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ز�� �رم (ا�)-ا�ادى  ا�ات  �ا�  د�ىٰ ��

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

Information About Deceased ��ت  � ��م / ��� 

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  
    person nominated by the Certificate Holder, Guardian, Assignee,Trustee,  
    person covered
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 - B
CNIC - Deceased
Death Certificate - Hospital
Death Certificate - Govt / NADRA Issued

B-Form (If nominee is Minor)
CNIC - Guardian
(If nominee is minor)
Latest Photograph of deceased
Note: Company reserves the rights to ask further documents and
requirements.

Hospitalization, Medical Treatment Records
Participant membership documents
CNICs - Claimant/ Beneficiary 
Copy of Passport - Deceased
& Claimant (if living abroad)

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

�رڈ  ��  � ��م / ��� 
��� ���� �

� ��  � و�ت  �دہ  �رى   � �ل 
��� ���� �

� ��  � و�ت  �دہ  �رى   �   ���

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

� د�و�� ا�   �   ��
� ������� �

���ر��
�رڈ  ��  � ��ى 

� �� ��
������ �د 

�
�� د�ىٰ �دہ /��

� ����رٹ   � ��م  اور  د�ىٰ �دہ 
��) �ں  ���  � �ون  � �� �� (ا� 

Additional Requirements Requirement for Accidental Death

Certificate Owner Person Covered

� (ب) �رم  �  �  � �د 
�
�� �� ا� 

�رڈ        ��  �   ����
      �  �  � �د 

�
�� �� ا� 

� ���  � ��م / ��� 

Copy of Autopsy
Copy of FIR
Newspaper cutting covering
the accident

��  � �ر�    ���
�� ار - �  آ�   

� ا��
�ا�

�
�  �  � وا�   ��   ���

�
�   �� ا�ر 

Name of Claimant /                 : ____________________________

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

Father/Husband’s Name /                     : ___________________________
CNIC Number /                    : ______________________________ Complete Current Address /           : ______________________________

�م ��  �  � ���  ��� وا� 
� �رڈ   �� �  ّ�

_______________________________________________________ Relationship with Deceased /                                   : _______________

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

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

Account Title/               :_________________________________ Account Number /               :_________________________________
Bank Name/               :_________________________________ Branch Name /              :_________________________________
Cheque Title/              :_________________________________ Claim Amount /                 :_________________________________

، �ا�
�
�
�

� ، آ�� �
� �

�� ، ���  � ،����� �  �� �رم    ��  
�
��  ��  �

�
دا�  �� ���  � و�ت   � �د 

�
�  ��   ��� 

� ���  � ���  � ��  ّ�  �  � �ف   �  ��  ��� �اد 
�

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

�
�  � در�   �  ���  �  �  � 

��   �
�

ادا� �رم   ّ�� ��   ���  � ُ��  � �ر   ّ�  � �رم   ����� �ا�  ��
 �  �  �   � ��  �  � �

�
�� ��

-1

-2
-3

�ور���ت ا��  � �ت   �� �د�� �ور���ت، ا�  ا�� 

�م �� د�ےدار� 

ر�  ��  �   ��م / ��� 
� را�  �ر�� � ا��  ���� اى 

� �ا�� � ��  
� �
�ر� ��

�� ��   �
�

ا�ؤ�
�م ��  �   � � ��
�� ��   � ��

�   �
�

ا�ؤ�
�م ��  � �ا�  ��

ر�  �  د�ے 

�م ��  �  ��  �   ��� ���� �
� �� ��   ���

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 

.
.

. 

(                   )

(ب)

DEATH CLAIM FORM A - INDIVIDUAL LIFE

ADAMJEE LIFE ASSURANCE CO. LTD
WINDOW TAKAFUL OPERATIONS

Adamjee Life - Window Takaful Operations
3rd Floor, Adamjee House,
I.I. Chundrigar Road, Karachi - 74000 PAKISTAN



Page 2 of  2Deceased covered with any other Takaful Operator?
(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   ��

Sr. No Name of Hospital / Doctor Treated Name of Disease Treatment Duration Contact No. Correspondence Address
�ر  � �وا��� �ج  �ں  �م  ��  � �ج �ل / ڈا�  �م  ��  � �رى  � �� �ت  � �ج  � را�  �  �   � ��� و   �

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  �   �
�

و�  � ا�ل 

Declaration �� �� �ار 
�

ا�

Date of death /                :_______________

Type of death /                : 

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

Natural /             Accidental /

Duration of illness /                   : _______________________________________ to /      _________________________________________

Cause of death /                : ______________________________________

و�ت  
� �
�ر� �� � �

و�  � و�ت  �  � و�ت 
�  � �ت  � �� �د��

Was the deceased 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)

Date of Diagnosis Details about Diagnosis

Illness Details Accident Details (If any)
Date of Accident Details about accident

Treatment details taken prior to death:

1

2

3

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 Window Takaful Operator 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 related information that 
Adamjee Life deems necessary to obtain prior to claim approval and from any other Assurance Company / Takaful operator to which a proposal 
has been made at any point in the past.

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

��� �ا� 
�

�  �����
�
�  �  � � ؟ ا�  ا�ر�   �  �

� آ���  �� / � ا�ر�  اور   �  � ��م / ���   � ��

و�  � �ت 

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

�
� ��م / ���   � �� 

�� / ��� ذ������

�
� ���  �  ��

�� ����� ���� �

���
�
����

�رى � ��  �  �

�رى � ��  � �دے 

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

�رى � �� ���� / د��  ���
�
�

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

�ت �
� �

�  � �رى  � ��

�� �
�
�
��
�
�
 
� �
�ر� �� �ت �

� �
�   �� ���رے   � �رى  � ��

�ت �
� �

�  � �د� 
� �
�ر� ��  � �د�  �ت �

� �
�   �� ���رے   � �د� 

�ت �
� �

�  � �ج   �  � و�ت 

� �
�� 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   �  �
� آ���  �� �و  �

�
و�

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

.

Adamjee LIfe Assurace Co. Ltd-Window Takaful Operations. 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� 

� آ���  �� �و  �
�

و� ا�ر�   
� �

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

��   � و��


