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CRITICAL ILLNESS - CLAIMANT’S STATEMENT

INSTRUCTIONS FOR COMPLETING THIS FORM: dhll a3ged digeil Gloylei
Please complete this application in English and BLOCK CAPITALS and do not leave any ) : . ;

field blank or incomplete. Do not use abbreviations, dots, crosses and dashes. Use a
single ink pen to complete and sign the form. Any alteration, overwriting, mutilation,
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cancellation, deletion to answers must be endorsed under full signature. Ensure that i i3 ol clal of cabuds ol it ol 12123 ol e Gasuaiill g 390l padinis clagin
the answers in this form are correct. Use separate sheet to give answers in details (if UaKe dua a3gadll 3 (ud ALl gres ol G Sliy - Lgdljl Jolidl aragill ciage digadll
necessary) mentioning question number, date and signature. -adigilly alillg Jlgudl @) 185 2o (1o dll il 13]) Jpaaill Sibbill clhcll dundio dd)jg plaiiuml

1. Claimant's Details

Title: cualll Mr. a0l Mrs. 8300l Miss duuuill Other (syal
dgj“(a_..u_!“ :anlSIJI‘QJJJI

Forename: Family Name:
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Passport No./Emirates ID No.: Date of Birth:
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Plan No.

doladl ylgic

Residence Address
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City Country

@dladl glgizll

Permanent Address
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City Country

clpioll ailgll ed) Ol o)

Mobile Number Residential Number

digoll / dapll Jozll Slalgll deyh
Occupation/Profession Employer Nature of Duties
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Office Phone Number Fax Email Address

2. Details of Medical Condition duhll dllall Jualai - .T

Sygh il (o dll palpeild Uol8 lasag pad
Describe fully the first symptoms appeared.

valedll dla ayli il
Date Onset of Symptom Diagnosis
ool 3l

Date of Diagnosis
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What treatment/s have you received or you are currently receiving in connection with your current medical condition?

Slgd adlell Cuali of Jilas yaral go lailu Cuile Jo o=i 138
Have you previously suffered from or received treatment for a similar illness? Yes No

gubll 385l Go 8)gua §laylg danludl Cilaulell of gilagll ay)lei Jualai eusdi guap " esi® dilall Sl 1]
If yes, please supply the details of the dates of previous occurrences or treatment and attach copy of the medical report.
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Have you consulted any other physician, specialist or hospital as an in-patient or as an out-patient? Yes No
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In case of in-patient hospltallzatlon please prowde details and dates of confinement.
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Hospital Name Address From To
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Do you smoke cigarettes? Yes No If yes, how many sticks/packs per day?
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Since when have you been smoking? If no, have you ever smoke in the past?
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Do you drink alcoholic beverages? Yes No If yes, how many glasses or units?
Sdlgas Iiligpie Jolidd (silo o Sdlgas Sligpiall ggi lo
Since when have you been drinking alcohol? What type of alcoholic beverages?

3. Family History
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Has any of the Plan Holder's family members suffered from a similar/related illness? Yes No
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Relationship Diagnosis
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Relationship Diagnosis

4. Details of Medical Attendants adell e Gadpdiall Jualai &
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1. Attending Physician’s Name Date of Consultation
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Reason for Consultation:
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Physician's Phone Number: Fax: Email:
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2. Attending Physician's Name Date of Consultation
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Reason for Consultation:
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Physician’'s Phone Number: Fax: Email:

Note: Please attach copies of medical reports, diagnostic test results and medical certificates. Jphll Glslgaidle ol Gljlial ailiig duhll j)aill oo jgaa Gla)l yup dballe

5. Others sl o
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Has the Plan Holder been covered by other Takaful / Insurance provider? .

e s
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If yes, please provide details:
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Name of Company Type of Plan
Name of Company Type of Plan




6. Declaration and Authorization

The undersigned hereby makes claim to said Insurance and agrees
that the written statements and affidavits of all physicians who
attended or treated the Covered Member and all other paper called
for the instructions hereon shall constitute and they are hereby
made a part of these proofs of claim and further agrees that the
furnishing of this form, or of any other forms supplemental thereto,
by said company shall be constituted nor be considered by it that
there was any Insurance in force on the life in question, nor a waiver
of any of its rights or defense. The undersigned authorize any
hospital, physician or other person who attended the Covered
Member or any employee to furnish to the SALAMA - Islamic Arab
Insurance Co. (PSC) or its representatives, any and all information
with respect to any sickness or injury, medical history, consulta-
tions, prescriptions or treatment, copies of all hospital or medical
records and copies of all records of employers. The undersigned
further agrees and authorizes that a photocopy of this authoriza-
tion shall be considered as effective and valid as the original.
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Dated this

day of year
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Full Name of Claimant
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Relationship with Covered Member
( pé ol 131)

(if other than Covered Member)
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Please attach passport copy or valid ID
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Contact Number

Important Notice:

Please note that documents coming from outside the United Arab Emirates Aljlodl dlgs ajla o aili il &Giliall ol @anile up

should be attested by the Government Authorities and the
United Arab Emirates Consulate from the country of origin.
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