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Employer Information

; Nama of Employer ‘ C . I _‘ ' w B o B

l. History .
| (a) Date doctor first consulted due ta disability 13 l g ‘ 2 bl _____ ) i
: (b) Date symptons first appeared or accident happened _ﬁ_?—é J (ii_., ,2_('______ |
; (¢) Date patient ceased work because of disability ) o L ‘ |
[ {d) Has patient ever had same or similar condition? 'L‘ﬁ No L_J Yes, state when and describe
() 1s condilion due to injury or sickness arising out of patient’s employment! | _] No | ¥ Yes, state when and describe

(1) Name the first doctar with full address, consulted by the dlaimant for the above disability/accident!

Name of Doctor : d)_b, .Sﬂm'. C’ , khqn . 7 V‘ﬂObIlC;NO ‘
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2. Dmgnnsls

' (a) Date symptans first appeared or accident happened

(a) Diagnosis (including any complications) [

(c) Subjective symptoms

! (d) Objective findings (including current X-rays, ECG's, Labortory data any clinical findings):

| (1) Cinical Findings )
‘ (2) Diagnosss Studies and results: o B o ) N
3. Progress :
I (a) Patient s | | Ambulatory [ ] BedConfined | | HouseConfined | | Ifospital Confined
! (b) Patient has | | Recovered | | Improved | | sStabilized | Rcfmgrcs

4. Prognosis
(a) Is the disability presumed to be reversable | |ves | [No
(a) Is patient now capable of performing duties of | |Yes | [No

(c) What duties of his or her job is patient incapable of performing!
{d) Do you expect a fundamental or marked change in futurel Myes [ No

If yes. patient should recover sufficiently ta perform duties on or about
IfNo, Please explain
(&) Specify the date by which you presume that the patient will be able to resume his duties/wark
1_1 Totally —I Partially l—] Tempararly I—J Permanently

Remarks

Declaration: | hercby declared that the above stateraents are true and complete to the best of my knowledge.
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PAK-QATAR FAMILY TAKAFUL LIMITED
102-105, Business Arcade, Block-6, PE.C.H.S, Shahra-e-Faisal, Karachi 75400, Phone: (92-21) 34311747-56 (Ext- 162)
Fax: (9221) 34386451, UAN: 021-) | |-TAKAFUL (825238), Emall: Ilfe dalms@pakqawcom pk, Vvapakqatarcom plr
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