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Employer’s Statement - DS1 S
PAK-QATAR

(Disability Claim Form) FAMILY TAKAFUL

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

Section |. Policy holder’s information

-

o
Name of Pokey Holder ZQ '< IQ B Q;ﬂ
Taxaful Policy No. Takaful Policy Commencement Date.
besgaten. CH W Prone No /McbleNo (3211962 QAQQ R | E-mataddress
Evossstine Zokia,  Bano o 42401-10608%3-0
. - -
cooresrsine Pt €38 Qtnoot H3  chiskki Nagar Orangi Town Karachi
Employee’s Date of Birth 5._ 1._ I q"l 6 Age Ll q S. No. on bst
Section |l (to be completed in Full by the Employer)
T T T 3
Employee's Date Employee’s Effective Last Day Returned
of Appoinment Date of Takaful Worked q ) 2'— 25- to Worked
) l ]
Reason for M (114 Ac wab byoken w_a Aoad acude‘d‘ anmd T lnad]
Stopping Vvork
la™ surgoant, 40 Ahe doctos _told wme Ao take sart. |
\An.u s thes pres ant A gum—
Gross Earning 3 Q.OOO Amout of —_— ' <2 Onlwy L) Termpaica
from Salsry\VVages Takafulcove” Rs CQR‘;‘:’;:;\;;;G ) OnSikLleave  [] Temporary Lad off
Armount of Chirn Title of Cheque
Clamant Name Zak‘ a 8 ano Telephore No D 3 |- 26299 93
Date of Statement
\
Employer Signature : é Company Stamp
L Zz
Section 111 (to be completed in Full by the Patient/Employee)
Type of disability clam? D Natural (Sickness) A::ldcrlal
Please dcsmbc how and where the disab lity/accident occured v ' Db qQ Y h [- C
comsing we  Zo Aall daym. pr mean Uwie took we to ¥he hospi
whore 901 OM_Ydet,l dovm.léouﬂ\d auk my Sco‘oulq waA bro¥en .
Date of Accident or the date | first (2) Is your acddent or illness refated to your oeccupation? ] Yes [ONo if “Yes", Please explain
Notces the smpromsof s vas 4 =2 =28 Yea ™My ac cdat 1S poloked 1t ™y oca;.f)ad‘ion
1 (was/have) unable to work 3 s l .
because of this disability starting on q_ 2_28 bQ(' DU/_\G I"{T l'\a-P CLlequ Wl}—( | Db -
On What date did employer | (returnedAwas able to returnAwill be 1ble to return to work on a full time basus on
discontinue your monthly salaryfwages
Ti Hosprtal Doct ‘ k(gg
Date | was first treated o [\—d e B ul DA M qdaSSIA GJ
- ¥
for this acadent or illness l 0-2- 2§ Nme Rafalh-E-AAM Mediaal, Address RBlock =13 F-B A¥ea Cauibe\'JrTOUM
Have you ever had the sime or - [] Yes M No Treated by OHospita M Doctor QQH'F a WQA B a
Smilar condition in the past? If “Yes", when Name Rﬂ_fa'\-' E-A > Address B ﬂfTW
| certify that the above information is true and correct. | AUTHORIZE any doctar, medical practioner, hospital, clinic, other medical or medically related facility or insurance
company of ermployer have inferiation avallable regarding the benefit or the diagnosis, treatment or prognosis with respect to any physical or mental confition and/er treatiment
of me to give Pak-Qatar Family Takaful Limited, or its respresentatives and all such information. | AGREE that a photographic copy of this Authonzation will be valid as the onginal.
this authonzation will remain valid for the term of coverage of the policy
'
Date of Statement Signature of Employee: Telephone No.
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Physician’s Statement - DS2
(Disability Claim Form) PAK-QATAR
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Note : All ansv.ers must be in the physician's handwriung

Patient Information

Name of Patient Za/l()'a— B MLD g 05 Oi 1 q76

rsrsss Plot oy 688 Stiaal 03 asle Nogal Onsonad teta beaasclel

Employer Information

vnesimir 2 gJfa B awnd

1. History

(a) Date doctor first consulted due to disability q - Z - 25

(b) Date symptons first appeared or acadent happened - = 2_

(c) Date patient ceased work because of disabilty q - '2_ — '2_ 5

(d) Has patient ever had same or similar candition? B No D S i el

(e) Is condition due 1o injury or sickness arising out of patient’s employment? D N> D Yes, state when and desaribe
() Name the first doctor with full address. consulted by the (bn’mn} for the abave disabilty/accident?

Name of Doctor MJAd-‘aM {/.lz h uAsA 1 !° Mobil= No

rwes A] Qo Fa - F- Aamnm medical walo P(ert:b‘:ﬂ_lOF\BMq 67“4“’“’\

Touria

2. Diagnosis

(a) Date symptons frst appeared or accdent happened ) g O2-2»

(a) Diagnosis (including any complications) [iw%g :#_ ﬂ}\) (;.‘Uix;j ‘\\NTW
v —

(c) Subjective symptoms o

(d) Objective findings (including current X-rays, ECG's, Labodo'y data ary findings):
(1) Clinical F-.ndmgs 3 q’/\KO\ M HU'WM Vi, NP Y |

(2) Diagnasis Studies and resuks 0 WM 4 Og‘ 7 & ﬁQL{jﬂ w W \\‘U'\‘IJ

3. Progress
(a) Patiertis B/Ambul.-ncry D Bed Canfired E] House Confined D Hospral Confined
(b) Patient has D Recovered D Improved @/Sub»hled D Retrogressed
4. Prognosis
(a) Is the disabilty presumed to be reversable D Yes DNQ J‘D
(a) Is patient now capable of performing duties of EY&S D No (Suu":‘s /LW J i =
(<) What duties of his or her job is patient incapable of performing? &ﬁl’ I’LUNU-{ 0@1;[1}/\ " M}‘L‘f Cb-| C’_VLS
(d) Do you expect a fundarrental or marked change in future? DY:; [INo d L/ !
If yes, patient should recover sufficiently to perform duties on or about (/}%

If N, Please explan
(¢) Specify the date by which you presume that the patient will be able to resume his dutesAvork

O Tetaly [ Partiaty (] Temporariy [] Permanermy

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

Attending Physician's Name { )’\ ‘\}\U MI J’(MQN‘\
Address Kof/roJ” -2 Ao MQ,OLW wuﬁ/\ TelephoneNo /,7‘..7\‘“ Me?}‘.\

o oz A Segpon

Speciality

Pak-Qatar Family Takaful Limited (PQFTL)

101-105, Isc Floor, Business Arcade, Block-VI, PE.C.H.S., Shahrah-e-Faisal, Karachi-75400.
Phone: (92-21) 34311747-56 | Fax: (92-21) 34386451-2 | WhatsApp Self Service: (92 21) 34311747
Emalil: life.claims @pakqacar.com. pk | Web: wvvwwpakqanrcom pk
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