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& STATE LIFE £

INSURAKCE CORPORATION OF PAXISTAR

et e mrras Dated - s " :

_ e o S <y Hef: s 3

——————— e e e

Sub: Policy No. _ Llate : -

We are sorry to learn 2bout the death of the life insured under above policy. We pray to the Almighty
that his or her soul may rest in peace.

For assessment and evaluation of death clzim, we need certain information. For this purpose, we are
enclosing a set of following claim forms for completion as per the instructions given in each:

M Claim From A-Claimants Statemeit iv e compiered Dy the person lagally entitled to clzim
policy moneys.

[J Claim Form B:Madical Attendant’s Certificate to be compieted by the madical attendant who
had treated the life insured in his or her last illness.

{J Ciaim Form C-Certificate of Identity to be completed by 2 person who knew the deceased life
insured but is not related to him or her and has no intent in the policy moneys.
[J Ciaim Form D-Certificate of empioyer to be completed by the employer of the deceased life insured

Please return us the above forms duly completed and attested alongwith following documents:

i.  Original policy document

2 Death certificate issued by the concerned union council;

3. Attested photocopy of nationai identity cards of the life insured and the claimant;

< f age of the life insured is not admitted, please send us an attested copy of his or her age proof
such as educational certificate, birth certificate or employment record.

5. . If nominee under the policy was minor 2t the fime of appointment and is now major, please provide
us zttested copy of his or her age proof.

€. Receipt of the last paid premium.

In case the life insured has expired as 2 resul* of an accident or was murdered, please provide following
additional documents:

7. Police reporis-FIR and investigation
8. Postmoriem report.
9. Clipping of the newspaper where news -7 accident or murder was published.

If the life insured has expired outside Pakistan then the claim forms, relevant reports and documents,
executed abroad and issued by the foreign authorities, must be attested by the concerned Embassy
of Pakistan in that particular country. If burial has taken place in Pakistan, the document s related'to
the carriage of death body to Pakistan 2nd burial here must be provided.

This is for your kind information that issuance of claim forms does not mearn that your claim undser ine

policy has been accepted or that the Corporation has been acquitted of the rights vested to it through

the policy contract. State Life reserves the right to call for any other information, documents and

evidences , as it deems necessary. If you face any difficulty in completion of claim forms or other

requirements, you may please contact us on the address given above. We will glad to assist you in this,
connection.

Your truly,
Manager (Claims) Wil -

T A o Lt

Enc. As mentioned above
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INSURANCE CORPORATION OF PAKISTAN
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PLOT NO. D15, AL FARHAN TOWER
BLOCK * H’, NORTH NAZIMABAD, RARACHI
PHONE NO: 021-99260025 & 021-99260019

KARACHI CENTRAL ZONE il RN, S
4 .. CLAIMFORMA .
cmmams ﬂA’I’-Eh{ENT*
POLICY NO: ; NAME OF THE INSURED: s D

{Instruction for compieiion of this oz

¢ This form 15 to be completed by the person legally entitled to claim moncy ie. nomince, Guardian, Trustee, Assignee and
bolder of succession certificate.

hm&acsm&anmchmmmhwmmmmhmzasqﬂmim

Please attach the attested copy of daimant and decezsed.

Please provide complete information. Incomplete and blank for will not be entertzined.

e

Please fill in the form with clear and legible handwriting and 2void cutting and overwriting,

i.

Fiease provide foliowing iufonnaiion abuut de ife noinec:

Nazame: AL CNIC: e o e
Age or date of birth: . Occupation:

Address: : = —

Mobile No: Fax ==~ === Emak

Relationship with the Iifc insured:

Plcase tic box below describing nature of our c tide under wh:ch you claim the pohcy money:
3 Nominee O Guardian O Trustee OlAssignee  [DSuccessor
Please provide dataile about deceased life insured.

Name: _ — LN Ty ____CNIC:_ L
Last Occupat:oﬂ. Occupation:

IR AaaNe. e e

Date of Death: | : Place of Deats: L B
Immediate date of death: ) Age at Death:

Duration of last illaess: S Ly

Please state particulars of other life or health insurance policies of the ife insured:
Daolicy Nals)

-

Datefs) of issues ___ : =

Issuing Officer: S i il

(@) Please state as 1o when did the deceased Life insured first complain of being not in usual goof

health? : i e

®) Nature of illness then complained of: =

Please provide details of medical attendants consulted dm'mg Jast illness of the deceased:

(&) Doctor’s (Hospital’s) Name: s
Address: n_u L
Date (s) of consuitation: Complaints: _ P —

(®) Doctor’s (Hospital’s) Name: e
Address: - P :

Date{s)ofconsultatton: _ =~~~ Complants: —F. T3

gy



STATE LIP E 5 FLOT NO. D15, AL FARHAN TOWER. .

- m(xxi 3 N‘ZIEAB“I). o CHJ
INSURANCE CORPORATION OF PAXISTAN PHONE g&ﬁ% & m-ml‘;;m
KARACHI CENTRAL ZONE FAXNO. @1.9260010
7. Plczscprovidcdcuﬂsaboutdleiﬂnmhsumdpeminin tothehsttb:ceyas:s:
| Doctor’s Name & Addess — | Date of First Consultation | _ Natwre of Complaints |
e S e rree—e =S
—— T ij
8. Plase Lst out bdow_pnrfiuﬂ?.zs of ymﬂnbhg;sgc_ec*m—ahask_ﬁ ) [ )
| Name TAges 1 5k e i RE‘&E@ with 1 the Deceazed |
Gl S e
22 chsd ——t e e s g St W
i e N
!

Declaration:
 (EPETS = e _dohe:cbyderhzczhzxﬂaeinfomﬁonpmvidedbymchdﬁsdaimxs
irue i each and every respect and that I have not with held any material information.

(Signature of the Claiman)
Signed at _ _this__: O .

ATTESTATION .

The statement below must be sigeed by 2 Gazetted Officer, CEQ of Muncipality, Justice of Peasc,
Magistrate, Collector or Judge of the Place or district where the death took place or officer of State Life (not
below the rank of Assistant Manager on the Administration side or Area Manager on Marketing side), if he
oz she knows the claimant.

Phone No- _ Fax . < _ . CNICNo: e




POLICYNO:_______ —  NAME OFTI-IE INSU'RED: = 2= =50 —
frh_:‘s‘&ru Ction for completion of thi s form:
*  This form i to becomph:cdby:hcmcdkglﬁmndmtwhobzd treated tbchfcr'smncdmhsmhcxhs:ﬂhcu_

|
i
|
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Mask of identification: TR W ————— Occupatiog- B R,

Ad&m%+_ﬁ___________H_,___‘____H__*__,__ e N Sy - ==Y P

Habits:

Date of 1 Jeath: Ssbiamtio= Time of Death:
Place of Death:




STA’]:' E LI FE ' PLOTNO, D5, AL-FAREAN TOWLE

. - BLOCK * H*, NORTY NAZIMADAD, FARACHI
INSURANCE CORPORATION OF PAKISTAN PHOME NO: 021-99260028 & 021-99260010

KARACHI CENTRAL ZONE FAXNO.  021-9260010

e — e ——

1

Do you have any reason to supposc or to suspect that
_disease caused or apprava ted by mntemperate habits,
Whether the deceased was aware of the nature of his
disease?

- S —

3. Please answer the: following questions related to the past history of the life insured:
_‘EW}_I}!. discase or condiLTc;EL;_dE life insured has?
What were the dates of diagnosis of above disease

or conditions?
Who has treated the life insured for these discases
and conditions? Please specify name and address
| of the treating doctors/hospitals: 4
Who has reported this history to you?

pr——

S — —— B

T ——

6. Are you his her usual medical attendant? Please appropriate box.

| Yes, Since No,

O e — |

7. Please specify what disease or illness you have teeated the life insured during ‘ast three years

8. Ifyou have replied in negative to question 6 above, please specify the name and address of the usval medical
attendant(s) of the life insured .. A,
. Please specify any other information which you feel pertinent ) :

10. Please describe any other information of remarks to make in connection with this claim concerning the
deceased’s aliments, habits and mode of living etc?

IS S T TR R MR e e e TR T R PR Sm m e S R N A N SE Sw Tm W UE R DY WS Wm A DR R S L e e a T S TR R S a8 S W WSS S M e S pm S B e e e R W
......-..-..__...............;_.A._.........._..._..--——----h-..u..‘.....-.o-——-—....--.—-...-.o-.......-..—-..n..-.._...-._........_.........._..... -

——_medical attendantof the deceased ) Do here

Ly solemnly declare that the (oregoing statements are true and correct to the best of my_knowlcd-gc_and belief thas the
deceased does not die by his own act,

Signed at el Wi o eyl

Signaturewithseal . Dae N T T —
Naoe: . 3 S— _Qualification: 2= S3ii oy
Address: AN . Phone No: i Sa—
Witness to signature and identity of medical attendant:

Signature with seal: _ : Date: s Zaiclls
Name; : s Qccupation; _____ =

Postal Address: i e = = Siieas

Note: if the medical attendant is civil or assistant surgeon or the one of the State Life’s authorized medical
examines, bis or her signatures of this form may be witnessed by the person of character and responsibility
other than a relative of the deceased life insured. In other cases, the witness must be Gazetted Officer, Justice
of Peace, Magistrate Collector or Judge of the place or District where the death took Pplace or oflicer of the
Siate Life (not below the rank of Assistant Manager on the administration side or Area Manager on
Marketing side), if he or she knows the claimant. :



&4 STATE LIFE W P

' _ BLOCT * 1 7, NORTH NAZIMABAD, FARACHT
INSURANCE CORPORATION OF PAKISTAN PHONE No:*mmozs & 021-992500TY

RARACHI CENTRAL ZONE FAXNO. 021-9263010
CLAIM FORM C

A

POLICY NO:- . NAME OF THE INSURED:

Instraction for completion of this form:

« This form is 1 be completad by the pessoe who personally knows the 5 insured /decsased and have takea pac in the
burtal / commatial / fonesl of the deceased

e  Please attach the anesied copy of CIN.I.C of the ideatber.

‘©  Plesse provide complete informarion. fncomplete and blank for will not be entertained.

E Phxﬁﬂh&xfomwi&ckumd??bhhmé‘ﬂnﬁzv&dmgmdmg_

Y — e e - — = -— -

Doheebydecarethat T koow Me. /Mst.  ~ S B

S/o. W/o.Djo = = meaeeg s il e

Residing at
Prior to his death for the last ____yearsand ::‘_on::z{zndtna:hc/shc&cdagedzbout__ _

years az ____ _onthe o ontiipett. - ' oo
after suffexing for yeassand ___ moaths
His / her personal appearance was as follows: o _ = e

I am sasisfied that he/she is the same pesson who was described in the policy issued by the State Life Insurance

Corporation of Pakistan in the year aad on whose death the above named daimzat is
aow making claim on the State Life.

Signature _ e LN
Signed at T this _ day of 20
ATTESTATION !

The statement below must be signed by 2 Gazetted Officez, CEO of Munianality, Justce of Pease, Magistrate, Colleczor oz Judge
of the Place or district where the death took place or officer of State Life (not below the rank of Assistanc Magazes on the
Administration sde oz Azea Manager on Marketdag side), if he or she kaows the claimanr n

7 certify that the idendifier of the deceased has sigoed it before me 20d I have verified his or her ONIC

Signatare with scal Date:
Name: _— — —.
Phoae Nox: - FaxNo: CNIC No: - =

T ek
’
]
|
|
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POLICYNO: —  NAME OF THE INSURED: -
'Instruction for completion of this form:
e ThisSmmistwo &mﬁ:ﬂc::dby&cm&nﬁdmo{m?bya/wmpmyfcmwhccmwfd«mdm
e Plezse provide complete information. Incomplete and blank for will not be entestained.
| ¢ Plcase &Il in the form with clear and legible handwriting and zvoid cuting and overwnting.

—

I/We _ . : i . do hereby declare that Mz /Mrs. /Ms
= S/o. /0. Ffo. . was emoloyed with us for
_yeacs months at - His/ber Iast attended business (this office) on
_for yar's _  month’s days. Hig/her
pessonal appeasance was as follows: _— — S5
Fis/ber ate of birth as per service record is - & copy of his age proof submitted with us is endosed
{{ .Aspaou:rccord,theai:;ncm:dmonmﬂadd??h;fo&:ﬁgﬁavayéﬁpﬁmtohisikudu& -
Tzom: To:
= Period | Reason for leaves mentioned in the applicerion B
| From Te: o R ) ) - o L ;
| Fromx ix = = I s
| :'f:br- To:. i)

Sigaed at S T S _day of 20__

Official seal of the company - (Signature of Anthozized Officer)
Name:
Designation: ) e
Addseys: — : .
Phooe No: . 2
Fax No: = =

ATTESTATION

The snmbcbwmus:bcsig:ﬁébyzGazmeﬁc:,CEOoanndp&y,jus&: of Pease, Magisteate, Collector arjudge
of&ePhccordhtdc:m&cdnﬁwokph:tmof&cofSumli& (20t below the rank of Assistag: Masace- on the
Adm&ﬁsmﬁonsidco:.&xubﬁmgamhh:k:ﬁngédc},ﬁhcmshcknomﬁxda&nana

Eccrd&:ha:mumnp:owhﬁsmhcmpk@wﬁwbﬁ:ofmw&gcmdm

Sigoanice with seal: L Daze:
Name- . ’
Address: - . e = B ol g — .. =
Phode No: Fax No: CNIC No: i - .




