eTiQa

Family Takaful

PERMANENT PARTIAL DISMEMBERMENT CLAIM FORM

SECTION A

Every question must be fully answered and the Company reserves the right to require further information should it deem necessary. Submission of this
Claim Form does not guarantee admission of liability.

(70 011 1= o3 B 1\ o -

AGENTS INAIMIE .ttt bbbttt st eee bbb neniee

AGENE'S COUE & AGEINCY ..ttt ettt et e e b e e st be e e sbbe e e e enbee e snnaea e e AGENt'S CONLACT NO. : ...eoiiiii et

Instruction — Supporting documents required

O Permanent Partial Dismemberment Claim Form

[J Permanent Partial Dismemberment - Statement of Medical Examiner
U Certified copy of Participant and/or Claimant’s IC

O Certified copy of police report, (if any)

O Close-up photograph as proof of loss / Full photo of claimant

O certified copy of X-ray, MRI, CT Scan or other radiology reports

O other supporting documents (if applicable)

1. Participant’s Details

T Lo =g (ol o =T o | A PP PPPR
NRIC NO. & oo BC/OIICNO. oo AJE 1
Sex: [] Male [] Female Date of Birth : .........ccooiiiiiiints Marital Status @ ..................
(Ofe] =T o o] pTo (=T g Lol Yo [0 [T PP PRUPUPR

Mobile Phone NO. & .......coviiiiiiicie Office Phone NO. @ ...c.oooiiiiiiiiiice House Phone NO. @ .....cccovvviiiiiniiiinnne
Fax NO. & o E-mail AdOrESS & e

If working, please state :

) I (TSI a 1 @ Lot o - Lo o PP PPRPPPPRUPRN

i) Exact nature of OCCUPALION AN GULIES & .. ...ttt e e ettt et e e e e et et ettt e e e e a e et e et et e an e en e eaaanens
iii) Involved in manual work ? O ves O No

V) NaMeE & @dAreSS Of IMPIOYET ... ittt ettt ettt ettt e ettt e e e e

v) Office Telephone NO. : ..o Vi) Date jOin COMPANY :© ...covuiiiiiiiiiieeie ettt s sreenes

2. Claimant’s Details (If other than Participant)

N E= Lo L= O =T = o PP
NRIC N0 oot e e e e e e e e Old IC NO. & i e
(Of0] 7=t o o] pTo (=T g ToTc Yo [0 =TS PP PPN
Mobile Phone NO. : .......coooiiiiiiiiiiee s Office Phone NO. @ .....oovviiiiiiiiieiee e House Phone NO. : ........ccoiviiiiiiiiiieene,
FaxNO. & oo L0 T2 (o 7PN
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3. Condition / Disability due to Accident

i. Date of accident happen : ........ccooeiiiiieiieeiece e (dd/mm/yyyy) Time of aCCIeNt ...........cevviiieiiiieiiiee e (am/pm)
ii. PlACE OF BCCIABNL I....iiiiiieiiti ettt b et b b a bbb bt e b e ae bt s bR e b e E et s e e e bbb ee e e b s b e b e b e s b eas ke et et beebe b nes

iii. HOW did the aCCIAENT NAPPEN?.......c ittt et h ettt b b s s s heeb e e e st e bt e bt e he b e b et e R e e st eheeb e ebeeb e et e s bt sbebenbenneneas

iv. Details Of INJUMES SUSTAINET :......oiiiieeieiiee ettt ettt ettt et e he e st e ehe e bt esbe o R b e abe e eeeh e e 142 eh b ee e eb s e e e e n b e eb e e sEe e aeeeb e embeenbesaeesbesaeeseeaneas

V. Date absent from WOrk :@...........cccoiiiiiiiiiin e (dd/mm/yyyy) Date return to WOrK ............cccuveeeeeeriiiiiieeeeennnne (dd/mm/yyyy)
vi.  Date of first cONSUltatioN............ccceeiiiiiiiiiiieiiee e (dd/mmlyyyy)

vii.  Name of first clinic / hospital consulted for this IlINESS / INJUIY & .. .. e
Vill.  Address of the CIINIC / NOSPItAl & ... .. e ettt et ettt e et e et et e et te e e e e e e e n e e anaennas

iX.  Contact NO. Of the CHNIC / NOSPITAL : ... e et ettt ettt e et et e et e e et et e e e et e e eaneees

4. Condition / Disability due to lliness

i Describe fully the symptoms for which you consulted a medical practitioner.

ii. Date symptoms firSt COMMENCEA. ..........oiiiiiiiiii et s bttt e s bt e e e e e e nb et e sireeeenene (dd/mm/yyyy)
iii. Date you first consulted doctor for thisS CONAILION ............cuuiiiiiiiiiiie et e e (dd/mmlyyyy)
iv. Name & address of doctor you first consulted for this CONAItION. ... e eeens

V. What Was the QIAgNOSIS? ... ceuiee e ettt ettt e ettt ettt et et

Vi. What treatment are YOU CUITENELY FECEIVING? ... ... ettt ettt et et et et et ettt et e e e et e et e e e e e ea e eaeens

5. Did you suffer amputation of limbs? O Yes [ No

i. Ifyes, please stated which limb(s) is/are affected and exact location of amputation
6. Did you suffer loss of use of limbs and /or fingers, loss of eyes etc?  [] Yes [JNo
i Ifyes, please give EXaCE AELalS. ... .. ...t e e

7. Please give details of doctors that have been consulted in connection with this injury / illness:

Date of Consultation

Name of Doctor (s) Name of clinic / Hospital & Address Date of Admission Date of Discharge
(dd/mml/yyyy) (dd/mml/yyyy)

8. Name(s) of all medical practitioner(s) and clinic(s) / hospital(s) which (I/Participant*) have /has, sought or received medical treatment, advice,
consultation and/or check-up within the past three (3) years.

Date of Consultation or Treatment etc. Name of Doctor (s) Name, Address and Telephone No of Clinic / Hospital

9. State the name and address Of YOUI FEQUIAT QOCTON ... ... ...ttt et e e e ettt e e et et e et et et e e et e e e et e e een e e et e anenenn
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10. Are there other policies in force on the Participant’s life taken with other companies? O ves I No
If yes, please furnish the following details:
Name of Company Certificate No. Type of Coverage Amount of Date which the certificates
Compensation (RM) were effected
11. Please state your (the Claimant) bank account details in order for us to credit the payment directly into your bank account.
BanK & e e oo o 11 | 1 1N o
DECLARATION

| hereby declare that I/the Participant have/has sustained the injuries described above and warrant the truth or the foregoing particular in every respect
and agree that | have made, or shall make any false or untrue statement, suppression or concealment, my / the Participant’s right to compensation shall
be absolutely forfeited.

Signature / Thumb print of Participant Signature / Thumb print of Claimant (if different from Participant)
Name: Name:
Date: Date:

Signature of Witness

Name:

NRIC No :

Date :
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eTiQa

Family Takaful

LETTER OF AUTHORISATION / CONSENT
TO OBTAIN FURTHER INFORMATION (LIVING TAKAFUL CLAIM)

To Whom It May Concern,

Contract No.:

Dear Sir/ Madam,

| hereby authorise and give my consent to any medical practitioner, physician, surgeon, clinic, hospital, medical centre, Insurance company or other
organization, institution or individual concerned (“the Information Provider(s)”) that may have any records or knowledge of the employment, financial,
health or medical history of myself (“the Participant”) and to provide such information to Etiga Family Takaful Berhad or its authorised agents and / or

employees.

| expressly waived all provisions of law or professional ethics forbidding the Information Provider(s) from disclosing any such information acquired on
myself in a professional and / or client capacity and | further release the Information Provider(s) and its agent / staff from any liability whatsoever that

may rise, in supplying such information requested by the Company.

This authorisation / consent is irrevocable and a copy of it will have the same effect and validity as the original.

Signature / Thumb print of Participant Signature of Contract holder (If Participant is a minor)
Name : Name :
NRIC : NRIC :
odIC: odIC:
Birth Cert No. (if minor) : Tel No. :
Tel No. : Date :
Date :
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Etiga Oneline 1300 13 8888 | www.etiga.com.my
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