MASTER CLAIM FORMNO:

TakKaruLImala

DATE RECEIVED:

Syarikat Takaful Malaysia Berhad asig46-10 : .
HEAD ORFICR: 26th Floor, Annexe Block, Menara Takaful Malaysia, GL BOZ.2768 1964 OFFIGER B-CHARGE:

Mo. 4, Jatan Sullan Sulaiman £ GO3, SERVICING BRANCH;

50000 Kuala Lurmiaur £ csuwdlakeful-mataysia.comamy

.0, Box 1483, 50746 Kuala Lumpur 1-300 8 Takaful (825 2385) CLAIM NUMBER:

Takaflil-malaysia. com,.my

Certificate Number / Nombor Sijil

HEEEEREENESEN

t.  Name /Nema

2. oo ore e | [T T T T ]-1 [ -0 [ 1 1] e Kotams s stceians oo UL LU LT T T T T T T

3. (f this person |s net the participantimembarfemployes of the participant, please state hisfher retationship to the pariicipant/membar/employee of the participant /
Sekiranya pihak yang mengalami keilatan bukaniah paserta/ahilifkekitangan pesorta, sifa nyatakan perhubungan heliau dengen pesettalahiifkakitangan pesarta

4. Type of disability / [ Permanent Tolal Disabifity / Permanent Parlial Disability £ L Tempurary Total Disabllity / Temporary Partial Disabifity /
Jenis Kaifatan Jenis Keilatan Sepenuftnya Kelatan Kekal Sehahagian Keifatan Semantara Sepentlinya Kailatan Samentara Sebahagian

5. Date af onset of he disability (DDMMIYYYY) § ! / B. Primary cause of disabilily / 7] Accident ! lliness
Tarikh keilatan muia diatami (HHBBITTTT) I Sebab uiamn keilatalr Kemalangan | Penyakit

7. Details of disabilily as confirmed by the altending physician
Maklumal keilaten sebagaimana yang disahkan olel pegawal perubatan yang merawal

&. Name of atlending physician, hospital and address!
Nama pegawai perubatan yang merawal, hospital dan alamal

Plarse complete the Tollowing datalls If dleablity was due to accident. /Stia lengkapkan butir-buti berikut sekiranya keflaten yang dislam! adalah disebabkan oleh kemalangan.

. !““ AM P

2. Please describe in your own words the nature and exlenl of the injuries sulfered due to 1his accident and medical treatment received. Please do nol state "Please refer 1o the Police Reporl” or "Please refer (o the
medical Reporl”. { Dengan perkataan anda sendid, lorangkan kecederaon yang dislami akibat kemaglangan tersebul sera nyalakan rawatan yang tolah dilerima. Sita jangan nyatakan “SHa nufuk kepada Laporan
Polis” atau “Sila rujuk kepada Laporan Perebatan” di dafsm panerangan ands.

1. Date of accldent {BDMMMY YY Y l i I"'i E i!] i ‘ ! ! Hime /
Tarikh kemalangat (HHBB/TTTT]) L i § iMage

3. Did the injured persen suffer any injuries or disabilifes of ilinass prior to this accidert? If YES, please describe the nalure of the injuries or disabilities or ilness and the date it was first dianosed. /
Adaksh piak yang mangalami kecoderaan juga lefah mengalari sebarang kegederaan atan menghidap sebarang penyakil sebeiumn kemalangan lersebul boalky? Jika YA, lerangkan dengen jefas jenis
kecedaraan alau keilalan atbu penyakil yang diatami dan tarikh lanya mula diketahui,

Please complete the following detaits if disability was due te liness | SHa lengkapkan butir-butir berlkut sekiranya kellatan yang dlatami adalah disebabkan olah penyakit.

1. Cause of disability as cedified by the attending doctor /
Sobab keitalan yang disahkan oleh dokior yatrg merawat

2, Date when the symplom was first diagnosed (DD/MM/YYYY) E ll[ I I,I ] I | ]3. Dale of first hospilal admission (DDMMYYYY) } |‘|i 1 I"' | l | E
Tarikh penyakit tersebit mula dikesan (HI/BRTTTT)

Tarikh kali pertama dinmasukkan ke hospital (HIWBBTTTT]

#lease state summary of the madical treatment received related to the dlsability / Sita nyatakan makhimat rawatan perubatan yang df:en‘ma berkaltan keliatan yang dialam,

Hospital's name and logation / Nama Rospital dan tokasi | Date ofadmlsqron { Tarikh t.'arnasuk n ke haspitat | Dale of discharged f Tarikh kpfuar d:m hospital § Full descnphon of diagnosis ! Disgnosa yanq sepenuiinya

1. Date enlllled for medicat ieave /
Seraraikan tarikh-tarikh enda diberikan cuti sakit

2. Date entilled for light duty leave /
Senaraikan tarikh-tankh ande diberikan culi kera ringan

3. Date when the employment was terminated (DDAMMYY YY), Il applicable
Tarlkh ditamatkan petkbidmatan (HHBBITTTT), Sekiranys berkenaan
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Please complue the loftewing delails i the daimant is ethor than the Participant § Sifi fongkopkan buti-butie berkat sokfranya porerima bayaran toanfaal Stlain danirady Pesorti

t. Namo f Mavna

l l ©1d 1 HoJPassport No./Company Regisiation Mo. / l i I E | I
Mo K7 f amaiNo. PaspadiNG. P Syatiteal

I heraby autharise any hospitals, surgeons medical practitianars of clinics or athor pecians who have attondad o acamined me or my eild for any reasons 10 discfosa any and all information with respet to any iinesses aor injuries and to provide
copios of all medical repods, including earlier medical history, A copy of this awhorisation shall be cansidered as effoctive and valid as original. £
Hphawagsonpa dengan i, adalah sayskemi membenarkan mang-mana hospial, pakar bedah, pegavai perubaton st kink 3lay arong persoarangan fain yang permah mprawal atay memeriksa §oy0 alau anak Saya 2as apa jud sebab, uniuk

memirerikan sebarang dan semuos makiumasr berkaitan panyakit atav kecedersan dat menyedisgkan sghinan iaporan | hat sejurah § batan ferdahuly, Safinan kebenaran inf hendaklalt fuga dianggap sebiagel sah seperimana
satinan asatya,

BN

Oate (DAY} Signolure of parson wilh disabilly or hisher guardian /
Taelkn (HIVRBATTT) Tandalwngan pibak yang mangalami kellalen slau penjeganya

IWe hareby declare that to the best of myfaur knumedge the abuve stalgments ond lacls are true and lave did not lalsily or provide any false statemenls Lo support (s claim. /
Buhawayonys dengan ini adatah sayadk ) huan seyask 1 -peinyatasn yang lerkendung di slas adalah benar dan betul dan sayafkanil fidok memslsukan sl membpkan parnpatoan yang tidak

bonar barsobit fontutan lorsebid.

il lhis form wis compleled by someons olse, e heroby declara thal all slalements provided by them o be consldared as slaloments provided by mefus and liwe ¢hal ba [ully responsible for tase qlalunmﬂls i
Sokianpa borang ini difsi olef orang lain bagi piok sayefoni mongoku bahowa apa-ape pornpatann yong dibusd aleh meraka odalah disifatkan sebagei parnyatann Aami sandid dan soyark ks berlpngatingjawal dengan
permyalaan-peryaloan lersei.

["Wo alsu declare that we shalt fully cooperate wnth lhu Company ang any other partivs iepresenting the Company in ralation to ks claim, /

SayaKami selerusnys ki okan b 1 yang ponuh dan sepalutnya kopada piiak Syarikal suita mana-mana pihak lain yang mewakili pihak Syarikal borsabit dengan tuntutan i,
Oate DDMMYYYY) S Paicipant's Signatwre ! Fandalongon Peserta Claimant's Signalure 7 Tandalangan Pihak Yang Monumut
Tearrkhy (HHBBTTTT) {Please alhx Oticial Soal, if applicable} ! (Sula futakan Cop Rasmi jike borkonaany

1 heraby contify thal the participant's and clamant’s original ¥RIC f Company Registration Cerificate was verified and aulhenticaled Uy me st he point of daim subnussion. / Says dengart i mengasahkan bahawa solinan asol kad pengenatan

(KR} £ Siit Pendattaran Syarikal pasorte den pihek peng manunlul tolah disalkan kelulsianaya kelika permohonan lututan cibust,

Third Party Vorilication ! Pengesanan Pitak Kotiga:

Signature ! Tondatangsn New NRIC No. | Mo. K2 Bory I I J I i i l - [ l E . | i ] I ]
Name f Mama Dt ) E ] 1 " l i [ I l J i | I
Tarikth fHIBRATTT

“Third Party™ means takaful agents, takalul Brokers or stalf of the Company f "Riiak Ketiga™ hormaksud ojon takaful, broker takafil atap kakitangan pihak Syankal.

Pleaze submil the lollowing documents to suppor yaur clakm £ Sifa sertaken dofumean-dokuemen df bawoh ontek yang monyakong tublhidan andes®
Additiona! decuments for Tomporary Partial Disability Claim, !

[ i j Bisabitty Clmm Form For Graup Family Takata Plan f Borong Koilalan Uniuk Pelan Takeful Keluargs Tokalul Berkelonpok Dokumen tambahan bagl tuntutan Kellatan Sementara Sebahagian
[73 contittud copy of Mudical Roport{ Satian Lapocant Parubatan yang disabian, sekanya ada i Cariified copy of fight duly antllemant,
wreed o Ealinan J lgas-Tugas rngan yang

Corfited copy of ldentity Card of the persan with tisalility 7 Saiinarr Kad Ponganalan pibak yang mangatami keilatan yong disafikan

Additional decumonts for Temperary Yatal Disabifity Claim. /
k bahan bagl twntutar Keilaton S a Sopenuh

Additlongl docuiment for disabliity dua to secldant / Dokumon tambahan bag! kollatan akibat kemalangen

Centlficd copy of Modical Leave entilemont. }
Sakinga Kelyakon lugas-lugas dngan yang disahkan.

[ i Certilited copy of Police Report/ Salinan Laparan Polis yang disahkan

Additional documants for group family takafiul plan / Dokumon tambahan bagl polan lakaful koluanga berkelompok Additional documents for Parmanent Total Disabllity Claim, ¢
Dokumen fambahar bagl tuntitan Kelfatan Kekal Sepenulniya,
Frout ol wembership e.g, members list, endorsement ete, £ Bukil peayeraan sepedi sengral namp, endosmen dif,

I} Conified copy of Medical oxamination board decision. /
Froof of refi hi: between b nployer of the participant and tha persan with digsbiity if helshe wos pot o momborfemployee of the paricipant / o Safinan Kefayokan Rigas-ligas dngan yang disalkar.
Bukti huhungan ablifakifangon ahlifakitangan peseda dangan pitwik yang mengaefami koillen sokiranya bolinu bukantuh ahlidakitongarn pesedo

I; Cartiked copy of emplayment termination lettar, /

Addtionsl documents for group femlly 1akeful ptan (credit card) / Dokuman tembgehan begi pelan takefi! keluangs berkelompok (kad kredil) Safinan sural peramatan perkhidmplap daripada majikan yeng dissian

Ceditind copy of payees Identity Card - il paymend is 0 be made to benalicary § Safinan Kod Pengonatin sekitanyn pembaysran of buat ke atas wars.

| ] Proof of Met Asset Vslue (NAV), Balance of unit & unil price {Unit Trust) al hisier date of death. / Bukil nilsi asse! bersifi, baki unil den nilai pada terikly

Pipeee note that the Company may require additiona! supporting documents to ba submittad afisr the ciaim has bean reglstered [ Sifs embif makium bahaws pihek Syarikat mungkin memorfuken dokumen-dokumen
tambahan laln unluk diserabken seloiah lunfulan Inf didaftarken.

tmportant Note ; The accounl hofder name ang claimant must be the same person / Nota Penfing : Wama Py gang Akeun dan j n arahan kredit mastitah sama dengan penuntl pada borang luntufan.

E-Payment [Cempany)  E-) 1

Company Mame / Name Syarital

Company Registiation No. / No. Pendafiaren Syarkat

Address § Alamal

Cantacl Person § Pogawal Difiibungd

E-mail Address f Alamal £-me!

trank Name { Nama Bank

Bank Account Mo { No. Akaun Bank

SWIFT Code § Kod SWAET
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Toons and Condlions £ Tarma-terna dan syarat-syarat

1. Please (uraish o copy of the bank statement for verihication purpose
Bify harmpkokan sald salinan ponyala bank untuk jvan peogesahan,

2 tfthe copy of bank stalement is not provided, the Campany i deeaed (o have sonfemed the acceunt details provided in this form as vahd and accurate
Jika sabngn penyate benk Ndak dikemukakgn, Syarikat diznggan lefah niongoesahiong ahmwa bulic-butlc akaun & dalam borgng inl adalah satuh dan tepat

3 in the event of any nvalid / inkceurale account detaifs provided by the Company results in paymend being crecited inte & third parly bank account o if Ihere 1S any loss incurred, the payment made thereto is stll deemed as 1l payment and Takaful
Mataysia shall be released and fully discharged from all existing 20d fatlure lab:llies, ciaims and demands o relation to such payment
Sekiratiye butir-tutie yang diterisan oleh Syardat lidok soh afat bdak tepal, mengakibatikan pembayaran Kredlt Terus ke daizm akoun benk pihak keliga atau sebarang kelughan, pembayaran ditat it masih dianggap pombayeran penuh den
Tokaful Moalaysia (fdak akan bedanggungiovall atas segala halih, dakwaart dan permimaan pada masa kim dan juga pode masa Dadoapan yang berkaitan dongan pembayarian tersebut.

Authorized Signatory / Company Stamp f Cop Syacikat
Penandstangan Yang [ibonarkan

Eame f Nama

Cesignation ! Jawaton

Dale 1 Tarikh

THE FOLLOWING INFORMATION MUST BE COMPLETED 8Y ATTENDING PHYSICIAN, Please use separate sheet of paper If additional space is required.

A, DIAGNOSIS

1. Details of the exact diagnosis,

2. Date of onsel of symptoms and date of any recurrences,

3. Dale of the palient's first consultation with you for litis condition,

4. Wien was the patient informed of the diagno:

To your knowledge please indicale the date from which the patienl
firsl become aware of the symptoms or condilions.

o

6.  Was the patient being refarred 1o you from anolher clinichospital?
If YES, please state the referring hospltal?/clinic’s address and
tefephane number,

Has the patient suffored any provioys odas of this condition of : Pste
any condition leading to # or relating te #? If YES, please provide
{he: details,

Fploms

&, Has the patient undergone any surgical procedures for this any : Date. . .1 Symploms, o Bagnosis _— Surgical Procedures, .
condition feading ta il or ralating loil? if YES, please provide the ;

delaits,

B, DISABILITIES

1. What is the extent and severily of the pafient’s condition {eq. Is
hetshe able to commute by himselffhersell? 1s haishe able lo
concentrate on and complete the task by himselitharsalf, if so {or
o lomg?)

7. s the patient's condilion improving, slable or delerioraling?

3. Is the patient's condilion permanent? if YES, please provide the
estimaled percenlage of permanent disabllily against the 100%
ability of #ts original function.

4. What is Ihe extent ol the patient's expected recavery front this
condition?

When would the recovery be expected?

o

6. Towhat extent would the patient’s current condition affect hisfher
ahifily to perform hisiher usual occupation?

7. Towhal exient would the patient's ability lo perform his/her usual
oceupation be affected afler his/her expecled recovery?

B To vihal extent would he patient's cuirent condilion affected
hisfer abilily {o perform any other occupalion?

9. To whal extant would the patient's ability lo parform any olher
occupation be affecled afler hisiher exected recovery?

10, {s the patient capable of praclising currenl otcupation on a
full-lime or parl-Lime basis?

is the patienl capable of praclising other occupation? {f yes,
please describe ype of work?
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C. ACTIVITIES OF DAILY LIVING: Please commenl on whether the patient is able 1o perform the folfowing act

s of daily living

0. ACTIVITIES OF DAILY LIVING: Please comment on whether the palient is able to perform the loliowing activilie

Washing, bathing ey
Aliity to wash or bath or shower on by other means o maintain [ i Yes No Comments:
porsonal cleanlingss -
i Drpssing ) [— F—
¢ Ability lo dress and undress and 1o pul on and take off any medical i J Yes i ] No Commenis:
. appliance usually wom Lemrem
Toileting N
Ability to do ail of the following: to gel to and from the lavalory, lo get - % Yes ] No Comments:
on and off the lavatery, 1o maintain adequate fevel of personal hygiene
Continence i
i Ability to volunlarily conlrol bowel and bladder function with or without l } Yes [ ] No Commanls:
the use of cathelers, incontinence or other artificial afds. =
Feeding r
Abiity to take any form of nourishment once it had been prepared and Yes I No Commenls!
- made available — S
© Mobllity — i .
* Ability 1o mova in and out of a chair or bad Yes No Commets:
Restrictiarn In movement or lifestyle? O } i
)l so, please give deteils : i Yes No Comments:

25 of daily fiving

Temporary Partial Disablement

h nereby certify that the patienl has suffered lemparary partial disablement due e the above condilion and has
peen able to parform only fighl dulies of his usual duties or jobs during the (olowing perinds:

i Tomporary Total Bisablement

g | hereby certify thal the palient has suffered temporary 1otal disablement due to Ihe above condition and has not
: been sble ta perform only of his usua! duties or jobs during lhe followlng periods:

. Peimaneit Paitial Disablement

.t hereby cerlify Ihat the patient has suffared permanent parhal disablemant dug 1o the above condibion and the
. detalls are as follows:

v [T

eon | ) L]
o T

Percenlage of disability, —| %

Permanant Tatal Disablement

i heraby certify that the patient has suffered permanent talal dissblement due to the above condition and the
are as follows;

Please slate which fimbs and details of ls disablement

" Piease provide additlonal information, if any:

To the best of my knowledge, | hereby dectare that ali the information glven above are true and accurate,

' Name of patient:

£. DECLARATION 8Y THE ATTENDING PHYSICIAN

Signature of Alending Physician:

MName:

. NRICIBCPassport No.: L. . . e AU MRN: .

Professienal Qualificalions: ...

Address:

Oiticlal Seal:

Pate:
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