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ز�� د�ىٰ �رم - ا�ادى   � �ورى 

Claim Form A: Information About Claimant ��ت   �� ���رے   � د�ىٰ �رم (ا�) - د�ےدار 

Information About Policy Owner/Life Assured ��ت  �  � � ا�ر��  
� �

�� / ��   �����

Form Completion Instruction �ا���ت  �  ��  � �رم 

Checklist of documents required ��� �ل  ���  ��  � �ات 
� د�و�� �ورى 

Claim Payment Information ��ت در�ر   
�
��   �

�
ادا�  �� ���

1- This form should be completed by those entitled for a claim benefit as a  
     life assured.
2- Please fill the form with single pen without omissions / deletions.
3- Please complete the form with legible handwriting; an incomplete form  
    may cause delay in processing of claim benefits.

Claimant Statement Form
Attending Physician Form
CNIC - Life assured
Photograph of Life assured

Hospitalization, Medical Treatment Records
Policy holder orignal policy documents
X - Ray

�رم  � ��ن  ��  � د�ے 
�رم  �� ���  � ڈا� 

�رڈ  ��  � �ہ   ����� �

� ���  � �ہ   ����� �

�رڈ ر��  �   ���� �رڈ، �� ر��  � �ج 
�ات

� د�و�� ا�   � ��ر    �����
رے  ��� ا�

Policy Owner Life Assured

Name of Claimant /                 : ____________________________

Contact Number /           : ________________ E mail ID /                    :_____________________________ D.O.B /               :_____________

Father/Husband’s Name /                     : ___________________________

CNIC Number /                    : ______________________________ Complete Current Address /           : ______________________________

�م ��  �  � ���  ��� وا� 

� �رڈ   �� �  ّ�

Direct Transfer in IBFT Account                  Cheque�ا�   ��   �
�

ا�ؤ�   � � ��  �  �  
� ا��  � آ�  � �� 

Account Title/               :_________________________________ Account Number /               :_________________________________

Bank Name/               :_________________________________ Branch Name /              :_________________________________

Cheque Title/              :_________________________________ Claim Amount /                 :_________________________________

 ���
�
��� �  � ���  � ��  ّ�  �  � �ف   �   ��

� ������� �
�����، ���ر�� �  �� �رم    ��  

�
��  ��  �

�
دا�  �� ��� 

�
�
������� ُ��  �  �  �   ا��  � �رم  اس  �ے  ر�  �ل  �

�
�  � در�   �  ���  �  �  � 

��  �
���� �و�� �رم   ّ�� ��   ���  � ُ��  � �ر   ّ�  � �رم   ����� �ا�  ��

 �  �  �   � ��  �  � �
�

�� ��

-1

-2
-3

�م �� د�ےدار� 

� را�  �ر�� � ا��  ���� اى 
� �ا�� � ��  

� �
�ر� ��

�� ��   �
�

ا�ؤ�
�م ��  �   � � ��

�� ��   � ��

�   �
�

ا�ؤ�
�م ��  � �ا�  ��

ر�  �  د�ے 

�م ��  �  ��  �   ����� �ہ  ����� �

Name /     :
____________________________________________________
Father/Husband’s Name /                      :
____________________________________________________
Gender /        :
____________________________________________________
Marital Status /                 :
____________________________________________________
CNIC /                  :
____________________________________________________
Date of birth /                :
____________________________________________________
Occupation /      :
____________________________________________________
Business Address /                :

�م ��  �  � ���  ��� وا� 

�م ��

�
� �

� �� ازدوا� 

� �رڈ   ��
� �ا�� � ��  

� �
�ر� ��

� � ��

� �رو���رى 

Name /     :
____________________________________________________
Father/Husband’s Name /                      :
____________________________________________________
Gender /        :
____________________________________________________
Marital Status /                 :
____________________________________________________
CNIC /                  :
____________________________________________________
Date of birth /                :
____________________________________________________
Occupation /      :
____________________________________________________
Business Address /                :

�م ��  �  � ���  ��� وا� 

�م ��

�
� �

� �� ازدوا� 

� �رڈ   ��
� �ا�� � ��  

� �
�ر� ��

� � ��

� �رو���رى 

.
.

. 

DISABILITY CLAIM FORM - INDIVIDUAL LIFE
ADAMJEE LIFE ASSURANCE CO. LTD

Adamjee Life Assurance Co. Ltd
3rd Floor, Adamjee House,
I.I. Chundrigar Road, Karachi - 74000 PAKISTAN
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Are you insured with some other assurance company?
(If Yes, provide details)

1

2

3

Sr. No Name of Company Policy No. Issuance Date Address and Contact No Amount of Claim Claim Received
�ر  � �م ��  �  � �   �����

� �
�ر� �� �اء �  ا��  � را�  اور   � ر�  � د�ى  ر�  �  �� ��� �ہ   ��

1

2

3

Sr. No Name of Hospital / Doctor Treated Name of Assured Treated
�ر  � �م ��  � ڈا�  �دہ  �م / �ج  ��  � �ل  �م ��  � ا�رڈ  ��ج  ز��

1

2

3

4

5

6

Sr. No Disease Yes/No Duration Disease Yes/No Duration
�ر  � �رى � �� � / �ں  

�
� / �ں   �

�
� � دورا�� �رى � �� � دورا��

Event Details ��ت  � �رى  � ��

Occupational Details �ت �
� �

� �رو���رى 

Date of Disability /                  :____________

Type of Disabilty /                    : 

Place of Disability /                    :_____________

illness /               Accidental /

Duration of illness /                   : _______________________________________ to /      _________________________________________

�ورى  
� �
�ر� �� �  � �ورى 

�  � �ورى  �رى � �� �� �د��

Are you insured suffering from any of the below diseases?

Diabetes

Hypertension

Hepatitis

Cancer

Liver Disease

Kidney Disease

Heart Disease

Asthma

Psychiatric/
Mental disease

Any other disease
(Please mention the name)

��� �ا� 
�

�  �����
�
�  �  � ا�ر�  � ؟ ا�   �  � ا�ر�  اور   �  � آپ   � ��

Cause of illness /                : _________________________________�و  � �رى  � ��

� دورا��  � �رى  � �� �
؟ � ��  �   �� �رى  � ��  �   ذ�� �ر�  �د 

�
� آپ   � �� 

�� / ��� ذ������

�
� ���  �  ��

�� ����� ���� �

���
�
����

�رى � ��  �  �

�رى � ��  � �دے 

�رى � ��  � � / دل  �ض 
�رى � ��  � د� / �� 

�رى � �� ���� / د��  ���
�
�

�رى � �� اور   ��
( ���  � ��� �م  ��) 

When did you commence employment with your present employer � ��  � آ�ز   �   �ز��  ��  � ��دہ  ��ى  ا�   � آپ 

�  � ��   � � �� �دى  �
�
��  � آپ   �   �

�
�  و� �ورى   � :What was your main occupation at the point of your disabilityآپ 

Name the exact duties that were being performed, that have been
hindered as a result of your disability:

�ر� دى  ا�م    �
�

و� �  اس    �
�

��   �� ���رے   � �ا� 
�

� ان 
 � ر�وٹ    ��   � �

� �
�  � �ورى   � آپ   � � ،  اور 

�
�

Are you unable to currently perform your personal duties / occupational
commitments / basic needs? If so, in what respect and up to when?

�ور���ت �دى  �
�
و�وں / �� ورا�    � � �ا� / ��

�
� ذا�  ا�  ا�ل   � آپ   � ��

؟  ��  � اور    �� ا�ام   � ، �  � ؟ ا�  � ��  ��  �  
�
د�� ا�م   �

Has there been any improvement in your condition? �؟ آ�  �ى   ��   ��   ���  � آپ   � ��

Last date at work before disability
� �
�ر� �� �ى 

�
آ�  � �م   �  � �ورى 

Date expected to return to work
� �
�ر� �� ا�ازن   �  ��  � �م 

Duration
� دورا��

Address and Contact No
 � را�  اور   �



____________________ __________________________________ ____________________ ____________________
Claimant's Signature Name Of Witness & CNIC Witness Signature Date of Statement

د� د�ےدار  �  � �رڈ   �� اور  �م  ��  � �اہ  د� �اہ  � 
� �
�ر� ��  � ��ن  ��

Declaration �� �� �ار 
�

ا�

Illness Details

I/We, as a claimant, hereby declare that the information provided in the form is true and complete to the best of my/our knowledge, belief, and 
record. I also hereby authorize Adamjee Life Assurance Co. Ltd to seek and obtain information from any doctor, hospital, laboratory, any other 
organization or person that has any record, information or knowledge of health/treatment or other accredited information that its derivation 
deems necessary to obtain prior to claim approval and from any other Insurance company to which a proposal has at any time been made.

�ت �
� �

�  � �رى  � ��
�ت �

� �
�  � �رى  � ��

�ت �
� �

�  � �د� 

� �
�� آد�   �   ��  � �ں   ��/� ���  

�
���  �  � ���ت  اس    �� اور    � ��   در��  ���� � ��ت  �م  �دہ  �ا� 

�
�  ���� �ر�   � �ں   ��/� ��� �ار 

�
ا�  � ���ت  اس   � �ر   � دار  د�ے    ا��   ��   

�  ��  �� ��ت   �   �� ���رے   � �د 
�

� �ہ   ����� �  �  � ا�ر�   �  ��  ���  �  � ادارے   �  �  ��� �ر�ى  � ڈا� ، �ل ، �� وہ   �  � دى  ا�زت   �  � .ا�ر� 

Date of illness �رى � ��  
� �
�ر� �� Details of illness

Date of Accident �د�  
� �
�ر� �� Details of Accident

Accident Details �ت �
� �

�  � �د� 
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Declaration

.

Adamjee Life Assurance Co.Ltd. 3rd floor, Adamjee House, I.I Chundrigar Road, Karachi Pakistan
Tel: (92-21)111-11-5433(LIFE) (Ext: 114) Claims Department: (92-346)8209366, Email: help_claims@adamjeelife.com, Web: www.adamjeelife.com 

�ا� 7400 روڈ  �ھ 
� �ر�� آ�  �ؤس ، آ�  �  3  �ل، آد� 

� � ��  � ا�ر�   
� �

�� �: (Ext: 114)(LIFE)5433-11-111(21-92) آد�  را� 
��ر�: 8209366 346-92 ڈ��  � ������� help_claims@adamjeelife.com: ���� � :www.adamjeelife.com   اى  �

��   � و��

The Bank is acting as a corporate insurance agent of Adamjee Life Assurance which underwrites policy and the Bank shall not be held 
responsible for any liability under the policy in any manner whatsoever to the policyholder(s) or claimant(s).( In Incase of bancassurance policy)

دار،  ����� �  �  �   ����� ا�ر�   
� �

��   � � �� اور   � را�  ر   � �
�

ا  �   �����  �  �  � ر�   � �م   � �ر   �   � � � ا��   � �ر�ر��  �  �
� � ��  �  

� �
�� آد�    � � ��  �� �رت   � ا�ر�   ���������  �ف 

��۔   �
�

�  ����  � �ارى  ز��  �  �� ���  �  � �ح   �  � �ء �  ور��  ��� ��ار  �� ا� 


