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A . ADAMJEE LIFE ASSURANCE CO. LTD
adamjeelife

O oeormocas  DISABILITY CLAIM FORM - INDIVIDUAL LIFE

3rd Floor, Adamjee House,

1.I. Chundrigar Road, Karachi - 74000 PAKISTAN d/}:j d)'/"t" - r}G C;f} gd/}j’-"

Form Completion Instruction

1- This form should be completed by those entitled for a claim benefit as a bl k(«){v" =3/ d/-‘—'{{:b/& wmJbrk 9{5-{/"1 (:K -1
life assured. chfbdvgl[r/su’éﬁé/dg Kfn;ﬁgo}’ku‘-{d{
2- Please fill the form with single pen without omissions / deletions. S Ly r/lsﬁ NPy J‘{’(I’/G NPT R)

3- Please complete the form with legible handwriting; an incomplete form
may cause delay in processing of claim benefits.

P P

Checklist of documents required ’/JVZ éb J ks $us 2
Claimant Statement Form (A E el L ¥ |:| Hospitalization, Medical Treatment Records 5.6, Kd?ag S/ 6 Tlle |:|
Attending Physician Form (s (:Kb//fu;l:l Policy holder orignal policy documents el S L in J:JL |:|
CNIC - Life assured K FE e o] X - Ray o]
Photograph of Life assured 05 S o

- - - k’/ L - . /

Claim Form A: Information About Claimant <= b u':‘ <A sy - () r/b S5

Name of Claimant /¢t §2s<#: Father/Husband's Name /¢t § 5 | Wis:

CNIC Number/// 5,{{&;1} : Complete Current Address /:;J”(:

Contact Number / & Ly, E mail ID /_24 & 1 D.0.B/ Fix ot

Claim Payment Information =l K gu?’i

]

Direct Transfer in IBFT Account A2 % w3 = d ¢ dr |:| Cheque -G |:|
Account Title/_f & w25¥: Account Number / # »*361
Bank Name/ |'L' l{_ﬁ:. : Branch Name/rL’ Kéu:
Cheque Title/ J ¢ % : Claim Amount /¢, § sty

Information About Policy Owner/Life Assured =l Ji’guf’! i/ Jf"‘k

Policy Owner S (WAt Life Assured iy

e
Name /(' : Name /(V :
Father/Husband’s Name /(t § 2% & 4ls ; Father/Husband’s Name /(v § 2% L 4Is :
Gender / /7 : Gender/ /¢ :
Marital Status &2 Sl : Marital Status &2 Gl
CNIC/ # 56§12 - CNIC/ # 56§tz -
Date of birth / Flx G4 : Date of birth / 4 G4 :
Occupation / 2, : Occupation / 24 :
Business Address / =, A1 Business Address / =, S48
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Are you insured with some other assurance company?

(If Yes, provide details) J../("/' Y ?/f' ‘e ‘/.”éj' = &{‘f/;' 2! J(J%T“u/

Issuance Date Address and Contact No Amount of Claim Claim Received

/:’/J%ﬂ//}i;; ;/d/df} ﬁ/d/ﬁgu,@fb

Event Details

Date of Disability / (§2.4> (o Place of Disability / ,J? d/dujv :
Type of Disabilty / (3 Jdub' . illness /d/b“: |:| Accidental / &L‘;H:l Cause of illness /-3 JLjJLg :

Duration of illness / .55 § §.k: : to/
Are you insured suffering from any of the below diseases? S ke o S U/J»’ et 3/ #"’ ‘:’/
Disease Yes/No Duration Disease Yes/No Duration
‘d/k} Jb / g}.“ py d/L: Jb / ‘j.'( 23

1 | Diabetes S# uJ’fp‘ Heart Disease & dds/ L,

2 Hypertension Fly sk Jg Asthma Sk U(Lf"’ [ rs

3 Hepatitis Jﬁ’/L‘L;;

- Psychiatric/ ¢ 1 5
4 | Cancer ﬂ( Mental disease e SL /O
Liver Disease G Any other disease e &

5 S “{/G (Please mention the name)d/" /f o

6 | Kidney Disease S SenS U 2f )
Occupational Details Sy 4
When did you commence employment with your present employer VT € et £ £ §ST wzr el T
What was your main occupation at the point of your disability: G U 2 Gl K T g 28y L Sane J.j
Name the exact duties that were being performed, that have been Sl & 1 25 U 2 uft;. Keh L J’jv/' ol
hindered as a result of your disability: Gk S E L i S T2 u:’;
Are you unable to currently perform your personal duties / occupational s P S | Usses s ] A dis & Jo 4 ST
commitments / basic needs? If so, in what respect and up to when? CF S S 1 ¥ %/, N s
Has there been any improvement in your condition? te JTe 8 o 2 § T
Last date at work before disability CrATd 6 & = Gt
Date expected to return to work G i § byr¥

Sr. No Name of Hospital / Doctor Treated Name of Assured Treated Duration Address and Contact No

= / v K;f’f a:/@l# / v KJD:” (v 6 5085 Btk g sy / B sl =y
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lllness Details ewd § Sk

Date of illness Uk Gr Details of illness »“«U;‘ﬁ u(d/Lg

Accident Details

Date of Accident L:lp ?JA“ Details of Accident c«Ufﬁ Jl:la

Declaration ]

I/We, as a claimant, hereby declare that the information provided in the form is true and complete to the best of my/our knowledge, belief, and
record. | also hereby authorize Adamjee Life Assurance Co. Ltd to seek and obtain information from any doctor, hospital, laboratory, any other
organization or person that has any record, information or knowledge of health/treatment or other accredited information that its derivation
deems necessary to obtain prior to claim approval and from any other Insurance company to which a proposal has at any time been made.

S ETL S un Wl G S el o1 Bl G s S e o o 1) 0y ke LU QTS AP e gt g0k s s T
.LLG‘C/J’I(ac«L)l’”u‘fufg/yL:}oﬁ,{}cé’{uj/ﬁlgffé}(gtf;Lg;i;lﬁf&d};%rd%c}ﬂfuJ/‘ad)ailgl[&{uj/;l

The Bank is acting as a corporate insurance agent of Adamjee Life Assurance which underwrites policy and the Bank shall not be held
responsible for any liability under the policy in any manner whatsoever to the policyholder(s) or claimant(s).( In Incase of bancassurance policy)

‘J')/‘:‘JLJ‘:}E‘J/;;'J”H@/”‘L/"/'//:U Hfjk,'/YLLQ//(K{,/)’L%l&g{/(é%{j{.ﬁﬂj}f-& u:A&/fJL//P!EiJ/
Ko e K S f:{&’u/c)u‘fu//;mg/uv&

Claimant's Signature Name Of Witness & CNIC Witness Signature Date of Statement
B L e s K EE v §od B Lo [o2% JUE‘

Adamijee Life Assurance Co.Ltd. 3rd floor, Adamjee House, I.I Chundrigar Road, Karachi Pakistan
Tel: (92-21)111-11-5433(LIFE) (Ext: 114) Claims Department: (92-346)8209366, Email: help_claims@adamjeelife.com, Web: www.adamjeelife.com

(92-21)111-11-5433(LIFE)Ext: 114) & b1, 7400 G 30s stk STAT« Ui FoT el 3 s 5 o Ly Go7
www.adamjeelife.com: <\ s help_claims@adamjeelife.com: Jf Sl 346-92 8209366 ;_ﬁ,i,l;j/;"{



