PAK-QA'I;AR )jén_‘n Physician’s Statement — DS2
il (Disability Claim Form)

Together for the Future
Note : All answers must be in the physician’s hanawriting

Patient Information

Name of Patient A "\% D () H

Patient's Address

Date of Birth Oi -Ol’IQQI

Employer Information

Name of Employer

i. History

(a) Date doctor first consulted due to disability ) L, 0 ? 2.0 L/

(b) Date symptons first appeared or accident happened ba) u o 2 ‘) 0 ') L{

(c) Date patient ceased work because of disability 0 LI 02 9 a2 L ‘

(d) Has patient ever had same or similar condition? iz" No - ﬁ Vs st’ate when and describe CG\M"WN‘—"- 5 M"‘Q‘ War key,

(e) Is condition due to injury or sickness arising out of patient's employment? D No B— Yes, state when and describe 60‘\' \\‘ k \93 B\‘&g +

(f) Name the first doctor with full address, consutted by the claimant for the above disability/accident? C V—_\ Ye ULYW«\ \ wYi M po 1 u‘\‘)’ .

Name of Doctor tDY . \A@D)\ X '\< \/\9\/\ el o3 \ S’ G\ \ q 27X°
Address S Z\JJ . \) \N\ (\ . \)\ \\/\C / \?{’ S\Aawﬂ’"

2. Diagnosis

(a) Date symptons first appeared or accident happened u = il oz/ l/1

Ayearm nqu, ZnTyy WUnvdf{Qﬁf BuftocK, é(l‘fwouhtlﬁkrlﬂ T-H%l Avﬂlﬁmw@,
(©) Subjective symptoms ExF @S] 14 b’e/zJ S muscatav i J i both ’Huﬂ 55 Pactient Y\?Gwaep i

(d) Objective findings (including current X-rays, ECG's, Labortory data any clinical findings): 571'\"- d( 4 § “’5’4

('>C'm'ca'Fmd'ngS/\/mvumu(mﬂav Q:—l? at st /mm’q Upsdd 4o Mm,J I?ll 04 ?/meq/s

i

(2) Diagnosis Studies and results: 844 [ lﬁ‘ ;’)P iYC lum -é vdla/l Ml L AP) Sha ‘/4(’\/; W Y b Ve ! J u
a:@%@%@}%i—%——_ 2 ]
Conn ]OVUWSI'“-ﬁ Nevr w»o ‘)@h'ﬁd\/\ é‘i fotl ot s .

(a) Diagnosis (including any complications)

3. Progress B@ﬁ

{
(a) Patientis |:| Ambulatory ed Confined D House Confined |:| Hospital Confined &)
(b) Patient has D Recovered D Improved D Stabilized D Retrogressed

4. Prognosis

(a) Is the disability presumed to be reversable B’Yes D No

(a) Is patient now capable of performing duties of D Yes Bﬁo

(c) What duties of his or her job is patient incapable of performing? ( j n Q.‘%'» V*jl QQY .Qy wA /} “"\7_' ’EI‘/ A VV\IMN\—%\ fl\-t-D-ﬂﬁé‘\\
(d) Do you expect a fundamental or marked change in future? D Yes D No B @A W -‘\- 9\‘35\0 Aﬁ“—mﬁ\ WR” ) \ : C‘J\M‘Dla '}\e

If yes, patient should recover sufficiently to perform duties on or about \ S‘ \ t/\ \ avie . :),C?,L‘ r T WYJ .

If No, Please explain

(e) Specify the date by which you presume that the patient will be able to resume his duties/work # \ S‘\"e, )\,\Y\Q ,.2 ol W
[] Totaly [\LJ Partially [] Temporarily [] Permanently bt

Remarks

Declaration: | hereby declared that the above statements are true and complete to the best of my knowledge.

Attending Physician's Name ‘D\{ \I\]w);g( \(\A& " Oz\ S/ /q ‘ qz b g .

Telephone No
Address  SIZAN i ¥, & ™C, Q g);\'/\ swjaV

Date ._\éﬁ’ 202[’(

Speciality C’\?’\A% " i«& Su \@(‘/(V“/}i \@’35\ &1 +

PAK-QATAR FAMILY TAKAFUL LIMITED
102-105, Business Arcade, Block-6, P.E.C.H.S, Shahra-e-Faisal, Karachi 75400, Phone: (92-21) 3431 1747-56 (Ext-162)
Fax: (9221) 34386451, UAN: 021-111-TAKAFUL (825238), Email: life.claims@pakaatar.com.pk. www.pakaatar.com.pk




PAK-QATAR

FAMILY TAKAFUL

Together for the Future

Employer’s Statement — DS1
(Disability Claim Form)

Note : Please don't leave any blank, unanswered question, date and/or signature, wherever applicable

Section I.Policy holder’s information

Name of Policy Holder Abv/ﬂ /U { /( &\,//\'

Takaful Policy No. Takaful Policy Commencement Date.

] ‘\
Designation. C /M LU ‘ Phone No / Mobile No E-mail address
Employee's Name. CNIC.
Employee’s Address
Employee's Date of Birth [ — I — l q % K Age S. No. on list

Section I! (to be completed in Full by the Employer)

Employee's Date Employee's Effective Last Day Returned
of Appoinment / 7 2 Date of Takaful Worked to Worked

= — 20 Zg

- [ \ i} e

Reason for Miseorm \Miiary /’/\UY'\M By pr O«Q\ ) \/m((mfi?"/ .
Stopping Work Ny - i | i
Gross Earning . Amout of Whalt - thetpsr::SEent [ ] On Duty [] Terminated
from Salary/Wages =~ ———————————— P | Takaful cover Rs. z?li;)i:;r;oyee [ ] OnSickLeave [ ] Temporary Laid off
Amount of Claim Title of Cheque
Claimant Name Telephone No
Date of Statement
Employer Signature Company Stamp

Section I11 (to be completed in Full by the Patient/Employee)

Type of disability claim? ] Natural (Sickness) |E7\ccidental

Please describe how and where the dusablhty/acadent occured Q -\-— ooy \!\\":\' \934 \7_)‘,\ ?T (‘Q\ ye oYy \”‘\ )\\K“\
Qalia \ ally vu(\éy Jol o N C Tawker A Rararawabay Khel Ty s WAL Sobdn D

Say 8 ai + ‘A-‘-]\r \M—HE\ N iaas ey, Q",m,u :li v,.‘{.'r“ \ﬁ!‘é&&rl
0 [EAN Qu (\n a \ Q& 9\\;\ 0(\( éz. \.\. an-:JO\A‘\— U(Mmﬁ(‘l\; U VZ

Dhte of Amdemgr the date | ﬁrst L( _o-é 20 2 L/ @1s your acudent or ilness related to your occupatson7 D No if “Yes", Please explain

Noticed the symptoms of this was: D\,xe *-\—o Se CuY\+7 ‘% \"QA*)' —%« Q OQ \O \/Q ( & M‘h)/&

| (was/have) unabl work - A 2\
bi:caazseao?thi:iﬁszl;‘;ty :t;rting on 0(’[-0‘5’2029 \J( S. }s\%\fo\(’) J% UjQ Qh( W\MM ‘vu\\z.i' ™ 5 V?Q 0“1;\7' e

| (returned/was able to return/will be able to return to work on a full time basis on

On What date did employer
discontinue your monthly salary/wages
Treated by @Hospital 1:] Doctor
Date | was first treated ;
for this accident or illness U‘{" O‘g' 2 ez Y Name }) DA(C, PQS)\NCIWO\V’, Aderess SB W, Phore -Y
Have you ever had the same or D Yes [E/No Trested by QHOSPM D Deter
Similar condition in the past? If "Yes”, when Name H‘\/\‘ C , < gvj ] P" Y , ?I) “ld.".‘-‘k @(ddress

| certify that the above information is true and correct. | AUTHORIZE any doctor, medical practioner, hospital, clinic, other medical or medically related facility or insurance
company of employer have information available regarding the benefit or the diagnosis, treatment or prognosis with respect to any physical or mental confition and/or treatment
of me to give Pak-Qatar Family Takaful Limited, or its respresentatives and all such information. | AGREE that a photographic copy of this Autihorization will be valid as the original.
this authorization will remain valid for the term of coverage of the policy

Date of Statement: Signature of Employee: Telephone No.

PAK-QATAR FAMILY TAKAFUL LIMITED
102-105, Business Arcade, Block-6, P.E.C.H.S, Shahra-e-Faisal, Karachi 75400, Phone: (92-21) 3431 1747-56 (Ext-162)
Fax: (9221) 34386451, UAN: 021-111-TAKAFUL (825238), Email: life.claims@pakqatar.com.pk, www.pakqgatar.com.pk



