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PERSONAL ACCIDENT TAKAFUL CLAIM FORM / BORANG TUNTUTAN TAKAFUL KEMALAI

» weeoremoreee [T 1 ]- [ ]- (T 1] ors tomanressioremnsens | 1 1 T TTTTTTTT]
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Parmanent deabiity dus ko asccdent | ETmmmuma :Immf Emm Others, phease specity /
Mo kehal shbal kematangan Hadatan kil Yaan o Elaun Mospital Laun-iaen, e rrratakan

 wmmcrmiseam [T T T T 1]~ [(1]- (T TT] gy (LTI T T TTI1T]

3 Ccoupation / Pekeciesn

4. M s person s nol the of the pleasa siale heuher " o the il the s
Tym phak yang utandan Peserta, 382 nystskan rgan bekau dengan gan peserta

% Detads of Bw ngunes and desabddes: a5 confirmed by the: attending pivysecian /
Butir-butr A kodatan rel rang daahkan clef cegurea pang mecswal

B Pame of aferdng physcian, hosgitsl and address.’
Nama pegaws peubalan yang mevawal. hospal dan slemat

| Pata:Dutals ofth Acciden / Babagian 4 Bt butr Komaangan
 sestmesmemmnery: (T (1 )/ (11 1] ' [1): (1] mm

2 Pleass dencribe in yous own words the natute and exdent of the mpuries suflered due 1o ths accadent and medcal ireatment feceived. Plsase do not stale “Please refer 1o the Police Report” or "Pleate refer 1o the Medical Report |
Dengan perkalasn snda sendn. leranghaen hecederasn rang Ineh dalamy shial kemalengsn bersebul sots cyalahsn rewatan yang belah dienma. Sda jargen ryatsken “Sia rguk kepads Lapocsn Pobs” stew "Sda npub kepada
Laporan Perstatan” g dadam peneraegarn snds.

3 Dud the ingured person sufler any ingunies or daabiites o liness pror 1o Ths acodent? if YES, please describe T nature of the inuries o deabiities or liness and the date it was frst dagnosed |
Adakah phak yang e felah g Blans hadatan Bl MEngRiag Sebrang P yakl Sebeiim emalangan lersebul beraku? Jia YA Rranghan dengen mias i kecederaen sl
ndatan atau perpakit yang dilams din Lakd i mula dkefafu

1. b5 the muresdaabdtesion aspect of which you are making Clarms are coversd by o lakalul cperalor of INSUrance company aganst all or any of the neks covened by this certficate? |

o '] BB UL S0 g SZNGY (R DONQencal TRk SN L ST SYSIE MEVBNT DG ST BLA IMBNE-MAND NIR0 jarg SRR it Sgd e
Yari. pleate specty detads/ M i
¥a. sda myatakan makiumal eghag Tickak
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Please of medical e 16 the Injuries and yang diterima dan keilatan yang distami

Hospital's name and location / Nama hospial den lokas Date of 1 Tarknh ke hospital Date 1 Tarkt keluar dan hospital Fua of $ yang

1. Dates of medical leave /
Senarakan tarkh-tarkh anda dbenkan cuti sakt

2 Dates of Sght duty leave /
Senarakan tarkh-Larkh anda Sberkan culti e ringan

3 mmnwmrmc’(lwlml [ ] |I | /l I | |

Please the details if Is other than the /Sita berikut Pihak Yang Meauntut selain daripada Peserta
sl WV I ) O ey L1 T 1 LI 1T T VTV

Hubungan dengan Pihak Yang

WWe, hereby authorse any physician, nurse. medical stafl, hospial, Clnec. organzaton, INSMubon o Indvidual that has any records of knowledge of me /us 1o dsclose ol
Mmu-mmmm‘m*wmnmvmmmwnmnmmm mvmwmwmmnmmm
for any and all pUrPOses pertaining 10 o arnsing out of the claem by he undersigned This authorsation shall remain vald unil the above feferenced claim has been finalised. but In No event longer than 7 years rom he date below. VWe

understand hat UWe have the right 1o receive a copy of this of tus shal be as vald as the orgnal /

Saya / Kami dengan ini memben kuasa kepada dokfor. anwnmm rokod atau Saya / Kami untuk mendedahkan
0mus makiumat yang beckatan dengan separah hesihatan / tuntistan / somua rekod sejarah hopada Syariat Takatsd Malsysia Am Berhad untuk memproses funtutan
Says / Karmi. Syarkat Takatul Maloysia Am Borhad boleh o atas untuk dm semus Ryuan yang berkatan dengan atau yang Smbul daripada tuntutan oleh yang bertandatangan di bawah int.

Kebenaran ini akan hokal sah sehinggs tuntutan drguk & atas lelah dimubklamadian, totapd bdak lebd darpade rwum‘-—n Says / Kami faham bahawa Says / Kami berhak menecira saknan kebonaran ini. Sakosn
AoDenaran v Sangap sebage sah seport yang ssal

T 111

Date (DOMMYYYY) / Signature of he Inured Person of his/her guardian
Torkh (HHBETTTT) Pihak v

We hereby declare that, to the best of myfour he above and facts are true and we &d not falsify or provide any false statements 10 support this claim. /
Bahawasanya dengan v adalah yang o atas adalah benar dan betul dan ictak atas yang
itk benar Bagil menyokony tuntutan tersedut.
If v form was compileted by somoone sise Lwe heroby deciare that ad statements provded by them 1o be and Vwe snab be fully for those ]
wwummmmwmmwwwm—“mpq“mmm sebaga i sondinl den mengaky
¥We also declare that we shall Ay cooperate with the ry and any other Company in relation 1o this clasm_ /

akan memben yang penuh dan sepatitnya kepada pihak Syarkal serta mana-mana pihak lain yang mewakdl pihak Syarkat borsabet dengan tuntuton ini.
l I ll II I | |
Date (DDMMYYYY) / ! Poserts Clamant's Signature / Tandatangan Pihak Yang Menuntut
Tackh (MHBETTTT) (Prease affix Offcial Seal. f apphcabie ) / (Séa letakkan Cop Rasmi, pka berkenaan)

n-nneuwmnmummm:wwm—amnwwauumamm:mmnmmmmm
pongenalan (KP) / Syl Pendaftaran Syarkat peserts dan pihak yang hotika permohonan tuntutan dbuat

Third Party Vedfication / Pengesahan Pihak Ketiga.

' Neow NRIC No / No KP Bans [ l

LLL p=p ) L]
LI JsLT1

I
Date (DOMMYYYY) / [ I ],

Name / Nama l ]
Tankh (WBS/TTTT)
“Third Party” means takalul agents. staf! of the 1 "Pihak Kotiga™ bermaksud ajen takaful. broker takahul atau kaktangan pihak Syankat

r
:
I
5
3
[
|
|
|

Personal Acadent Takatul Claim Form duly completed / Borang Tuntutan Takahs Kemalangan Der yang lengkap dis
Copy of identity | Sadnan Syarkat

Copy of Police Report / Salinan Laporan Polis

Copy of Medical Report, if any / Salinan Laporan Pecubatan, sekinanya ads

Copy of Medical Specialist Report. £ any / Saknan Laporan Perubatan Pakar. sekiranya ada

Copy of Death (for tatal ly) | Salnan S (untuk sahaja)

Copy of Post Mortem report, i any / Salinan Laporan Bedah Siasat. sekiranys ada

oopooooao

Please note that the may
lain untuk setolah tuntutan

10 be after the claim has been registered / Sia ambil maklum bahawa pihak Syarikat
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Important Note : The account hoider name and clarmant must be he same person / Nota Penting : Nama Pemegang Akaun dan penandatangan arahan kredit mestiah sama dengan poenuntul pads borang funkan.
EJW(WUEWMW

Name of Account Holder / Nama
Pemegeng Abaun

IC I Passport No. | No. MyKad / Pasport

Correspondence Address /| Alamat
Surat Monyurat

E-mad Address | Alamat E-mel

Telephone No. / No. Telefon

Bank Name / Nama Bank

Bank Account No. / No. Akaun
Bank

'sv\-n!rm Date / Tankh

Terms and Conditions / Terma-terma dan syarat-syarat

1. Dwect Credtt faciity is only appicable for bank accounts maintained in Malaysia For overseas customens. we will assess and allow Overseas accounts on 3 case 10 case bass.
Kemudahan Kredit Terus hanya boleh bagl akaun bank yang & Maloysia sahaja. Bag/ pelanggan kiar nogara, kami akan mendal sotiap kos sebolkum membenarkan kemudahen Krodt Terus i,

2 Dwect Credit facity is appliicable for Participant’s / Certiicate Owner's bank account ondy. Payment 10 other beneficianes is 10 be considered on case by case bass.
Kemudahan Kreat Terus Boleh digunakan untuk akaun bank Peserta / Pemik Syl sahaja Pembayaran hepada penenma lan akan Sporimbangkan berdasarkan sebap kes.

3 Pamcipant / Certficate Owner is 1o fumish a copy of the bank passbook or bank statement and the IC no_ / Passpont no. MMM&WNMWMMW
Poserta / Pomik Sl poru mengemkakan satu saknan buk simpanan bank ata penyata bank dan No. Kad Pasport yang bagé akaun bank LNtuk tuan pengesahan

4. ¥ithe copy of bank or bank - . the Parsicipant / Certificatle Owner is deemed 1o have confrmed the account detals provided in this form as vald and accurate
* 1n he event of any invalkd / INaccurate account detals provided by Partcpant / Certficate Owner rosulls in payment being credtod Ino 8 Turd party bark account the payment made theroto i st Coemed as full payment for
Retund / Parial / Clains. Others and STMAB shall be released and fully discharged from o existing and future kabiities, claims and demands in relation 10 suth Refund / Surrender / Partial
Wizthdrawal / Claims / Cancellation / Others.
Mea sabnan Duku MMPanan bank atau peryata bank ek dhemukakan. Peserta / Pemid Sl diangap telah menesahhan Dahawa bulr DUt akaun O dalam Dorang v adalah sahd) dan tepat

* Sekiranys butir-bute yang diberkan cleh Poserta / Pemitk SHi tidak sah st Sdak tepat, mengakibatkan pembayaran Kredit Torus ke dalam akaun bank pihak kosga. pembayaran dibust i masih 3angoep pembayaran penuh bagi

Ryjuan Bayaran Balk / Serahan /. / Tuntutan / /Lain-dan dan STMAB txdak akan betanggungewsd atas wgaa Katilt. Sakwaan an PerTINtAan Pada Masa Ak dan Jugs Pads Mase hadapan yam
berkatan dengan Bayaran Bask / Serahan / / Tuntutan / / Lain-dain

MEDICAL CERTIFICATION FOR INJURIES AND DISABILITIES

THE FOLLOWING INFORMATION MUST BE COMPLETED BY ATTENDING PHYSICIAN. Please use separate sheet of paper if additional space is required.

A. DIAGNOSIS

1. Date and time of the accident, and to your knowledge
how was the accident happenned?

2. Full details of the injuries

3. Are these injuries consistent with the circumstances of
the accident as described to you?

4. Is there any previous medical history or disablement
which might have ributed to the e of the
accident, or which way the y?

5. To your knowledge, was the patient suffering from any
disease or injuries or disabilities at the time of the
accident?

6. Was the patient being referred to you from another
clinic/hospital? If YES, please state the referring
i 's and 2

7. Has the patient suffered any isodes of this | Date S Di T nt
oondmonoranymhonloadmlonormhmgwmn
YES, please provide the details.

8. Has the patient g any surgical d for | Date Hospital Diagnosis Surgical Procedures
mlsoondmonotanycondlhonleodmloilovnlawn
it? if YES, please provide the details.

B. INJURIES AND DISABILITIES

1. What is the extent and severity of the patient's condition
(eg. Is he/she able to commute by himself/herself? Is he/
she able to on and P the task by
himself/herself, if so, for how long?)

2. Is the patient's condition improving, stable or
deteriorating?
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3. Is the patient's condition permanent? If YES, please
provide the estimated of
disability against the 100% ability of its original function.

4. What is the extent of the patient's expecled recovery
from this condition?

5. When would the recovery be expected?

6. To what extent would the patient's current condition
affect his/her ability to perform his/her usual occupation?

7. To what extent would the patient’s ability to perform his/
her usual occupation be affected after his/her expected
recovery?

8. To what extent would the patient's current condition
affect his/her ability to perform any other occupation?

9. To what extent would the patient’s ability to perform any
other occupation be affected after his/her expected

recovery?

10. Is the patient capable of practising current occupation on
a full-time or pari-time basis?

11. Is the patient ble of p g other ¢ ion? If

yes, plnmdambotypsul‘mh?

THE FOLLOWING INFORMATION MUST BE COMPLETED BY ATTENDING PHYSICIAN. Please use separate sheet of paper if additi

| space is requi

C. ACTIVITIES OF DAILY LIVING: Please comment on whether the patient is able to perform the fellowing activities of daily living

Washing, bathing

mmmnammmmm%dmmmmm«mdmu
following periods:

Ability 1o wash or bath or shower on by other means to maintain I:]Y'ES I:]NO Comments:
personal cleanliness
Dressing
Abilty to dress and undress and to put on and take off any medical | | | YES _ | no Comments
appliances usually worn
Toileting
Ability o do all of the folowing: 10 get to and from the lavatory. 1o get | | | YES I no Comments
on and off the lavatory, to maintain adequate level of personal hygiene
Continence
Ability 1o voluntarily control bowel and bladder function with or without [:] YES D NO Comments
the use of catheters, incontinence or other artificial aids
Feeding
Ability to take any form of nourishment once it had been prepared and D YES I:] NO Comments:
made available
Ability to mave in and out of a chair or bed [ ] ves _ | no Comments:
Restriction in movement or lifestyle?
If s0, please give details D YES [:] NO Comments:
D. CERTIFICATION OF DISABILITIES
Temp y Partial Disabl

_ fom: [ ] Jo[ [ /[T T]]
| hereby cerify that the patient has suffered t y partial " to the above

To: HEEEEEEN

Temporary Total Disablement

I hereby certify that the patient has suffered temporary fotal disablement due to the above
condition and has not been able to perform any of his usual duties or jobs during the following
periods:

fom: [ [T /LT 1T
To: |||"I||FI][]|

F Partial D

| hereby certify that the patient has suffered permanent partial disablement due to the above
condition and the details are as follows:

Percentage of disability: | | | %
Please state which limbs and details of its disablement
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P T Dicakl

| hereby certify that the patient has suffered permanent total disablement due to the above

condition and the details are as follows:

Please state which limbs and details of its disablement

Please provide additional information, if any:

E. DECLARATION BY THE ATTENDING PHYSICIAN

To the best of my knowledge, | hereby declare that all the information given above are true and accurate.

Name of patient:

NRIC/BC/Passport No:

Signature of Attending Physician: -

Address:

Date / Tarikh :

T O 117
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