
Date /         :____________   Policy Number /             :________________ Name of Policy holder /                    :_________________________

Name of Life Assured /                  : _________________________________  CNIC /                   :_________________________________ 

Employee Number /               : _____________________________Email Address /                    :____________________________________

Occupation /     : ____________________________ DOB /                :_______________ Date of Employement /            :        ____________

Adamjee Life Assurance Co. Ltdآدم � �� ا�ر� � �
Claimant Statement Form Accidental
Medical Reimbursement Claim د��ار � �ن �رم �د�� � �و� � د�ىٰ
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�ر� � �� �� ��ر � �م

��  ا�رڈ  � �م �� �رڈ �

�زم   � � اى � ا�ر�

��ر�  �ا� �ز� � �ر�

Covered Member Information � �ہ � � ��ت

Details of Accident د� � �ت�

��

� �ن �

اى �

Head Office: 3rd and 4th Floor, Adamjee House, I.I.Chundrigar Road, Karachi - 74000.
+92 (21) 111-11-5433 +92 (21) 38677344 EXT: 344 www.adamjeelife.com+92 (21) 38630011

Kindly take note of the following reminders in filling out this form: 
1. This form is used only for HOSPITALIZATION Claims or 

MEDICAL REIMBURSEMENT Claims. 
2. We are requesting the Claimant to please answer all questions 

in FULL. 
3. Please attach ORIGINAL FINAL BILLS and RECEIPTS only. If 

Police Report is filled please submit a Copy of Same 
4. Form should be signed and duly stamped. 

�ا� ��� اس �رم � � �� � درج ذ� ��ں � د�ن ر�

���� � د�وں � � �و� � د�وں � � ا�ل �� �۔ 
�
� �رم �ف �����

� د��ار � در�ا� � ر� � � �اہ �م �م �ا�ت � � �اب د�۔ 

 �اہ �م �ف اور� �� � اور ر�� � ��۔ ا� �� ر�رٹ �وا� �� � � �اہ �م اس � 

ا� �� � �وا�۔

�رم � د� � �� اور اس � � �� ��۔ 

Date & Time of Accident                             ______________________________�د� � �ر� اور و� Place of Accident                  ________________________� � �د�

Police Report Filed Yes / �ں No / �� ر�رٹ درج ��� Nature of Accident (details of accident) �د� � �� (�د� � �ت)

Names and addresses of all doctors or hospitals where person covered sought treatment

ان �م ڈا�وں � ��ں � �م اور � � � � �� وا� � � �ج � در�ا� �

Name of Doctor / Hospital Address Contact Noڈا�/�ل � �م � را� �

I hereby certify that the foregoing answers are true and correct to the best of my knowledge and HEREBY AUTHORIZE all doctors or other 
persons who treated me and all hospitals or other institutions to furnish full information (including full copies of their records) regarding this 
claim. I agree and authorize that a photocopy of this authorization shall be considered as effective and valid as the original. 

 � اس � ذر� �� �� / �� �ں � ��رہ �� �ا�ت �ے �� � � �� � اور در� � اور اس � ذر� �م ڈا�وں � د� ا�اد � ا�زت د� / د� �ں �ں � �ا �ج � اور �م ��ں �
 د� اداروں � اس د�ے � �رے � � ��ت (�ل ان � ر�رڈ � � ��ں) �ا� ��۔ � اس �ت � ا�ق �� / �� �ں اور اس � ا�زت د� / د� �ں � اس ا�زت  �� � �� �� ا� � �ح

�� اور در� � �� �

Section to be completed by employer of the covered person � �ہ � � آ� � ذر� � � �� �۔

Full name of employee /                   ______________________________________________________ DOB /                 _________________

CNIC #/                  __________________________ Employee Number /             _____________ Category /       ___________________________

Confirmation Date /                ____________  Last Working Day               ___________ Salary           ______________ Job title /

___________________ if employee on leaves, please mention type of leaves                                                    ___________________________

�زم   � �را �م  �ر�   �ا�

�� �رڈ � �زم � ��

�اہ  �ز� � �ان

ا� �زم �ں � � � � � � ��۔

Date           ______________  Name of HR official                   ___________________________ Contact #              _____________________

Email         ___________________________________ Signature of HR official                      ________________ Stamp       _____________

�ر� � � HR  م� � 

� � HR  �د �

�� � �ر�  �م � آ�ى دن


