Pak-Qatar Family Takaful Limited Form DS-1
FAMILY TAKAFUL Nota s - Employer’s Statement

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

Section |

Policy No. I ]2. Name of Policy Holder: L@f'&{ /%érm@g[ |
Name of Claimant 2 AMWQ[ ] 4, TDesiqnation UC O

Phone No.rﬁ%—l 6.FaxNo] | 7.E-mail address [Gjilacian-201036@9 wdiliow
Employee's Namel {ar:/'a'p[ bormoopl I 9. CNIC No. [42#0;7-736 910-) 2 ,

10. Employee's Address |H # 355,259 Lpeecfabacd Ralolen Tpwom Labatla’ |
11. Employee’s Date of Birth [>7 <12 -1978]12.A0e[ 42 | 13.5. No. onlist] |

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

G e

1. Employee's 2. Employee’s 3. Last day Worked 4. Returned to work on
Date of Appointment Effective date of Takaful

] IHRIRER B 018”019[|>|0[1]L { 3[]0 il:.o L2

Reason for Stopping Work

6. Gross Earning from Salary/Wages | Rs. 55000/‘ Tee Month ] 7. Amount of Takaful Cover | Rs./ 34 ?0/;

7. What is the present employment stats of the employee? Eﬁbutv [[Jon sick leave [ JTerminated [ | Temporary laid off

8. Amount of Claim | 43430 /= 9. Title of Cheque | fafid Melowcod 06/ 2453 00 2087]
= 7

Claimant Signature:

wne ol M flfceo] ke te: 033 (- 213540

Date of statment:

Company Stamp

Section 111 (to be completed in Full by the Patient/Employee)

1. Type of disability claim? ] Natural (Sickness) [_Q'fccidental 2
2. Please describe how and where the disability/accident occurred | M >ue 70 Be allidewd” Ont
cﬁfcdf om_dafe 03}/ 06//202}

<

—— =
3. Date of Accident or the date I first 4.(a) Is your accident or illness related to your occupation? E{ES D No
noticed the symptoms of this iliness was: if “Yes”, Please explain
03 ,06 0,
Day Month Year
5. I (was/have) unable to work because of 6. I (returned/was able to return/will | 7. On what date did employer discontinue
this disability starting on: be able to return to work on a full your monthly salary/wages?
0 o , 2022 time basis on: (23 [ 0é EM)
Day Month Year ¢ Day Month Year Day Month Year
8. I Date I was first treated for this accident Treated by Bﬁospttal [] poctor
or illness
of ;202 I e ‘ P
Day Month  Vear Name fatnu HHosphifallS el Address  Batolia. 3 Nudwboes] 4-F %. A
9, Have you ever had the same or similar Treated by Hospital Doctor ¥ CliauC Sacecabe df, | Baledy
condition in the past? Ceathorlel
[\b= 1f "Yes”, when e b
Name . Address

1 certify that the above information is true and correct. | AUTHORIZE any doctor, medical practitioner, hospital, clinic, other medical or medically related facikly or insurance
company or employer having information available ragarding the benefit or the diagnasis, treatment or prognosis with respect to any physical or mental condition and/or
treatment of me to give Pak-Qatar Family Takaful Limited, or its esentatives and  all such information. | AGREE that a photographic copy of this Authorization will be
valid as the original, This authorization will remain valid for the the policy

Date of Statement : Signature gf Employee: Telephone No. 03 3 I ¥ ] S"L(c

—

Ref No.: GT/CL/2008/00053/1




Pak-Qatar Family Takaful Limited Form DS-2

T AR Note : Physician's Statement

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

m
Patient Name of Patient Zf“"{ M 4 oa/ |Dmom'nh 29 -12-1978
Information i

Patient’s Address Hﬂ[de .# 358/ '35 q /afddM @Mh [OUJM M-
Emplo‘yer Name of employer 4! /;H MﬁmJ

Information y » -
: i ® S
1 Hlstory (a) Date doctor first consulted due to disability = v -
{b) Date symptoms first appeared or accident happened 0% 06 2022
Month Year
{¢) Date patient ceased work because of disability oF 06 2022
v Month Year
(d) Has patient ever had same or similar condition? E’ﬁo [ Yes, state when and describe
(e) Is condition due to injury or sickness arising out of patient’s employment? O Yes B’ﬁ: [ Unknown

(F) Name the first doctor wzl:h full address, consulted by the claimant for the above disability/Accident?

Dr- Ffls (U-F 38 Ngeémé__gr_ém_&ﬁa_aw_&jL

Name of

2. Diagnosis | (@) Date of Last examination/Consultation 01 0f 1002

Dﬂ_j‘ Year
(b) Diagnosis (including any complications) I Yt MeB @ Hauo l

(c) Subjective symptoms =

(d) Objective findings (mc!udmg current X~rays ECG s-:laboratory data and any dlinical findings):

(1). Clinical Findings #My( PM["- ]
(2). Diagnostic studies and results: R 2 (5 WM

3. Progress (b) Patientis O Ambulatory O Bed confined [@Flouse confined [ Hospital confined
{a) Patient has [ Rcoveiind O improved O Stabilized [0 Retrogressed
4. Prognosis (a) Is the disability presumed to be reversible? O Yes E/No
(b) Is patient now mpa!;le of performing duties of LF¥es O No O yes B/I:Jn
‘His or Her Cuipnt Jori *“Any other job for which he or she is reasonably suited or
qualified by education, training or experience

(c) What duties of his or her job is patient incapable of performing? -
)

(d) Do you expect a fundamental or marked change in future? [ Yes H/Nn
If “Yes”, patient should recover sufficiently to perform duties on or about

Day Month Year

If “No”, please explain

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

Remarks

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

i @ﬂﬂ"” o /0 */2022

e e

T ;/38’ Nae Abacl,” aecclohrdl: Balplia. | oous o (3629Y
lon Lphoolbed

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




