Pak-Qatar Family Takaful Limited

FAMILY TAKAFUL Note :
Please don't leave any blank, unanswered question, date and/or signature, wherever applicable
T T P M A 4 S PR P B0~ T S L e

1. Policy No. | —I 2. Name of Policy Holder: L l
3. Name of Claimant L A LCC'D AL | 4. pesignation] U C PO

5. phoneno| 033(362356/] 6. FaxNo[  — | 7. E-mail address Wmm S
8. Employee'sName| (~ ALECD ALT | o.cnicwo. [¥520/-5Y 22 e = ?

10. Employee’s Address | - N T—I

11. Employee’s Date of Birth | §3-02 -4 3| 12. Age 13. S. No. on Iistl - I

Section II (to be completed in Full by the Employer)

& 1. Employee’s 2. Employee’s 3. Last day Worked 4. Returmed to work on
| Date of Appointment Effective date of Takaful
| f
[ AT IT] . il
5. Reason for Stopping Work ffcect
6. Gross Earning from Salary/Wages I Rs. Per Month I Amount of Takaful Cover | Rs.
7. What is the present employment stats of the employee? On Duty DOn Sick leave E]Termlnatnd D Temporary laid off

8. Amount of Clai | A 960/, _l 9. Title of Cheque I
&

Claimant Signature:

i Name: N @4 4& Telephone No.: ¢) 3 ?/ —?6 2 ?5“6{

Date of statment: Company Stamp

He( tion 111 (to be compieted in Full by the Patlent/Emponee)

3 s
1. Type of disability claim? [ Natural (Sickness) %dental !
2. Please describe how and where the disability/accident occurred I
3. Date of Accident or the date I first 4.(a) Is your accident or iliness related to your occupation? E‘?’es D No
poticed the symptoms of this illness was: If "Yes”, Please explain
26, 2, 222 : ’ o l
Day Month  Vear D&LLU»-JI f"?ﬁo_lJ + Ac_ud Rl
| 5.1 (was/have) unable to wo'fk because of 6.1 (returneluﬁvas able to return/will 7. On what date did employer discontinue
E this disability starting on: be able to return to work on a full your monthly salary/wages?
| 7,6 P, P o time basis on:
e S L e ST I L )
I Day Month Year Day Month Year Day Month Year
8. I Date I was first treated for this accident Treated by Mp_i‘tal [ poctor X ]
or iliness ’
26, 2, 22 P’f-h,dduf (4osp! 4= /ma‘m;f HWP'*D/ D ared gmf«u/‘
Day Month  Year Name i Address
9. Have you ever had the same or similar Treated by Hospital
condition in the past?
[Jes [B 1F"ves”, when D{ Sm ﬂz% "pa.h.lvl SQLOJ/ H‘DS@'OLC r
Name Address

I certify that the above information is true and correct. 1 AUTHORIZE any doctor, medical practitioner, hospital, dinic, other medical or medically refated faclity or insurance
company or employer having information available regarding the benefit or the diagnosis, treatmant or prognosis with respest to any physical or mental condition snd/or
treatment of me to give Pak-Qatar Family Takaful Uimited, or its representatives and il such gaformation, | AGREE that a photographic copy of this Authorization will be
valid as the onginal. This sutharization will remain valid for the term of caverage of the palicy,

Date of Statement : Signature of Employee:

Telephuneﬂn.oa?l 36?- 356)

Ref No.: GT/annoé/umsall




Pak-Qatar Family Takaful Limited Form DS-2

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

JALEED ALL

JM)'O\'\.;- r_(,/.:(/\/[_

| Patient Name of Patient

| Information

e AT Y o S

DateofBith 0% - D2 - 202

Patient’s Address

|
L

'Employer Name of employer chip... Thoh 5 sl Consueddent CCTCJ .

| Information

| 1. History (a) Date doctor first consulted due to disability B —

| (b) Date symptoms first appeared or accident happened 24 o | 22

! Day Month Year

i (c) Date patient ceased work because of disability

| Day Month Year

i {d) Has patient ever had same or similar condition? O Ne [ Yes, state when and describe

: (¢) Is condition due to injury or sickness arising out of patient’s employment? [ Yes ONe [ Unknown

(6 Name the first doctor with full address, consulted by the claimant for the above disability/Accident? . . | §
Dof - DYEPI  Daztuiibuns HERTAL G I foaholr,

i Name of Doctor Address Mobile No.
\ - PR p 2o

Day Month Yeur

[ {b) Diagnosis (including any complications) é [1/‘/; )/(/ /”.}A/W\/
(c) Subjective symptoms h/‘n % /V’

|
; (d) Objective findings (including current X-rays, ECG's, laboratory data and any clinical findings): Tt D= "‘—-’f ﬁ(“(-—_
(1). Clinical Findings

: 2. Dlagnosis (a) Date of Last examination/Consultation

(2). Diagnostic studies and results:

'3, Progress (b) Patient is m{mbulatory [ Bed confined [0 House confined [ Hospital confined
1 (a) Patient has [0 Recovered E’(pmved [ Stabilized [ Retrogressed

' 4. Prognosis (a) Is the disability presumed to be reversible? [ Yes ¥ No

(b) Is patient now capable of performin g duties of ﬁs B’CNO Oves O No
i His or Her Current Jon 'mﬂﬂhwﬁhumhw’w-
| Jified by education, training or experk

<
a (<) What duties of his or her job is patient incapable of performing? Lotilr

% (d) Do you expecta gmdamenbl or marked change in future? [ Yes D/No
: If “Yes”, patient should recover sufficiently to perform duties on or about

Day Month Year
If “No”, please explain

(e) Specify the date by which you presume that the patient will be able to resume his duties/work:
O Totally [ Partially O Temporarily [0 Permanently [ l

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

Signature Date / oy P 55

Attending physician’s name //W J_MAW/?_" Specialty 612?/“/“
14

e f Telephone No. ?
DAR A SSA 2 OTHSZ (22—

Ref No.: GT/CL/2008/00054/1




