ASKARI LIFE ASSURANCE CO. LTD. L WW!”JMF

CLAIM INTIMATION FORM s
askarilife

THIS FORM IS TO BE FILLED BY THE CLAIMANT/NOMINEE < b/y ALy !;L)LP!;I../?G:
Important Instructions: B o el
1. Please complete the form in capital letters. ~E SR SAF e
2. Give full answers to all questions. _Z;,;,p,zy;_,,m,(g; (¥
3. In.case of more than one cl;:mant, a se_parate form «s’mﬁwswﬁ‘iéuﬁﬂ;Lbé.)@‘%(f,{crud.:ufdl!}L,{J&l;/ﬁ;g;;,g e
will be required for each Claimant/Nominee. . 5 PRI X o
4. Tobefilled by Guardian in case the Nominee(s) are minor. —e il Sl ey p i hmt Sl Tl (UBAP0) mipt

SECTION 1: DETAILS OF THE DECEASED = b 035/35 1 1 2

1. Full Name: -t 2. Date of Birth: Fla bt
3. Policy No: ¥, 4.CNIC No: 43¢ P2 g5

5. Occupation at the time of Death: =3 = bs

i~

& L
6. Last Residential Address: z,§ 4,877

SECTION 2: DETAILS OF THE CLAIMANT = uwdSuni S P : v

7. Capacity in which the Sum Assured is being Claimed: D Nominee D Guardian |:| Legal Heir D Assignee
S s it st 4 EMdIE Js

8. Full Name: rtH* 9.CNIC No: 6 P g5

10. Current Address: 222%#* 11. Phone No: 3

12. Bank Name: t6-& 13. Account No: <2731

14. Relationship with Deceased: s4e_ 3/ 35

15. In case of Guardian please give name(s) of Minor(s): é{iﬁ"’tai(uwgt)ggt:uf:,;fo/.wi/

16. Relationship with Guardians: s%e U ~ 17. Ages of Minor(s): £S5 (uwi)Ew

SECTION 3: DETAILS OF THECLAIM =4 <

18. Date and Time of Death: &,;;lf;/td/gu; 19. Place of Death: « bsi b

20. Cause of Death: ,xd/.:,G;

21.Name of last attending Doctor: #£§ ¥ 15L_tsl /i beez 2 85T 22. Phone No: .3

23. Address of Hospital/Clinic: =, §_&¥/Jty+

24. Name of the Physician routinely consulted by the deceased: ¢t6c*AL i b st Yol S e i S5/ 35

25. Address: = 26. Phone No: /7

SECTION 4: DECLARATION ol 0 : 2

| as the claimant do hereby declare that all foregoing answers and information stated above are complete and true to the best of my knowledge and belief and i hiave not concealed
any detail from the company. | request for the payment of benefits under the above policy according to its terms and conditions in the capacity described above. | confirm that
| am legally entitled to the claim payment and the same once made, will discharge Askari Life Assurance Company Ltd from all liabilities whatsoever under the above-mentioned
policy. Furthermore, | agree that this Claim form and other additional related documents and investigations or examinations by Askari Life Assurance Co. Ltd. cannot be interpreted
or assumed as admission of liability by the Company. | hereby give consent to doctors or related parties of hospital etc, to disclose to the Askari Life Assurance Co. Ltd. any
explanation or information which are deemed necessary with regard to the deceased.
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Signature of Claimant: L%LJ_UJ_/'LP»:(ZK Date: &k

i
Witness Name: ¢C6s!¥ Address: =,




