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1 | Details of the Institution

slidall e Jualdth | 1

Name of Institution (Ar)

Ay a1l Liall pasd

Name of Institution (En)

4 5alasy sliall an)

Occupation
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Main Activities

Ay 1 bl

2 | Address of the Institution
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P.O. Box @ .ue | Zone Aalatal)
Building sl | Street Sl
City 4 | Country Al
Tel Gsili | Mobile 1 1 S
Fax sl | Mobile 2 2 o
E-mail AN &

3 | Data of Employees / Workers

4% gal) Ulandlf cpdli gall il | 3

Total Number of Permanent Staff

Cpaiial) (il gall 3o laa)

Nationality

Provide the list of staff indicating name/date of birth/job/salary &

[ 50 [ s 1/ SDhgal) e 5 )y oSy Uity g 35 o 2

N

as per schedule below)

Casual Workers (Provide the data of casual workers
according to the occupation / number & wages at each site
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. . . . Number of Daily / Monthl
Project Name Project Site Occupations Workers y\l\/lages v
pdiall o sial) 2B Syl . -
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If there is no enough space, kindly provide the data above in the

same format in a separate sheet attached to the form

oadly odef elibaly

L) g a0 ¢ Do LS §18 dlia oK al 13

Do you have any hazardous materials or Machineries

such us (boilers, Explosives, Circular Saws etc...... )?

O Yesa= O NoV¥

) Jie 3uka Nl gl Mg (él Ll Ja
Agilall adliall ol adtall ¢l
(e 0y

Do you provide transportation for your workers? If “Yes”

please give details below

O Yespaei O NoV¥

LS 13§ ilaal Cdlal gall iy p 585 A
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4 | Please select benefits of cover

sl adlia JLE3) 2 | 4

1- Accidental Death O Yesa O NoV¥ Sty Sl -1
2- Permanente Total Disability (Accidents ) O Yesaai O NoVY¥ Gitlay adlal) LAY Saal) 2
3- Permanente Partial Disability (Accidents) O Yesae O NoV¥ Gatlay adlal) A3l Saal) -3
4- Temporary Total Disability (Accidents) O Yesaa O NoY¥ Gualay cigall ASH Jaal) -4
5- Medical Expenses (Accidents ) and its O Yesaxi O No¥ 290 ga) akay Al iy uaall -5
limit (Axiial
5 | History of Insurance alil) Jadl | 5
Did you have any insurance/ Takaful policy with Al QA fomad dBdy ol cuils A
this or any other company? If yes, please state OYesaxd O NoV¥ A8 5k Ayl of Al sda (sl (il gall Jgadall
below oLl i) o s and il sadl OIS 1Y) € g AT
Name of ex-insurer ARl el AS y& anl
Type of insurance/Takaful policy JASl) gf Cppalill AR g £ g5
Was the policy cancelled? OYesaxdi O NoV¥ ¢ ARG ) o
Not renewed? OYesa O NoV¥ 444 gl aaad al
Special clauses added? OVYesa O NoV¥ ¢ gl b g yd alile cud b

Please give full details
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6

in relation to section 6 above)

Claims Experience in the last 3 years (please state

B! il si 3 A Ay gall 5 8l
(el B sl wa BLELYL Gl (o> )

6

Benefit No in
Sectign 6
6 audll A dadial) 2B

No of Members
slacy) e

Year
)

Total Number of

Glldhaal) axe Maa)

Total Amount of
Claims
GlilUaal) @Lu uJLu\

Loss Ratio

Claims RN

Authorized Administrator of the Scheme

7

Al Jsaall yaal | 7

Full Name Jalsl) an)
Job Title PERE
Mobile Number Judl a8, | Fax Number aSLal) a8
E-mail RPN
8 Declaration ) j———8Y) 8

I/We agree to keep a proper wages register and permit the
Company at all times to inspect such register and to
render at the end of each period of insurance a statement
in the form required by the Company of all wages actually
paid, together with the value of other earnings and
allowances, and to pay premium on any excess of the
amounts estimated above.

g JS b AS Al rlawd) g aliiie ol ) Jam BliaY) o 381 s8 cad [ U
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AN 0B (e dsthal) B jlaiu) o Al 88 S gl Al dlally
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| declare that the above statement and answers are true
in every particular and agree that upon acceptance of
the quotation , this statement shall be the basis of
contract between us and United Insurance Company
(Y.S.C) and that if any untrue averment the contract of
insurance shall be absolutely null and void.
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Signed / stamped on Aoy p380) g ol
behalf of the institution SLdall e
Name pes)
Job Title YERE
Date g
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