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PAK-QATAR

JJm. g Employer’s Statement - DS1
otvthe Tor e rucars gl (Disability Claim Form)

‘-“,

Mote : Please don't leave any blank, unanswered question, date and/or signature, wherever applicable
Section |.Policy holder’s information
Mame of Palicy Holder h lk..? %/L\Q_
~J
Takaful Policy No. Takaful Policy Commencement Date.
[)eslgnallun CH W I Phone No / Mobile No & 31 - ,@ q i\% *‘l{ Eornail address I
%Y.
Employee's Name, P‘A_e s L\ Ca CNIC. l‘\_)-ht(; = },% I )_b b L{

Employee’s Address ‘I‘QUSC—“ S }3-'81 5 "C'["hi -0/ R"‘:,‘LO\* T owveey Co'h,h.} 0{.;.\%'\ Doyl
Employee's Date of Birth t_q {’_ Y000 Age 5. No. on hst [
{

Section 11 (to be completed in Full by the Employer)

Employee’s Date |, | Employee's Effective Last Day Retumed 2 ’_5 / oly
of Appoinment | “ 1 IOLY | Dateof Takafus Worked ! lz l >ed-Y to Worked 2

monior | TS0y Poibe IncidenR Duwild) Walting €leld |

Stopping Work

Gross Earning R 2 l (’Qg G Amout of M':T:"‘he ’:[H"m EAOH Duty [ Terminated

= =2 5, srith ) ert stat |
from Salary/Wages — —=A——————— Pt | Toiaflcover Rs, :mc e ﬂ)loyee_i [] OnSickLeave [ Temporary Laid off |
Amount of Claim Title of Cheque
Claimam Name (\A e & L\O\a Telephone No o g lo "q ‘35:}‘0 1 L’

Diate of Staternent t“‘ 3 1‘ D‘DJ" l'I

-
| Employer Signature 4”6‘ Company Stamp

Section |11 (to be completed in Full by the Patient/Employee)

Type of disability claim? [ Natural (Sickness) Eﬁ\mrfmuf

Please describe hnwa.nd where the, disability/accident occured D Q| % ’\'\C tva M \b\\o_ ™ C._D \D'ﬁ‘i ’D U'ﬁ.\\ﬂlg |
Ll
Cmmﬂﬁﬁkh v w fleld “Mm‘\c«h% ° |

Date of Accident or the date | first (a) s your accident or iliness related to your ccaupation! D Yes I___| No if “Yes", Please explain
MNoticed the symptams of this was:

| {wasshave) unable 1 werk
because of this disability starting on

. fretyir e a3 0 y— b 1 . 1 . ull e bage |
On What dte did emplayer | {returnediwas able 1o returniwill be able to returnm 1o work on a full bme basis en I
discontinue your monthly salaryfwages = ]

— Treated by D Hospital Bﬁoacr
Date | was first treated - :
e thiemerdemt o iliness MName Address B
— Treat [Hospral 1 Doty

Have you ever had the same or D Yes M Mo by U P -.Z/)m l
Sirmilar condtion in the past? I “Yes”, when Name Address
| certify that the above information is true and correct, | AUTHORIZE any doctar, medical practioner, hospital, clinic, other medical or medically related faclity or insurance

campany of employer have infarmation available regarding the benelit or the diagnoss, treatment or prognasis with respect to any physical o mertal confition and/or treaiment

of mete give Pak-Qatar Family Takaful Lmited, or its respresentatives and all such nformation, | AGREE that a phorographic copy of this Autihorization will be valid as the origingl,
this authorization will remain valid for the term of coverage of the policy

L p— SUSE LD
Date of Statement: Signature of Employee: s Telephane Mo.

PAK-QATAR FAMILY TAKAFUL LIMITED
102-105, Business Arcade, Block-6, PE.C.H.S, Shahra-e-Faisal, Karachi 75400, Phone: (92-21) 3431 1747-56 (Ext-162)
Fax: (9221) 34386451, UAN: 021-1 1 1-TAKAFUL (825238), Email: life.claims@pakqatar.com.pk, www.pakqatar.com.pk

|1 1-TAKAFUL (825-238) www.pakgatar.com.pk




L

PAK-QATAR . )&"_‘ : Physician’s Statement — DS2
FAMILY TAKAFUL °

Together for the Future %,_d. (Disability Claim FOI"m)

i —

Nate © All answiers must be in the physiclan's handwriting

Patient Information

Name of Patient Q’% /)/\—a"-’ ‘ Date of Birth l% (B} Jdoo &
Patient’s Address Kk*\nq C/L\L‘lcak M lb L\ o] C £9 \‘ s l;!,

Employer Informatio

Marne of Emplayer ,Lq 57/\,0

|. History

y .
(a) Date doctor first consulted due to disability @'{{C\B{) Le

(b) Date symptons first appezred or accident happened ¢+ (i?_g?_?“;t
() Date patient ceased work because of disability @f/og / Q/LJ
(d) Has patient ever had same or similar condition! D No

B Yes, state when and descnbe
(&) I« condition due to injury or sickness arising out of patient's employmert? [] No Q/YES. sdate whian and desceribie
() Mame the first doctor with full address, consulted by the claimant for the above disabilityfaccident?

 Name of Dodor J),,, . g_gu,uf‘rwf & @ Ar~onn Mabie No 3238 ~ 303‘3-( (47
s Wladis Do)  MHOSpi (st Gaun See w0 Kl

2. Dlagnusis

(2) Date symptons first appeared or acodent happened 01 {érz//)’cf
(a) Diagnesis (ncluding any complications) 1 (_(M, LOW e (Q l% @M 4’” éa

(c) Subjectve symptonts
anv J nical fm@ F @L o (d % E &4

(dy Ohjectve findings (lnchman curvent K-ray fLCGs Labor

(1) Clinical Findings

(2) Diagnosis Studies and results:

3. Progress

(a) Patient is D Ambu|atory D Bed Confined D House Confined D Hospetal Confined
(b) Patient has D Recavered l:] nproved I:l Stabrbzed D Retrogressed

4. Prognosis
(2} Is the disability presumed to be reversable D Yes D No

{a) |s"patient now capable of performing duties of Eﬂ( D Mo

() What duties of his or her job is patient incgeble of performing?

(d) Do you expect a fundamental or marked change m future? D Yes D Mo

If yes, patient should recover sufficiently 1a perform duties on or about

If Mo, Please explain

feY Spevifythedate by which you presome that the petient will be sble to resame his ditiesfwork

D Totally g/"‘arlmlly {:l Temporarity D Permanently

Remarics

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

el R (8% - 302244 \\@@F’
Address N ]mfm (?Qm/ﬂl.( fq‘fsp—ﬁg‘ﬂf OM—" ‘Sgc Telephore No = = .
o I i+ )

m“hw—m‘-gﬂgj, n{)_,p _ Dﬁeo//ﬂnq 0{

PAK-QATAR FAMILY TAKAFUL LIMITED
102-105, Business Arcade, Block-6, PE.C.H.S, Shahra-e-Faisal, Karachi 75400, Phone: (92-21) 3431 1747-56 (Ext-162)
Fax: (9221) 34386451, UAN: 021-1 | I-TAKAFUL (825238), Email: life.claims@pakqatar.com.pk, www.pakqatar.com.pk

I 1 1-TAKAFUL (825-238) www.pakqatar.com.pk



MADINA GENERAL HOSPITAL

Gulshan-e-Ghazi, Opp. Farid Colony, Orangi Town No. 10, Karachi.
0333-3412687, 0334-3089707 E-mail: madina_gh@hotmail.com

CASH RECEIVING SLIP

Date: 61 -5 )?

stipo.— 00176

H. No.
Received with thanks from Ms. ‘\\‘\ esle
'D\‘O Celbo - Waes
the sum of Rupees %\fxﬁ & (Cousal Lahuc ,ff":;:':: | ‘
- ‘\
st Bl Moudve 4 : 8
\ 2

\‘\
Signatur & \ d_w* ulfﬂt Rs %]2



~ MADINA GENERAL HOSPITAL

| 24 HOURS EMERGENCY SERVICE

 Gulshan-e-Ghazi, Opp. Farid Colony, Orangi Town No.10, Karadn
E-Mail: madina_gh@hotmail.com Ce%l 0333-3412687 ; 0334-3086707

S.No.

Patient Name




