lusll /) pall 139 Ja

S
|:| No y

Loss reported to the Police on:

Date: Time:

2kl 3

gl ol

If loss/ damage occurred whilst in the custody of airline and
carrier, please give the date and time the loss/damage was
reported to them.

Date:

Time:

ol sllac ot JBLS f oyl 3 52 5utge 3 oLt ¥ g g L1 3 L1/ il 539 o 3
Bl /) jualls ngl Sl gy

gl :'@)L‘Jl

Section b: Delayed Baggage

Note: Please submit the Baggage Irregularity report to support the
notification of delayed baggage.

aaa¥l )3 15:5 @l

33l 2aia¥ 30 o) Aie¥ sl 35 il o b

Flight No. / Ocean Carrier /
Name of Vessel

Usadl gl / gyl JLl1 / i 1 @3

Destination Jyogll plSe
Date and Time of Arrival Jgeosll ey o 30)ls
Baggage Available for Collections 3l 3 jals el
Date: Time: eyl sl
Delay Reported to the Airline / Carrier LT/ ol K»ﬂkmlégw»iﬁ'
Date: Time: weagll ol

Amount to be Claimed

< lall )




Section 6: Personal Money

Note: Please submit the police report to support the notification
of loss of personal money.

Lol sl 56 el

Agasall J15a¥1 55l 3 @el Ayl 53 3l o2y iilas e

Date of Loss 55kl x5l [ Time of Loss 3Ll 3y

Place of Loss 55kl ol | Amount to be Claimed 4 cilall a1l

Detailed Description of Loss Occurred

55l 539 BuaS Yo Jinda 758

Full Particulars of Loss and Amount of Loss

8Ll e 93 luuiell ALelSI lilud!

For loss of travellers’ cheque, was the loss immediately reported
to the local agent of issuing authority?

I:'Yes‘u.‘.

o) 5kall dgall Glall JS5H ki g casd o L] SIS 5Lk gy Lesd

Selseadl
D No y

Loss reported to the Police on:

Date: Time:

ol 1 5L 30

(gl ol

Section 7: Personal Liability

Note: Please forward to SABB Takaful Company all unanswered
correspondences related to the third party claims.

Gz il Al 7 @l
B ylall ealdlngs dalailly Lgade 393,00 pud oDl L1 28l Jals Ol 355 w935 oy s da
e

Date of Incident Bl 0,65 | Time of Incident

@l e3y | Place of Incident sl lse

Detailed Description of Incident

Balodl s> Jinia 7y

Name and Address of Third Party Claimant

S G all Bdlla e olsie s !

Please detail the extent of injuries/damage caused and, if possible,
provide and estimate of the possible liability

o O Uil A gheuall 500 eliaey (A3l ) V1 /lLa¥ se Juuns > 52

Please state your own view on the estimate of this liability

Aliall odgl joazll o el @ o> 5

Has a formal claim been received from the third party claimant?

DYes(u.\

S i yLall dulllas e (yo s Aelllae iy cecd J

DNoy

Section 8: Travel Delay

Note: Please submit the carrier's written confirmation as to the
number of hours of delay and the reason for such delay.

11208 oy 5o e st B Gy a8 3L oy s S

Schedule Date and Time of Departure

Actual Date and Time of Departure

Flight No. / Ocean Carrier /
Name of Vessel

Amount to be Claimed

gl 35l edgy 75

aall 350l edg 550,18

Ll al / g yomal) JaLil1 / Ao 01 @)

4 Uil 31|

Reason for Delay

sl
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Section 9: Loss of Deposits or Cancellation/Curtailment

Note: Please submit the relevant deposit receipts and booking invoice. ! 3 g3lg Aalaall Sl e¥layl Lol o ik e

Place of Curtailment a1 Laisl glsa | Date of Cancellation /

Curtailment

Slasal/sWl 56 | Amount to be Claimed 4 UL AL
TR

Name and Address of Travel Agent

el JS5 Olsiey @l

Scheduled itinerary and duration of booked journey

3gmmmell Al )11 3tag Jgael] Al 11 lie

Date of travel agreement made and the deposits paid

gl gy yanll sl sl 0l

Reason for Cancellation or Curtailment of Travel

KW KRR

When did the event that led to the cancellation or curtailment occur?
When was the travel agent notified to cancel or curtail the
travel agreement?

ool e o1y il S5 s 3 g oo slamin g oLl 1 ol ) ool sy e
9§ il Ala) Hlazsl

Do you have any other insurance policy providing
coverage to this loss?

If yes, please complete the following:
Name of insurance company:

OTHER INFORMATION $ 5 Glaglas
DYGS(@.'» |:| Noy

Policy No.

955l g Bubais gt 6] cnals Ay 2l ol o

s LSt sl 1 e gl IS 13
ol A8y (u.,\
Aafgll @3y

Has a claim been made with the above-mentioned
insurance company?

DYes;«.’. DNoy

So3lel 355820 cpuelitl 36 a0 Bulllan cand ol s o

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.

Signature of Policyholder/Claimant(s)
AUall aada/pade ol Ladsll Jalo pdgs

DECLARATION 3
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L) Eolan o i Bl 551 laslan Sl aall As yl 5355 alall g lly

Date ol

SABB Takaful Company: P.O. Box 9086, Riyadh 11413, Saudi Arabia. www.sabbtakaful.com asseut awyaiastatl (11413 oL, 9086 ..o 1 JBISS wolw AS p-2

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