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1 | Details of the Company
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Name of Company (Ar)
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Name of Company (En)

sl - FEgRA )

Occupation
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Main Activities
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2 | Address of the Company
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P.O. Box <.ue | Zone dahial)
Building il | Street £ kil
City 44 | Country Al
Tel skl | Mobile 1 1 b
Fax wsé | Mobile 2 2
E-mail AN

3 | Data of Employees / Workers
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Total Number of Permanent Staff
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Nationality

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

Casual Workers (Provide the data of casual workers
according to the occupation / number & wages at each site
as per schedule below)
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Project Name Project Site Occupations No. of Workers Monthly Wages
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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 proposal form
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Do you have any hazardous materials or Machineries

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

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

please give details below

O Yesaxi O NoV
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4 | Please select benefits of cover
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1- Accidental Death O Yesai O No¥ Cualay 3Ll -1
2- Permanente Total Disability (Accidents ) O Yesaai O No¥Y¥ Gitlay adlal) A Saal) 2
3- Permanente Partial Disability (Accidents) O Yesaa O NoY¥ Gitlay adlall A5l Jaadl -3
4- Temporary Total Disability (Accidents) O Yesaxi O NoVY¥ Gutlay cdgall LS Jaal -4
5- Medical Expenses (Accidents ) and its O Yesmi O NoV¥ 50 ) Galay Akl iy jladll -5
limit (Adial
5 | History of Insurance alil) Jadl | 5
Did you have any insurance/ Takaful policy with A e JAss fomds dady Lol cils
this or any other company? If yes, please state OVYesax O NoV¥ A8 ph A gl AS i) oda (gl pdls gall (J gadall
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 Cpnalill AR g £ g5
Was the policy cancelled? OYesaxdi O NoV¥ ¢ ARG ) o
Not renewed? OYesa O NoV¥ ¢ 444 gl aaad ol
Special clauses added? OYesaxi O NoV¥ § Lald Ja gy alile cud b
Please give full details Jaaldill <3 2
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in relation to section 4 above)

Claims Experience in the last 3 years (please state

BAY) Cl si 3 A Ay gall 5 8l
(Mol 4 avdll pe Laii YL Gl (o 9)
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Benefit No in
Section 4
4 pudl) B Axdial) oB

No of Members
slacy) e

Year
)

Total Number of

Total Amount of
Claims
Glllaal) dllas Alaa)

Claims Loss Ratio
3 Ledl) A

Glldhaal) axe Maa)

Authorized Administrator of the Scheme
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Zl Al Joidl padd | 7

Full Name Jalsll ansy)

Job Title ZERCp)

Mobile Number Jewdl a8, | Fax Number uS\al) o

E-mail s RSl &
Declaration ) jm———3Y)

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.

| 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 Aty pal) g oo sl
behalf of the Company YLgRAI
Name PR
Job Title YERE
Date g )
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