
Name of Insured

Date of Birth            Gender:         Male          Female        CNIC

Employee Code / ID  Contact details of the beneficiary / Claimant

Current occupation, designation and grade

Date of joining             Current Salary:

Last Date of Duty    Date of Last Revision of Salary/Designation

Give details of leave of absence, disablement leave or temporary layoff during the last 12 months preceding death:

** Refers to all forms of leaves, such as annual leave, casual leave, sick/medical leave, parental/special leaves and unpaid leave.

Adamjee Life Assurance Co. Ltdآدم � �� ا�ر� � �

Claimant Statement Form – Group Life د��ار � �ن    �رم - �وپ ��

www.adamjeelife.com

All sections marked with an asterisk (*) are mandatory
and must be completed.

Natural Death  
�ر� �ت

�ر� � �ورى

� �� �� ��ر � �م

�د�� �ت

�د�� � �و�

� � �ورى �وى � �ورى
Accidental Death Total permanent disability (TPD)

�م �� � � (*)� �ن �، �ز� � اور ا� � �ر � � �� �ورى �۔

A. Claim Type* د�ىٰ � �*

Partial permanent disability (PPD) 

Total temporary disability (TTD) Accidental Medical Reimbursement (AMR)

B. Policy Information / Details of Employer* �� � ��ت/آ� � �ت*

Policy Number

اى � ا�ر�
Email address

را� �
Contact No.

Name of Policy Holder

� �ہ � �م

�ر�ِ �ا�

�زم �/آ� ڈى

� � �� � �ر�

ڈ�� � آ�ى دن �اہ/�ے � آ�ى �� � �ر�

و�ت � � آ�ى 12 �ہ � دوران  �، �ورى � � � �ر� ��� � �ت د�

اس � �اد  ر�ں � �م ا�م �، � � ��� �، �ر� �، �رى/� �، ��/�� �ور � �اہ �۔

�� �اہ �دى

��دہ �، �ہ اور ��

��د � د��ار � را� � �ت

�
ِ�� �د �رت �� �رڈ �

C. Deceased / Claimant Information* � �م/د��ار � ��ت*

D D M M Y Y

D D M M Y Y

D D M M Y Y D D M M Y Y

Page 1 of  2

د�ىٰ � �: �ت/�د�� �ت

D. Incident Information* وا� � ��ت*

و�ت � �ر� �ز� � آ�ى دن
Date of Death Last working day

و�ت � و� �ر� �د�� �
�
�دُ� �د� /وا� � �

Cause of Death Natural Place of Accident/Incident

Brief Details of accident (in case of accidental death):

Accidental

�ں �
Yes No

Murder Suicide

D D M M Y Y

Was a Police report registered?
�� ر�رٹ درج �ا� �؟

�د� � � و��(�د�� �ت � �رت �)

�ں �
Yes NoAny postmortem done?

� �� �ر� �ا� �؟

Claim Type: Death/Accidental death

د�ىٰ � �: �ر� � �ورى(�رى/�د�)

�ورى/�رى وا� �� � �ر� �/�رى � دورا�
� ��ُ ��

Duration of leaves/sickness From To

Brief Details of Accident/Illness

D D M M Y Y

D D M M Y Y

D D M M Y YD D M M Y YDate of occurrence of disability/illness

�ورى � و� �د� �رى
Disability Due to? Accidental           Sickness

Cause of Disability
�ورى � و�

�د�/�رى � � و��

Claim Type: Temporary total disability (TTD) Sickness/Accident

�ں �
Yes NoHas the Employee returned to work?

� �زم دو�رہ �م � وا� آ�؟
 If yes, date returned to work

ا� �ں، �  �م � وا� � �ر�

Basic
��
Gross

�ا�ت
Allowances

D D M M Y Y D D M M Y YFrom Nature of Leaves**to D D M M Y Y D D M M Y YFrom Nature of Leaves**to

D D M M Y Y D D M M Y YFrom Nature of Leaves**to D D M M Y Y D D M M Y YFrom Nature of Leaves**to

D D M M Y Y D D M M Y YFrom Nature of Leaves**to D D M M Y Y D D M M Y YFrom Nature of Leaves**to

D D M M Y Y D D M M Y YFrom Nature of Leaves**to D D M M Y Y D D M M Y YFrom Nature of Leaves**to



Others:________________________________
______________________________________
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D D M M Y Y

�د� � �ر� �د� � �
Place of accidentD D M M Y YDate of Accident

Claim Type: Accidental Medical Reimbursement (AMR)

�د� � و�
Cause of Accident

�ل � �م
Hospital Name
�ل � دا� � �ت
Time period confined to hospital From To D D M M Y YD D M M Y Y

E. Supporting Documents

Death/Accidental Death Accidental Medical ReimbursementDisability (Accidental / Medical)

�ون د�و�ات

�ت/�د�� �ت �ورى (�د��/�) �د�� � �و�

Physician's Statement (Which 
Is To Be Filled By The Last 
Attending Physician)

Attending Physician Report
��دہ/�� �� � ر�رٹ

Copy of Valid CNIC
در� �� �رڈ � ��

Copy of Valid CNIC
در� �� �رڈ � ��

Copy of Salary Slip
�اہ � ر� � ��

د�

د�

�ل � �رى �دہ و�ت � �� � �� �ہ  ��
Verfified  Copy of Hospital Death Certificate Complete Medical Records

Copy of Salary Slip
�اہ � ر� � ��

Copy of Disability Certificate
�ورى �� � ��

X-Rays Film And Reports
ا� ر� � اور ر�ر�

�  �� وا�   �  �زم 
�  �  ��  �  � 

�ٹ ��ں �

ر�رڈ  � دا�   �  �ل 
اور �ج � �ت

 �ٹ � � �ر� � �م
 � وا� � � ��ا�ڈ

� � ر�رڈ

�/�م � ر�رڈز

Copy of Valid CNIC
در� �� �رڈ � ��

Complete Medical Records

Copy of Salary Slip
�اہ � ر� � ��

Final Itemized Original bills
�
�
� � ا� ��ِ

�/�م � ر�رڈز

 �� � �ن �رم (� �ہ �آ�ى
�  � ذر�   �  �� وا�   ��ى 

(� ��

Physician's Statement (Which 
Is To Be Filled By The Last 
Attending Physician)

 �� � �ن �رم (� �ہ � آ�ى
�  � ذر�   �  �� وا�   ��ى 

(� ��

Clear Photograph Of 
The Employee With 
Amputated Injury
Hospital Records of 
Admission And Details 
of Treatment
Computerized Leave 
Records From Date of 
Injury Till Return To Work
Others:______________________

____________________________

Others:________________________________
______________________________________

Verfified  Copy of Union Council/NADRA Death 
Certificate

�� 12 �ہ � �ں � ر�رڈ � ��

� � � �وع �� � � �دى �� � �۔ ��ے � دوران، � ا�ا� � � � �� � � وہ � � �� د�و�(ات) � �� � �۔
�
�اہ �م �ٹ �� � ��رہ �� د�و�ات ������

Please note that the above documents are basic in nature to initiate claims process. During assessment, the claim examiner reserves the right to call 
for any further document(s)

Copy of leave record for the past 12 months

�� �ؤ�/�درا  و�ت �� � �� �ہ  �� د�

F. Declaration ا�ار ��

I / We hereby declare and confirm that the details provided above are correct and true to the best of my/our knowledge. I / We have not 
withheld any relevant information and believe that the life assured mentioned above is the same person assured under the Group Insurance 
plan issued by Adamjee Life Assurance Co. Ltd.

 � /� �� �� � � ��رہ �� ��ت �رے � � �� در� � اور � �۔ �� � � � � � ا�ن �� � � �� � � ��ت �� � � � اور �را � � � ��رہ � �ہ � و� �د � � آدم �

�� ا�ر� � � � �رى �دہ �وپ ا�ر� �ن � � � �ہ �۔

Date:

Signature of Authorized Officer

Name of Authorized Officer:

Official Stamp

�ر�

�ز ا� � �م

�ز ا� � د� د�ى ا��

د�ىٰ � �:�د�� � �و�

د�ىٰ � �: � � /�وى �ورى(�د��/�رى)

�ورى � و� �د� �رى

�ز� � آ�ى دن
Last Working Day

Brief Details of Accident/Illness

D D M M Y Y

D D M M Y Y

D D M M Y Y

Disability Due to? 
�ورى/�ر� وا� �� � �ر�
Date of occurrence of Disability/IllnessAccidental           Sickness

Cause of Disability
�ورى � و�

�د�/�رى � � و��

�رى � �رت �، � �� �� �� � �ر�

In case of Illness,
first date of signs & symptoms: 

Claim Type: Permanent Total/Partial Disability (PTD/PPD) Accident/sickness


