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HOSPITAL CASH 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.

1. Plan Holder's Details
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Plan No.
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Passport No./Emirates ID No.: Date of Birth:

2. Covered Member's Details (Please complete the details in case

Covered Member is different from the Plan Holder)

Relationship of Plan Holder to Covered Member:
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3. Claim Details
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Date of Event:
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Place of Event:

Sislall caung
Description of the Event:
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Describe the Symptom:
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Date the first symptom appeared: Diagnosis:
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Attending Physician & Hospital Name
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Physician’s Telephone No. Fax: Email:
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Date of Admission

agall ayli
Date of Discharge
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Name and address of the family doctor

3. Claim Details
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Has the Plan Holder been covered by other Takaful / Insurance provider?
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If yes, please provide details:




Insurance Company
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Type of Plan
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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 representa-
tives, any and all information with respect to any sickness or injury,
medical history, consultations, prescriptions or treatment, copies of
all hospital or medical records and copies of all records of employ-
ers related to the Covered Member. The undersigned further agrees
and authorizes that a photocopy of this authorization shall be
considered as effective and valid as the original.
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Full Name of Claimant Signature of Claimant Date of Signing

Important Notice:

Please note that documents coming from outside the United Arab Emirates

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