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Claimant Statement Form — Group Life S A IS adamjeelife

All sections marked with an asterisk (*) are mandatory _‘ad/:/t/441)‘};u4jl/;iwdwr‘auﬁﬁg(*)/,cﬁé_l&(l?
and must be completed.

A. Claim Type*

| |Natural Death || Accidental Death || Total permanent disability (TPD) || Partial permanent disability (PPD)
e ek Smim S d/;,zvd“’”d;'z

D Total temporary disability (TTD) D Accidental Medical Reimbursement (AMR)
Somim 5 sl & Ul

B. Policy Information / Details of Employer* ermxl;-v"“d/zu’/.:,l.k”d/ﬁg

Policy Number Name of Policy Holder

/0’35 (LA

Email address Contact No.

FAE G e

C. Deceased / Claimant Information* 513@[.}”'&//!41‘;/(7/

Name of Insured

Qe

Date of Birth Gender: [ [Male | |Female CNIG| [ [ [ [ [-TT T[T [-[]

Employee Code / IDI:] Contact details of the beneficiary / Claimant| \
d:’JT /:'}(Jllv ;»ML!J?I/G/L:])L)]V

Current occupation, designation and grade

LS sl w2

Date of joiningm Current Salary: Basic: Gross : Allowances | \
NENT &

Galedt S o5 b Sk bl
Last Date of Duty [ [ [ [ ] [ ] Date of Last Revision of Salary/Designation | [ [ [ /[ [ ]
BEATEL S Bl STt o5

Give details of leave of absence, disablement leave or temporary layoff during the last 12 months preceding death:
J_;oﬂ:‘ﬂ{d)’zub/b[._é“’:g,(dukhé”:ul/uéﬂ126}!’%4:«5:

From D [D[M[m[ ] v] to [D[DIMIMI VY] | | From[D [DIM[M[¥] Y] to [DDfM[M] ] V] | |
From D [D[M[M[ Y]] to [DD[M[M] V] V] | | From[D[D[w[mv]v] to [D[D[M[M] V] V]| |
From{DDmM[M] ¥]¥]'te [D[D[MIMI¥]Y] | | From[DD[MIMLY]v o [Dp[MM]Y] V]| |
From D [D[M[m[ Y]] to [D[D [l v]¥] | | From[D[D[wm[um[v][v] to [D[DlmM] v v]| |

** Refers to all forms of leaves, such as annual leave, casual leave, sick/medical leave, parental/special leaves and unpaid leave.
«Lfb:el}.‘ l&/}‘%(j‘/’;/&ﬁf‘j":(ﬁ/d/@r&f&/k:éﬁ)ﬂir[h;‘?fd}(ﬁ’fl;Ju;.‘:."iul/éJI

D. Incident Information*

. . oY )
[] Claim Type: Death/Accidental death w36/ (55
Date of Death| [ [ [ ] ][]  Lastworking day] |
‘f}/t‘d/;,b’; P FTE =l
Cause of Death i ici Place of Accident/Incident
vaus D JNgturaI D ﬁsfldental Dg}nurder D%LilClde paceo |
Was a Police report registered? [ |Yes [ INo Any postmortem done? [ JYes [ No
(AN o o WS de gt ot v
Brief Details of accident (in case of accidental death):
(u:://fd/:d’al.“)b)yuﬁ/‘?g;ijlp
\ _J
( . . ™ . . s s | \
[ ] Claim Type: Temporary total disability (TTD) Sickness/Accident (ﬁjb/djg)d/;jv&[u‘/u:ﬁde;
Difability Dueto? | | Accidental | |Sickness
23b e 2 [
Date of occurrence of disability/iliness m Duration of leaves/sickness Froml [ [ [ [ [ | Tol [ [ [ [ [ |
Gl Sumim Rt
Cause of Disability
,.;:Jd/ulv
Has the Employee returned to work? Yes No If yes, date returned to work
TRt y D b D v y E,L—J&u«ﬂ‘ugﬁ
Brief Details of Accident/lliness
ol A S/ 20
\ —/
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Cause of Disability

( i 3 % 7
[l Claim Type: Permanent Total/Partial Disability (PTD/PPD) Accident/sickness (d/b/dt‘)b)dub’dﬁ/d‘(&wifafdﬁ

Date of occurrence of Disability/lliness m

Disability Due to? Accidental Sickness

,?JJJAJ" y I:] 21 I:] Sk (‘J/VJL;’:@IJ,:/V_}/dAJ"
Last Working Day[ [ [ /[ /[ ]

ST Ik

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

.?:d/ Ssadr

Bhe St et et e S5

~

[DIoTuvIVTv]

Brief Details of Accident/lliness
ol G620

&

Date of Accident m

Eadab N

Place of accident |

/— R N
[l Claim Type: Accidental Medical Reimbursement (AMR) .z;b»u?dﬁ;la:("ﬁ;h

J

| Cause of Accident | |

Time period confined to hospital Froml [ [

[ To[D[D[m[m V] V]

ealEnut i
Hospital Name

2050

(e

-

E. Supporting Documents

Death/Accidental Death

Disability (Accidental / Medical)

AN 5
(€D

P20 S

Accidental Medical Reimbursement

.>5b~‘u+g,1L‘JL>

D Physician's Statement (Which d/’u’z:g;,g.)psuyféw D Attending Physician Report |:| Physician's Statement (Which d;?z:,;.c.)puuwéw
Is To Be Filled By The Last /7 25 L &b L1526 I Is To Be Filled By The Last 1/ 25 L &b Ls§ A0
Attending Physician) (P ’ Attending Physician) (2

|:| Copy of Valid CNIC Copy of Valid CNIC Copy of Valid CNIC
R A s ST s

D Verfified Copy of Hospital Death Certificate Complete Medical Records Complete Medical Records
Q%}Qﬁg{&:@/éo@n:/d/lgcdtﬁ IS (V.'/ J}/@/u?rb’“/

Copy of Salary Slip Copy of Salary Slip Copy of Salary Slip
[ e dod N RIS L] QS nn#
D Copy of leave record for the past 12 months D Copy of Disability Certificate D Final Itemized Original bills
RPN Ty Q2 s Nl ot
Verfified Copy of Union Council/NADRA Death D X-Rays Film And Reports D Others:
Certificate Qo ad S e botist/ 3 4 S sl P A
[] Others: [[] Clear Photograph Of (2 .4 1y § e
£ The Employee With . 2, & *
Amputated Injury e
] Hospital Records of 1,64 15 # Jir
Admission And Details = </({z sl
of Treatment
Computerized Leave  c¢- Gurd Loy

Records From Date of 3710/ £ 61,
Injury Till Return To Work KK

D Others:

c3

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) -£/UG7{(&I)Z;D:47(ﬁu/;ﬁf§_dﬂbcf,:fﬁl)g(?ﬁulu;é:a'//[f-wﬁ.;&!;d)‘lffé_Z:L/C:;JfM@ll:b}ﬂ&n/[j[@/&](ﬁu

F. Declaration L

I / We hereby declare and confirm that the details provided above are correct and true to the best of my/our knowledge. | / 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.
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~L4uﬁ,.{~c;Lc)l{f_uj/}%7}ﬁ1/d/@£/w&{uj/;|bﬁ/ﬂ
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Name of Authorized Officer:
e

Signature of Authorized Officer

Official Stamp
5L Ak

)
Q Head Office: 3rd and 4th Floor, Adamjee House, I.I.Chundrigar Road, Karachi - 74000.
Q492 (21) 111-11-5433| & +92 (21) 38677344 EXT: 344 |5+92 (21) 38630011 | & www.adamjeelife.com
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