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GROUP LIFE ASSURANCE CLAIM FORM
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THE ISSUE OF THIS FORM IS NOT TAKEN AS ADMISSION OF LIABILITY
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(Note: Additional information or Documents may be called for if necessary)
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To be filled in by the insured Client/Grantee/Employer
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Name & Address of the Client/ Grantee/

Employer
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Policy Number:

Period of Insurance  olill 5 s

. From: To:
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Name of the Life Assured
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Designation
No:
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Passport / ID No. Place of Work
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Age / Date of Birth Nature of Work
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Nature of Claim
Death Accidental Death Benefit (ADB) Permanent Total Disability(PTD)
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Repatriation
Cldiall das 3

Permanent Partial Disability (PPD)
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Medical expenses due to Accident(Medex)
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Temporary Total Disability
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Cause of Death / Disability (Give Details)
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Date of Event
Galall gy )

Place of Event
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Details if Accident/ Sickness
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Duration of Sickness From: To:
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Date of Accident: Cause of Accident:
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Date of Resuming duty after Accident/ Sickness
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Nature of Disability with Percentage
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Describe Medical Treatment Given
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Amount of Claim / Sum Assured (KWD.)
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Please submit the following documents. Copies should be attested by an authorized person.
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Documents Date Issued by
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Death Certificate / Disability Certificate form MOH
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Notification of Death form
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Medical Report for Accident / Sickness
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Disability Assessment Certificate from Doctor
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Police Reports for Accident etc.
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Age Proof (Copy of ID Card / Passport)
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Date: Office Seal Authorized signatory of Grantee/Insured (
name/ designation)
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