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Group Life Insurance Proposal Form

1 | Details of the Institution sliiall o Jualdtl) | 1
Name of Institution (Ar) Ay BLALA A
Name of Institution (En) 4G paladyl BLALA A
Occupation S s
Main Activities Ly ) il
2 | Address of the Institution slidall oigie | 2
P.O. Box < .oe | Zone dahial)
Building &=l | Street g Ll
City 4 | Country ald)
Tel Gsdli | Mobile 1 1 b
Fax wssé | Mobile 2 2 b
E-mail AN &
3 | Type of contribution to insurance Omalilly pdls gal) &) i) A8y jha | 3
Compulsory O ¢ | Total Number of Staff Ol gal) 230 laa)

" Provide the list of staff (name/date of birth/gender/job/salary & Nationality)
Voluntary O ¢ A i) [/ Liglh ) / Guiad) | Dhgal gy 5 fad) adaly iy Uy g 35 o
4 | Select / specify type / value of sum insured Oaldl) s dad [ ol Ui an | 4
. Amount /Formula
Type g4 Ustaal) [ fleal Minimum Maximum
: RN i) aal)
O Uniform s ga
O Salary-related Uil latia
O Category 1 1 dpdb gl ddl)
O Category 2 2 A gl Aadl)
O Category 3 3 il o) dadlf
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i 5 i ‘S naDa AN
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Insurance Start Date:

ool sy 40

Insurance End Date:

Gl o geil) o 5

5

Please select benefits of cover

sllaal) éAL\A JLad) =S

5

1- Basic Benefit (Death Any Cause)

(s ‘5‘\1 3@31\) Al dadial) o1

2- Ancillary Benefits :

: L) wilia) -2

2/1- Accidental Death O Yesa O NoV Gidlay Bl gl -1/2
2/2- Permanente Total Disability (Accidents) O Yesax O NoV¥ Gudlay adlall (ASH Saall -2/2
2/3- Permanente Total Disability (Sickness) O Yesae O No¥ A aildll Sl Gaall 2372
2/4- Permanente Partial Disability (Accidents ) O Yesa O NoV¥ Gty adlall A el -4/2
2/5- Permanente Partial Disability (Sickness ) O Yesas O NoY¥ Uasas adldl) Al Saal) -5/2
2/6- Temporary Total Disability (Accidents) O Yesaxi O NoV¥ Gitlay cdgal) LS Saal) -6/2
; i i i O Yesa= O NoV¥

217 ll\iﬂnfi(jtlcal Expenses (Accidents) and its px (Aol 3 30m ge) iy el iy Juadl 72
Notes o ‘ ) | sl
1- Basic benefit (death all causes is compulsory) Ay ja) mu (e Y BLAGN) Apulead) dadial -2
3- Ancillary benefits are optional against extra premium each 4 s adlia oo Bl ALY adliall -3
4- Limits of benefits please see brochure 2953 dxal e o pdliad) agaal 4
6 | History of Insurance u.\,,s.at'd\ Jadl | 6

Did you have any insurance/ Takaful policy Jedall 4 jle J8S [opals 48y obal cils Ja
with this or any other company? If yes, please OYesa O NoV¥ O e AT ASd A i A Al oda gl (il gall
state below oLl paail) oy and ol sl
Name of ex-insurer ALl ppalil) A8y and
Type of insurance/Takaful policy JHSil) gf cpalill AR g £ g5
Was the policy cancelled? O Yes pad No ¥ ¢ AR gl il b
Not renewed? O Yes ax No ¥ ¢ 43l i al
Special clauses added? O Yes pai No ¥ $ Lald bagd ale cula b

Please give full details

Jaaldill <3 2

7 Claims Experience in the last 3 years (please 3_AY) & g 3 DA diay gail) 5 i) 7
state in relation to section 6 above) (3l B Al ae Jalii VL (Ll o> )
Year No of Members Beneft|_t No6|n Totalcl?lu_mber of Total Amount of Claims | Loss Ratio
L) slacy) s section aims cillUaal) (i s 5 obdd) el

6 audl) b dadiall o

Glldaal) axe  Alaa)
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8 | Authorized Administrator of the Scheme

gelinll Joial o) | 8

Full Name Jalsl) an)
Job Title At gl
Mobile Number Judl a8, | Fax Number Sl o
E-mail s Asll &
9 Declaration ) jm——Y) 9

| 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.

ol sy Lghilha (8 dayaua daiial) clla) g Glaiu) Gl £ mal
Cpmalill Banial) AS pad) g (i Blail) Gubiad Gliia) 138 (165 ¢
do Gl Gala b Jgtia B (of i) 13 G 13) Ay 5.0, 0k
Jgdall Jhaly LEY (9% Gaalll)

Signed / stamped on 8 Aulilly a3Al) g o g2
behalf of the institution sliiall
Name sy
Job Title YRR
Date Faoual
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