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DEATH BENEFIT (CLAIMANT’S STATEMENT)

INSTRUCTIONS FOR COMPLETING THIS FORM:

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,
cancellation, deletion to answers must be endorsed under full signature. Ensure that
the answers in this form are correct. Use separate sheet to give answers in details (if
necessary) mentioning question number, date and signature.
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2. Claimant's Details
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:ddlholl psdo giag Syaiuell guagll al Jjlixedl O dl uwagiall d84i piso sl
Status of Claimant: Beneficiary Guardian Assignee Trustee Administrator of Deceased’s Estate Other
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If claim is being lodged by Guardian on behalf of a minor (person below 18 years of age), please specify

3. Deceased's Details
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Minor's Name Age Gender
2
3

pasll go dalall Utagiall dulhall pado

Minors Relationship with: Deceased: Claimant:
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Claimant's Complete Residential Address
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Claimant's Complete Office Address
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Deceased's Complete Residential Address
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Deceased's Complete Permanent Address
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Deceased's Complete Office Address
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Occupation Profession Designation
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Nature of work and duties he/she performed

(Cilyaiall 7 Joadll / Guasill Jio) dpalall ol dl Cilsle
Past time Habits (such as smoking / alcohol / drugs):
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Other insurance plans on his/her name: Yes No
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If “Yes", please provide details:
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Insurance Company Covered Amount Type of Cover

Was the deceased ever affiliated/involved with any political/religio-political organization or group? Yes No
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If “Yes”, please provide details:

wudgiall Guepdll dijoll ool posll udgiall go dalsll
Name of Legal Heirs of the Deceased Age Relationship with Deceased

4. Claim Details
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Reason of Death: ) sickness ) Accident
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Place of Death (name of hospital / institution)
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1. Cause of Death: (Description of the Iliness / Disability / Injury / Medical Condition that was the inmediate cause of death)
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2. Complete narration of the incident leading to / causing death:
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3. In your opinion, what other secondary medical condition(s), habits, lifestyle, work-related factors, social / political affiliation of the Covered
Member caused or contributed or aggravated circumstances leading to death. Please provide details with dates.
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4. Did the deceased have any past / recent history of physical or mental illness / disability / deformity / injury? © Yes O No
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5. Prior to death, was the deceased treated / attended by any Doctor / Hospital / Nursing Home / Clinic? Yes No
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If “Yes", please provide details of treatment / admission with location and dates.
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Name and Address Date Treated For:
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6. In the past 5 (five) years was the deceased ever attended by any Doctor or admitted to any Hospital / Clinic for Yes No
any physical or mental illness / disability / deformity / injury / medical condition?
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If “Yes", please provide name and address of doctor / medical facility with dates and details of the medical problem / condition.
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7. Did any blood relative of the deceased have ailment or medical condition similar to or related to the disease or medical condition from which
the deceased died? Please provide details with dates.
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8. Do you know any medical tests and examinations that the deceased underwent? Yes No
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If “Yes”, what medical condition were these tests and examinations for? What were their results and findings?
When and where were these tests / examinations conducted?
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9. In case of death due to Accident / Homicide / Suicide / Self-inflected injury, was any police report issued?

Was an Autopsy / Post-Mortem performed? Has a Medico-legal Report been obtained? Please specify and provide copies.




5. 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
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Full Name of Claimant
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Full Name of Attester / Witness
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Signature of Claimant
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