
 

 

 

 

 
 استمارة طلب تأمين حياة جماعي

Group Life Insurance Proposal Form 
 

  Details of the Institution اٌزفبص١ً ػٓ إٌّشأح   
   

Name of Institution (Ar)  اصُ إٌّشأح ثبٌؼشث١خ 

Name of Institution (En)  اصُ إٌّشأح ثبلأج١ٍز٠خ 

Occupation  ًّطج١ؼخ اٌؼ 

Main Activities  اٌشئ١ض١خ إٌشبطبد 

          
  Address of the Institution ػٕٛاْ إٌّشأح   
   

P.O. Box  ص . ة Zone  إٌّطمخ 

Building  ٕٝاٌّج Street  اٌشبسع 

City  اٌّذ٠ٕخ Country  اٌجٍذ 

   
Tel  ْٛر١ٍف Mobile 1   1ص١بس 

Fax   فبوش Mobile 2   2ص١بس 

E-mail  ٟٔٚثش٠ذ اٌىزش 

 
3 Type of contribution to insurance   3  ثبٌزب١ِٓ اٌّٛظف١ٓ اشزشانطش٠مخ 
    

Compulsory       ٞإججبس    Total Number of Staff    ٓإجّبٌٟ ػذد اٌّٛظف١ 

Voluntary  ٞإخز١بس 
Provide the list of staff ( name/date of birth/gender/job/salary & Nationality) 

اٌٛظ١فخ / اٌشارت/ اٌجٕض١خاٌجٕش / ٠شجٝ رز٠ٚذٔب ثىشف ٠زضّٓ الاصُ/ ربس٠خ ا١ٌّلاد /   

          
4 Select / specify type / value of sum insured   ٝ4   اخز١بس / رحذ٠ذ ٔٛع / ل١ّخ ِجٍغ اٌزأ٠ٓ١ِشج 
    

Type    إٌٛع  
Amount /Formula 

 Minimum اٌّجٍغ / اٌّؼبدٌخ
 اٌحذ الادٔٝ

Maximum 
 اٌحذ الألصٝ

 Uniform            ِٛحذ  

 Salary-related  بٌشارتِزؼٍك ث     
     

 Category 1  ٌ1 ٛظ١ف١خاٌ خئفا     

 Category 2  ٌ2 ٛظ١ف١خاٌ خئفا     

 Category 3  ٌ3 ٛظ١ف١خاٌ خئفا     

    

 
 
 
 
 
 

UIC-QF-LI-  - R  



 

Insurance Start Date:                                      ٓربس٠خ ثذا٠خ اٌزأ١ِ Insurance End Date:         ٓربس٠خ إٔزٙبء اٌزأ١ِ                 

 

5 Please select benefits of cover  ٝ5 خز١بس ِٕبفغ اٌغطبء إ٠شج 
   

 - Basic Benefit (Death Any Cause)  1- )إٌّفؼخ الأصبص١خ )اٌٛفبح لأٞ صجت 

 -  Ancillary Benefits : 2- : إٌّبفغ الاضبف١خ 

2/1- Accidental Death   Yes ُٔؼ       No  اٌٛفبح ثحبدس -2/1   لا

2/2- Permanente Total Disability  (Accidents )   Yes ُٔؼ       No  اٌؼجز اٌىٍٟ اٌذائُ ثحبدس -2/2   لا

2/3- Permanente Total Disability (Sickness )   Yes ُٔؼ       No  اٌؼجز اٌىٍٟ اٌذائُ ثّشض -2/3   لا

2/4- Permanente Partial Disability (Accidents )   Yes ُٔؼ       No  اٌؼجز اٌجزئٟ اٌذائُ ثحبدس -2/4   لا

2/5- Permanente Partial Disability (Sickness )   Yes ُٔؼ       No  اٌؼجز اٌجزئٟ اٌذائُ ثّشض -2/5   لا

2/6- Temporary Total Disability  (Accidents )   Yes ُٔؼ       No  اٌؼجز اٌىٍٟ اٌّؤلذ ثحبدس -2/6   لا

2/7- Medical Expenses  (Accidents ) and its  
       limit    

  Yes ُٔؼ       No    لا
 )ِغ حذٚد إٌّفؼخ(  اٌطج١خ ثحبدس اٌّصبس٠ف -2/7

 
 

 

Notes ِلاحظبد 

 - Basic benefit (death all causes is compulsory) 2- إٌّفؼخ الاصبص١خ )اٌٛفبح لأٞ صجت ( ِٕفؼخ إججبس٠خ 
 - Ancillary benefits are optional against extra premium each 3- إٌّبفغ الاضبف١خ ػجبسح ػٓ ِٕبفغ إخز١بس٠خ 

 - Limits of benefits please see brochure  4-  ٌحذٚد إٌّبفغ ٠شجٝ ِشاجؼخ اٌجششٛس 

 
6 History of Insurance  ٟٕ6 اٌضجً اٌزأ١ِ 
          Did you have any insurance/ Takaful policy 
with this or any other company? If yes, please 
state below 
 

 Yes ُٔؼ       No    لا
رىبفً صبس٠خ اٌّفؼٛي  /ً٘ وبٔذ ٌذ٠ه ٚث١مخ رأ١ِٓ

ٌٍّٛظف١ٓ ٌذٜ ٘زٖ اٌششوخ أٚ ا٠خ ششوخ أخشٜ ؟ ارا وبْ 
 اٌجٛاة ٔؼُ ٠شجٝ اٌزحذ٠ذ أدٔبٖ

Name of ex-insurer   ٓاٌضبثمخاصُ ششوخ اٌزب١ِ 

Type of insurance/Takaful policy  ًٔٛع ٚث١مخ اٌزب١ِٓ أٚ اٌزىبف 

Was the policy cancelled?  Yes ُٔؼ       No  ً٘ اٌغ١ذ اٌٛث١مخ ؟   لا

Not renewed?  Yes ُٔؼ       No  ٌُ رجذد اٌٛث١مخ ؟   لا

Special clauses added?  Yes ُٔؼ       No  فشضذ ػ١ٍىُ ششٚط خبصخ ؟   لا

Please give full details   ٝروش اٌزفبص٠ً١شج 

 

7 Claims Experience in the last 3 years (please 
state in relation to section 6 above)  

 صٕٛاد الاخ١شح 3اٌخجشح اٌزؼ٠ٛض١خ خلاي 

أعلاه(  6)يرجى البيان بالارتباط مع القسم    
7 

      

Year 
 اٌضٕخ 

No of Members 
 ػذد الاػضبء 

Benefit No in 
section 6 

6فٟ اٌمضُ   سلُ إٌّفؼخ 

Total Number of 
Claims 

  إجّبٌٟ ػذد اٌّطبٌجبد 

Total Amount of Claims 
 إجّبٌٟ ِجبٌغ اٌّطبٌجبد

Loss Ratio 
 ٔضجخ اٌخضبسح

      

      

      

    



 
 

8 Authorized Administrator of the Scheme ٌ 8   ٍجشٔبِجاٌّذ٠ش اٌّخٛي 
   
Full Name  ًِالاصُ اٌىب 

Job Title  اٌٛظ١فخ 

Mobile Number  سلُ اٌض١بس Fax Number  سلُ اٌفبوش 

E-mail  ٟٔٚثش٠ذ اٌىزش 

   

9 Declaration 9 الالــــــــــــــــــــــشاس 

   I 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. 

أصشح ثبْ الاصزج١بْ ٚالإجبثبد اٌّزمذِخ صح١حٗ ثىً دلبئمٙب ٚأٚافك ػٍٝ 

٘زا الاصزج١بْ أصبس اٌزؼبلذ ث١ٕٟ ٚث١ٓ اٌششوخ اٌّزحذح ٌٍزب١ِٓ  أْ ٠ىْٛ

ط.َ.ٞ. ٚأٗ إرا رضّٓ ٘زا الاصزج١بْ أٞ إلشاس ِغٍٛط غ١ش صبدق فبْ ػمذ 

 اٌزب١ِٓ ٠ىْٛ لاغ١ب ثبطً اٌّفؼٛي.

 
 

Signed / stamped on 
behalf of the institution 

 
 
 
 

 اٌزٛل١غ ٚاٌخزُ ثب١ٌٕبثخ ػٓ
 إٌّشأح

Name   ُــــــــالاص  

Job Title  اٌٛظ١فخ 

Date  اٌزبس٠خ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

    


