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1. Claimant’s Information

2. Deceased Information

Claimant’s/Nominee Name:

Relationship with Deceased: Date of Birth

CNIC Issue DateCNIC

Claimant’s Occupation: Title of Business or
 Employer Name:

Claimant’s Address:

Mobile Number: Land Line Number

Deceased Name: Father/Husband Name:

Date of Birth D D Y Y Y YM M

Claiming the benefit as:

Nominee

Guardian

Employer

Other (Specify)

Successor

CNIC

Deceased 
Occupation:

Business Address: Last working day

Date of joining/
Start of business: 

Designation: Employer
Name: 

Monthly
Salary

3.  Takaful / Insurance History

Number of membership Policy Date of 
Issue Company’s Name and Address

Was deceased covered by takaful / Insurance 
from any other company

Yes
No

(If the answer is yes. Please provide Detail below)

Date of Death

Place & Address of Death

Time of Death Cause of Death

4. Detail of Death Claimed

Takaful Membership Number Amount of Claim (as per PMD) 

Claimant's complete (IBAN) bank account number: Bank Details (IBAN)

Date when the deceased complained about his/her illness

What was the complaint/symptoms?

Duration of illness/sickness

5. Past medical history

6. Declaration
I hereby declare that the answers to all the questions were entered completely and truthfully and 
nothing has been concealed or misrepresented. I hereby authorize Pak-Qatar Family Takaful Ltd:

1. Knowing that the authorization will be used in determining the eligibility of the payment of death 
benefit in this(ese) contracts and will be used for processing of these benefits only;

2. To require and collect medical and non-medical information regarding the deceased from all 
hospitals/doctors, medical facilities, federal, provincial and local government agencies, law 
enforcement agencies, Federal Bureau of Revenue, NADRA, Banks, takaful, insurance Retakaful and 
reinsurance companies and request all of them to provide all such information pertaining to the 
deceased;

3.  And the deceased had during his life time authorized the company to have access to such 
information pertaining him.

NADRA

Detail of medical History of all treatment taken in previous two years prior to death

Complaint/
illness

Date of
Daignosis

Duration of 
TreatmentName of doctor/Hospital attended

Signature of Claimant & Stamp with Date

Claimant’s Statement Form
��ن �رم �ار � �� د���

A++
Rated by VIS and PACRA with Stable outlook
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