
Date /         :____________   Policy Number /             :___________________  Deceased’s Name /                    :_________________________

Credit Card No /                  : __________________________Card Issue Date /                         _________Card Expiray              :__________                     

 CNIC /                   :______________________________ DOB /                        _____________ Contact Number /                :___________________ 

Residential / Postal Address /                           :_____________________________________________________________________________

Name of employer at date of death /                                              _________________________________________________________________

Address and tel no of employer /                                 ______________________________________________________________________

Occupation at time of death /                         _____________________________________________________________________________

Total outstanding balance at the time of  death /                              ______________Total Amount Being Claimed                   _____________    

Adamjee Life Assurance Co. Ltdآدم � �� ا�ر� � �

Claimant Statement Form - Credit Card  �    �رم - ��ٹ �رڈ ��
�
��� ���
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Note:  Please complete this form in its entirety to help us
process your claim promptly. 

�� �رڈ � �ا� � �ر�

�ٹ: آپ �  �   � �رى �رروا� � �رى �د �� � � �اہ �م اس �رم � � �ر � � ��۔

To be completed by the claimant company / Bank د��ار � / �  � ذر� � � �� �۔

Details of life assured  ہ � �ت� �

Details of the death of the life assured ہ � �ت � �ت� �

�ر� � �� ��م � �م

��ٹ �رڈ � �رڈ �رى �دہ  �ر�

را� �

ر�� / ڈاك � �

و�ت  � �ر� �  آ�  � �م

�زم  � � اور � �ن � 

و�ت � و� �

و�ت � و� � �� ر� � ر� � د�ى

Date of death /                :_______________

Type of death /                : 

Place of death /                 :_____________Time of death /                 : (        :        ) AM / PM

Natural /             Accidental /

Duration of illness /                   : _______________________________________ to /      _________________________________________

Cause of death /                : ______________________________________

�ر� و�ت و�ت � و� و�ت � �

�ت � � � �د�� �ت � و�

�رى � دورا� �

Address abroad at the time of death(if death occurred abroad) /                                           : __________________________

________________________________________________________________________________________________________________

�ت � و� �ون � � �

1 - If  this claim arises from illness, please answer this question and ignore question number 2

ا� � �   /د�ىٰ �رى � و� � وا� �ا � � �اہ �م اس �ال � �اب د� اور �ال � 2 � � ا�از � د�۔

(a) When did the health of the deceased first begin to be affected? ��م � � � � � � �� �� �وع ��؟ (ا�)

(ب)

(ج)

-1

-2

(b) When did the deceased first consult a doctor for his/her lllness? و�ت �� وا� � ا� � � � � ڈا� � � �رہ �؟

(c) Did the deceased use tobacco in any form and/or did the
deceased consume alcohol?

�  و�ت �� وا� �د � � � � �� � ا�ل � � اور/� ��

� �اب �� �   �دت �؟ 

2 - If this claim arises from an accident, please answer this question and ignore question number 1

ا� �  � � و� �د�� � � �اہ �م اس �ال � �اب د� اور �ال � 2 � � ا�از � د�۔

(a) When did the accident occur? Date & Time �د� � �ا؟ �ر�  اور و� ��؟ (ا�)

(ب)

(ج)

(د)

(b) Where did the accident occur? د� �ں � آ�؟�

(c) If FIR was registered, please supply address of the police station to
which the accident was reported and case number 

����
�
ا� �� ر�رٹ درج � � �� ��

�� ا� � � اور � � �ا� �� 

(d) If possible, please give full details on the nature of the injuries sustained by the deceased 
ا� � � �، �اہ �م �� � � وا� ز�ں � �� � �رے � � �ت د�

3 - Name and address of the deceased's usual family doctor و�ت �� وا� � � ڈا� � �م اور� -3

�رڈ � �د

(ا� و�ت �ون � �� �)



Date /         :____________   Policy Number /             :___________________  Deceased’s Name /                    :_________________________

Credit Card No /                  : __________________________Card Issue Date /                         _________Card Expiray              :__________                     

 CNIC /                   :______________________________ DOB /                        _____________ Contact Number /                :___________________ 

Residential / Postal Address /                           :_____________________________________________________________________________

Name of employer at date of death /                                              _________________________________________________________________

Address and tel no of employer /                                 ______________________________________________________________________

Occupation at time of death /                         _____________________________________________________________________________

Total outstanding balance at the time of  death /                              ______________Total Amount Being Claimed                   _____________    
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Name of Hospital / Doctor Treated Name of Disease Treatment Duration Contact No. Correspondence Address
�ج � �ت �رى � �م �ل / ڈا� � �م �ں �ج �وا� را� � � و �� � �

Name of Company Amount Policy inception date 
� � �م ر� �� � آ�ز � �ر�

-4

-5

4 - Name and address of all doctors who attended to the deceased during the last five years proceeding his death
 ان �م ڈا�وں � �م اور � �ں � � �� ��ں � اس � د� �ل �   و�ت � و� �

5 - Did the deceased have insurance with any other company? Please give details
�  و�ت �� وا�  � � دو�ى � � ا�ر� �؟ �اہ �م �ت ��

Declaration �
�
 ا�ار��

I, _________________________________________________the claimant hereby notify ADAMJEE LIFE ASSURANCE COMPANY LIMITED of the death of 
the life assured and declare that the afore going answers and full  statements are true to the best of my knowledge and belief and that I have withheld no material 
fact from the company. 
I hereby make claim to the benefits of the insurance with ADAMJEE LIFE ASSURANCE COMPANY LIMITED and agree that the written statements and affidavits 
of all the doctors who attended or treated the deceased and all other papers furnished in support of this claim shall constitute and are hereby made a part of this 
claim and further agree that the furnishing of this form, or any other forms supplemental hereto, by the company shall not constitute or be considered an 
admission by it that there was any  insurance in force on the life in question or a waiver of any of its rights or defenses in law. I hereby authorize any medical 
practitioner, hospital or any other person to furnish ADAMJEE LIFE ASSURANCE COMPANY LIMITED or its representative, any details relating to illness, or 
injury of the deceased or such information as may be necessary to consider this claim. 

Signature & Seal of authorized officer /                            ______________________

Signature of witness /                ____________________________Address /      ________________________________________________

Mobile Number /              ________________________

Contact Number /              ____________________

�ز ا� � د� اور �

��اہ � د�

NIC Number /                  _________________________________Address /      ________________________________________________ ��� �رڈ �

� ���

�اہ � �م__________________________________________________           / Name of witness� �ن �

 � ___________________________________________________________    �� اس ��ت  � ذر� آدم � �� ا�ر� � � � � �ہ � �ت � � �� �ں اور ا�ن �� �ں � ��رہ �� �ا�ت اور � ��ت

�ے �� � اور � � �� در� � اور � � � � �� � � � �� �۔

 � اس � ذر� آدم � �� ا�ر� � � � �� ا�ر� � �ا� � د�ىٰ �� �ں اور اس �ت � ا�ق �� �ں � ان �م ڈا�وں � ��ى ��ت اور � �� �ں � ��م � �ج � � اور اس د�ے � �� � � � � د� �م

 �� �۔ اس د�ے � ا� � اور �� اس �ت � ا�ق �� �ں � � � �ف � اس �رم � �ا�، � اس � � � � دو�ى � �، اس � ذر� � � � � �� � � اس � �ر � � �� � � ز�� ز�� � �ٹ �
�
 ��ات � د��

 �� � �� �۔ ��ن � اس � � � �ق � د�ع �۔  � اس � ذر� � � � ��، �ل � � دو�ے � � ا�زت د� �ں � وہ آدم � �� ا�ر� � � � اس � ��ے، �رى، � �� � �ٹ � � �� �ت � ا� ��ت �

اس د�ے � �ر �� � � �ورى �، � �ے۔

Fraud Warning : This is a legal requirement for your protection to appear the following statement on this form: It is unlawful to knowingly provide false, incomplete or misleading facts 
or information to the Insurance Company for the purpose of defrauding or attempting to defraud the Company.  Any person(s) or agent(s) of Insurance Company who knowingly provides 
false, incomplete or misleading facts or information to a policy-holder or claimant for the purpose of defrauding or attempting to defraud the policy-holder or claimant with regard to 
settlement or award payable from insurance proceeds is guilty of a crime and may be subject to fines, denial of insurance benefits and penalties. 

 �اڈ وار�، اس �رم � درج ذ� �ن � �� �� آپ � � � � ��� �� �: ا�ر� � � د�� د� � د�� د� � �� �� � � � �ن �� � ��، �� � �اہ � �� � ��ت �ا� �� � ��� �۔ ا�ر� � � �� � � � ا� �
�� ��ر � د��ار � � � � � د�� د� � د�� د� � �� �� � � � ��، �� � �اہ � �� � ��ت �ا� �� �۔ � ا�ر� � آ�� � �� ادا� ا�ارڈ �م � �م � اور ���، ا�ر� �ا� � ا�ر اور ��� � �� � � �۔

Please return Claim Forms to /                                                   : claims-dep@adamjeelife.com� � � اہ   �م د�ى � �رم � اس اى�.

The Claims Department Adamjee Life Assurance Co. Ltd. 3rd & 4th Floor, Adamjee House, I.I. Chundrigar Road, Karachi 
Post Originals documents to / �� ا� د�و�ات � اس � � ار�ل 

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


