cassil - Blaadl e
Live Life - Kuwait
IFA Application Form <db zigai [FA

ddSoll @8

poiey o, | L L L L]

zolg by bylazwidl e fo eyl <
P Please use BLOCK CAPITAL LETTERS to fill in the form

1. Proposed Insured Details (as shown in the identification document)

B MetLife

el [FA
IFA Name

Sl slaczuall gl
Financial Advisor Name

(dsausy)l BB B x50 laS) e (praldl sglinall o) &slowgadl Y

Jsdl ausll ’ ‘ )l @] ‘ ‘ 5 yeadl ‘

First Name Middle Name Last Name

Identification 4—5-¢'!

) | s | seres LT
1.D. Type I.D. No. Expiry Date

o]l S5 2l deelazs Yl Aol el Zoia Jodia [ 3lhai Jayi
Gender Male Female Marital Status Single Married Divorced / Separated Widowed
oo L poporer ol |

Date of Birth Age Last Birthday

339l das ’ ‘ 3a¥gl aly ’

City of Birth Country of Birth

Oleaadl geax 553 25

Please list all Nationalities 7 ‘ ‘ 2) ‘ ‘ 3)‘

Residency* *dols}!

9 El El

sball olli 3 daS S5l dyd e el clojly (Ul oSall Lo “dalEYI> *

* “Residency” is any place where you may be obliged to file income tax returns as a resident of that jurisdiction.

Syl @l

Occupation  dgall

bl ol @b go Jasll colo
Employment Status Employee Self-employed
SRl @8 gall ‘

Position / Title

Company Name

dpasl pleall dapdo ‘

Exact Daily Duties

Nature of Business

Income

Jsa

Average Earned Annual Income in the past 3 years in USD  Susedl sdgally Olgaus ¥ VS CosSall goradl J3-adl Jano

Al ! ‘ Ao lall dadl ‘ (L8 L duud! ‘
Current Year Last Year The Year Before
&3 s yslas () Jslyae ‘ ‘ ol 3l ‘
Other sources of Income (if any) Source (1) Annual Income
() Jsall e ‘ ‘ ol S5l ‘
Source (2) Annual Income
(V) J5all yaae ‘ ‘ goradl I3l ‘
Source (3) Annual Income

Personal Banking Details 4wl bl Jreolas

el ol ‘
Name of the Bank

‘ ol gasll ‘
Address

Current Business Address ! Josdll ol gie
PN
Country ‘ ‘

¢ 5Ll dbasall ‘ ‘

3)Lodl/dysall
City / Town
ol
Building

RER
P.O. Box

‘ o8 M8/ da
Flat / Villa No.

Area / Street
@il gl ‘ ‘ _ ‘

Telephone

Foxsllagdl ‘

E-mail
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Current Residence Address ! BByl g

gl ‘ ‘ 53le¥1/dzysall ‘ ‘ RS ‘ ‘
Country City / Town P.O. Box
plaljad | | | o sy |
Area / Street Building Flat / Villa No.
a0, T K i - \
Telephone Mobile

2. Applicant / Owner Details At/ Ll psda o Joolas Y
(If other than Proposed Insured - as shown in the identification document) (dsauyll BB 8 moga laS — ade paldl Ggllaall jaseadl ye IS 13])
Jodl gl ’ ‘ gl @l ‘ ‘ 55! ‘ ‘
First Name Middle Name Last Name

Identification d—s-¢!

fusd) Bl £ | sl B | | etz T
1.D. Type I.D. No. Expiry Date

] 353 ol deelaz il Al el zosie Joiia | Blias J—al
Gender Male Female Marital Status Single Married Divorced / Separated Widowed

sw SN NN HNREE | |
Date of Birth Age Last Birthday

3399l duas ’ ‘ 3a¥g)l aly ‘ ‘
City of Birth Country of Birth

Olpuinll goaz 53 2 ‘ ‘
Please list all Nationalities

ade opoldl wglhall asally el dlo ‘ ‘
Relationship to Proposed Insured
Residency* *dols}!

) Kl El |
ddlnall ells o aaS J3ldgys e mapedl clojly o3l Sl o “dalsyllr *

* “Residency” is any place where you may be obliged to file income tax returns as a resident of that jurisdiction.

Occupation  &gall

Sl Lawll b g Jasll colo

Employment Status Employee Self-employed

ol gBsal ‘ 8531 ol ‘
Position / Title Company Name

44054 pleall dapdo ‘ ‘
Exact Daily Duties

Nowre ot busness | |

Nature of Business

Income J54I

Average Earned Annual Income in the past 3 years in USD  Susedl sdgally Olgas ¥ VS ConsSall goradl J3-adl Jano

Al ddl e lall Gl ‘ lels Lo dedl
Current Year Last Year The Year Before
33l U3l yslas (M) Jsdlyaca ‘ ‘ L§9J'-“-” Jsall
Other sources of Income (if any) Source (1) Annual Income

| |
| |
(1) Sl yraa ‘ ‘ gsmdl J5-ull ’ ‘
| |

2)

Source (2) Annual Income

(1) Jdl yrca ‘ ‘ gsmdl S5l

Source (3) Annual Income
Personal Banking Details  dwosuidl Ll Juolai

Ll @l ‘ ‘ olell
Name of the Bank Address

Current Business Address  JJ! Jooll yloie

PR 53le¥l/dzysall R

Country ‘ ‘ City / Town ‘ ‘ P.O. Box ‘ ‘
polal/dakall ‘ ‘ el ’ ‘ 03y b/ i ‘ ‘
Area / Street Building Flat / Villa No.

Torere | commoe |~ e || i |

Telephone E-mail

Current Residence Address  Jl>Jl a8yl g
gl ‘ ‘ 53le¥l/dzysall ‘ ‘ RUR ‘ ‘
Country City / Town P.O. Box

polal/dakall ‘ ‘ wall ‘ ‘ 08 Vb ‘ ‘
Area / Street Building Flat / Villa No.

s I o IR

Telephone

e R \
Mobile
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3. Send Correspondence To S OVl sall Syl ¥

a8yl 1Se
Residence

Jasll K
Work

gey]
Other

3T oyl 3] zyadl e ‘

If Other, please provide

4. Assets & Liabilities

oall o JeoMl 8

For Personal Coverage.

assets and liabilities.

For Business Coverage.

(& gudl 20dll) JooI
Assets (at market value)
8 yLaally dadill
Cash in Bank(s)
5] Ao éb9i
Notes Receivable
Accounts Receivable
CJ‘_’LE.:.
Real Estate
(oMel dyusidll dagdll b dxyan 3e) Olizw 5 agul
Stocks and Bond (not included in cash above)
(st g Olsmgane (T lyln) dpasun OSliao
Personal Property (auto, furniture, jewelry, etc)
Blesdl e cppalial) dpnaall daall
Cash Value Life Insurance
(12355 2 ) @331 Jool
Other Assets (Please define)
Sl
Total

Please detail the Policy Owner personal

Please detail the business assets and liabilities.

sl o)l dposall anls Joodl S5 2y . podid] paldl dlnisd
Jeoadl ale oualidl wiglhaall
Jwaadl Yol dolsdl yosilly Joo¥ 585 (ays JlacYl cuoli ddnss

Liabilities o2l

o) disciun (pgy8 / 28 él)gi

‘ $ ‘ Notes / Loans Payable to Banks ’ $ ‘
‘ $ ‘ 28l dsiun (p9)8 / 283 3ol

Notes / Loans Payable to Others ’ $ ‘
E |

CJbLﬁsJIulLCJ'jg» gi 092 $
‘ $ ‘ Mortgages or Liens on Real Estate

ddoerun Mlgdg o ilyo
‘ $ ‘ Taxes and Interest Due ‘ $ ‘

Bledl Ll gpsalal) (o938 ‘ A ‘
‘ $ ‘ Loans of Life Insurance
‘ $ ‘ layS3 2 52) 3 0929)

Other Liabilities (please define) ‘ $ ‘
E | P E |
‘ $ ‘ Total

. Personal / Business Banking References

Lyl / &osidl iud yoall galsall 0

Ll ‘ ‘ Slgall ‘

Bank Address

o | | e | |

Bank Address

Do you agree referring to them, if necessary, for the s ) oa¥l a3 13] dgdl el JI g oyl 38157 Jo
YES NO

purpose of assessing your Application?

Sl elii o 38

If 'no’, please explain ‘

atoill sy 3 Gl S 1)

. Financial Disclosures

Are there any suits pending or judgements against you

at this time?

sedgll lia b das diles plSxT of 45L08 goles azr gy Jo

If 'yes', please provide
complete details

St glayl eSS 13
zeoodl 2

The following financial disclosures are made for the purpose of
establishing insurability in connection with pending Life Insurance
Application on my life. They are furnished as a true and accurate
statement of my financial condition on this statement date and

are supported by evidence provided by me. | understand that the
disclosures form part of the Contract and that incorrect information or

pasall Ll dalszall paaldl d5lSe] 3895 42y Al Al SHLSYI cdeo

slaol gl b JWl abs Jo> &y o ddidh> OlylBIS pasi 5 ol Lle cppalal
o sl o fejn IS5 O3 o alel .clls as lgasadn p g8l dof lgaeny 5 oLl 3
sl Jlag 18 dple @i ol o waS)l pac of doos yut Slaglaa o

failure to disclose any material fact may invalidate the Contract.

| further authorize MetLife to obtain from any source it deems
appropriate including any bank and / or financial institution any
information concerning my financial status and bank accounts.

. Purpose of Insurance (tick as applicable)

Loy Llin 015 scna gl y0 Joandly (cadlin ) lasS puysds] casd o Sxsal (o o8]
Slluadl g Jlall (o9 olay Olagles gl e ddle duaa of / 5 ol ol wlls 3
o &0l &8 yoall

Oollaall o3l Lle doMe 25 1epmaldl o o33l LV

] QAAL |:| 3 ye0dl dyla>
® Personal Family Protection
el psals il ol ddass
* Business Key-Person Coverage

Blasdl g 450y
Saving and Protection

dpladl ooyl Lylax
Business Loan Protection

Gpasall ooyt dle>
Personal Loan Protection

a1 yadl/ aaluall
Shareholder / Partnership

]
]

]

Inheritance Tax Protection

3of 14



8. Details of Life Insurance & Supplementary Contracts Applied For lede padall Loyl sgasll g 5Ll e L,...‘aL,JI Jolas A

Basic Plan of Insurance: ol ol pealiys

Swal ydgs szl 4 25 el ey
Currency D usD GBP EURO AED alasll
Amount of insurance ‘ ‘ ‘ ‘ eold] oo
(for Proposed Insured) (aele opp0ldl Ggllaall asall)
Duration ‘ ‘ ‘ ‘ u.mLJ| X
Accelerated Critical lllness w2l dloeall dedall
with Accelerated Terminal ‘ ‘ ‘ ‘ dleall dotiall go  paniwall
lliness Benefit Jlaall ol
KT Soe B Sy Bad SGe Sl s s
Mode of P t v = z N blusYl
ode ot Faymen ‘:| Monthly Quarterly Semi-annual Annual s diyb
Modal Premium ‘ ‘ 9l sl
Details of Payment: 18! o las
s o
. . . YES NO . X
Is the policy owner making the payments from their own funds? D |:| Saoldl digal po Oled il elym by 48590l cllo nody Jo
If No, please proceed to complete the “Third Party Payor” Form separately Sy @bl W Byl igal JlaSzwd daylaall el 18 " Dl S 1]
Jadn
If Yes, please proceed to complete the below details: AU olad! JleSuwd dnliall oy " Al eSS 13
Kindly provide your bank account details, which you will be using to pay the broal] g5 p sz Bgus _Alg b el Joo 85 @pa85 s
premium i i
Note: All cheques must be made payable to "MetLife or American Life ] OSHi of casdlza” S degdan oS OISl g (ST oi oy 1dasMa
Insurance Company Only". dd SlagS iy gadl
Bank Name: reledl @l
Bank branch and address: ulgsll g elidl e 48
Country: Ll
Account name Sluasdl colo @l
Account number Slusl @8

(Jol b saall lusdl @8y SUls gean plasiz] ) zliss ¥ a8 wclibaza e Lilaze] abasda) Joll 3 paall lusl

IBAN number (Note: depending on your region, you may not need to use all IBAN boxes)

I

(O 85adlg o1yl o IS g8al Ll Bylall Zisal 6 o lusdl Lol pud el g tila>de

Note: Please incorporate the account details section in the Third Party Payor Form for both Individual and Corporate:

Supplementary Contracts (all amounts in words) (B39 Dlall o ) &SLoY sgasll
Bl o clacyl )
[ sl s 8 saall s
WP Disability Duration years
D PTD @l IS sl D
[ | Passive War Risk ] ol sblso [
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Supplementary Benefits:

Lad Loyl Slgall

(ddaadl gla ayuss el yll) Salgadl Lsle

[]

Accident Care (Specify Coverage Amount)

zolisdl
Plan

@1l IS 3onsllg (sl

Bl Lle) Bhadls padl el olaid elacll Lad Layess wislog sLadl luds ayees

Loss of Life Accident Indemnity, Dismemberment, Loss of Sight, Hearing,
Speech Indemnity (Long Scale) & Permanent Total Disability

Sl e dosll duhall Olaadl ¢ )
Accident Medical Expense

Reimbursement

(pBYIL) Tl glin
Coverage Amount
(in Figures)

(dghadl glia syumd el yll) elddowsd! Lbe

[]

Hospital Care (Specify Coverage Amount)

zalisdl
Plan

38 g @Il IS sonsll g5
Permanent Total Disability
Due to Sickness

'j':‘ clade ﬂ‘ o J‘>J‘”

o gi Sl

Accident & Sickness In-Hospital Income

Shdciuall 8 dalyadl iy ylaall
23 ol Dol dangs
Accident & Sickness In-Hospital Surgical

(pBAL) st glia
Coverage Amount
(in Figures)

[]

L3¢l dodia (‘_E.lSJI @I sl 4 u..\ya” @I ool dond 30 gi Sal>) 3Ll o zaliys
Forever Supplementary Contract (PPD/PTD due to accident or sickness) Monthly Benefit

(qsmL‘JsSl Bﬂg-\lm [ 5,000 [ 2000 ] 1500 [ 1000 [ s00 [ ] 250
w2 | Due | O | O | O | Dw | O
éﬁ’é’g [ ] 2400 [ ] 1600 [ ] 1200 [ ] so0 [ ] ao00 [ ] 200

= ":EEI‘)“’ 52 [ ] 12,000 [ ] 8000 [ ] 6000 [ ] 4000 [ ] 2000 [ J1000

|:| PAL Supplementary Contract (USD)

(sl y309) drosuidl Sslgadl (puald SLoYl asll

_ _ Seazall zalipdl | Jo¥l zalindl | Sl zmalipdl | el zmalipdl wolisdl s ys sl o o s

If applied for, please tick the selected plan: Executive Plan Plan 1 Plan 2 Plan 3 i
[] [] L] L] V oo slzsal
a) AD & D, PTD - 24 Hour coverage 150,000 100,000 50,000 25,000 Gl g elaedl Jad (Dol 8o s (1
(debs ¥e ylan Lle dass) @il

I3 Y| 8 & 3Bl ayged

AD & D, PTD-On Common Carrier & Flying 450,000 300,000 | 150,000 75,000 A 2all g slanedl b sl BN g (2
o3 saull g alall Jadl alusal Jis @lll
b) Accident Medical Expense Reimbursement 10,000 6,000 5,000 2,500 sl e doildl ddall Olaadl ¢ ) (2
Optional with a & b only bt (0o (1 go ol
c) Weekly Indemnity* [ ]Yes [ |No 500 300 200 100 A [ pi[ ] *oeoedl jangedl (s
*should not exceed 75% of Earned Weekly Salary (escSall e guudl Il (yo 1V0 glonzy ¥ of ot
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D PAL Supplementary Contract (GBP)

(s dicr) ponad] O3lgodl (prald  SLYN sasl]

*should not exceed 75% of Earned Weekly Salary

. . soasall golipdl | Jodl alipdl | Sl oyl | el ol el o oys atsll b Jlo s

If applied for, please tick the selected plan: Executive Plan Plan 1 Plan 2 Plan 3 <
v os slsall
) S 32nll g clae¥l Jad (islony 1ol aygas (i
a) AD & D, PTD - 24 Hour coverage 90,000 60,000 30,000 15,000 (deli Y6 lsa e abas) il
i . . S 52l g claeHl Lo (sl Bl ayes (o
AD & D, PTD-On Common Carrier & Flying 270,000 180,000 90,000 45,000 o sl g alall Yl alsszal I35 lal
b) Accident Medical Expense Reimbursement 6,000 3,600 3,000 1,500 Sal> e doslll ddall Olaadl ¢ byl (7
Optional with a & b only biid (g (1 go ol
c) Weekly Indemnity* [ |Yes [ |No 300 180 120 60 A [ ] e[ ] ool jasedl (s
*should not exceed 75% of Earned Weekly Salary (Sl e guadl COTAI (yo 71V0 Jglaniy o of cau®)
I:I PAL Supplementary Contract (EURO) (8382) dsosuid] &slgadl (ppalid SLoYI aasll
. . sonall golipd] | Jo¥l galind | Ul gl | edldl gl palisdl 55 o sl b Jlo b

If applied for, please tick the selected plan: Executive Plan Plan 1 Plan 2 Plan 3 ?
0|00 /o
) S 32nsll g clane¥l Jod (islony Blagl ayge (i
a) AD & D, PTD - 24 Hour coverage 120,000 80,000 40,000 20,000 (Gl Y ylao Lo dba) @ldl
i . . S sl g claeHl Jad (sl Bl s (o
AD & D, PTD-On Common Carrier & Flying 360,000 240,000 120,000 60,000 oo sl 5 Alal gl sl o5 il
b) Accident Medical Expense Reimbursement 8,000 4,800 4,000 2,000 sl e dadldl ddall laadl ¢ ) (7
Optional with a & b only bis (0o (1 ge elesl
c) Weekly Indemnity* [ ]Yes [ |No 400 240 160 80 3] e[ ] * ool (aagedl (8
*should not exceed 75% of Earned Weekly Salary (Sl e guadl LTyl (g0 1V0 jglanzy 3 ol o)
I:I PAL Supplementary Contract (AED) (0233) dpodidl &3lgadl (peald SLoY! asll
. . sonall zolind] | Jodl alisdl | Ul golipdl | el gl palsdl 55 o sl b Jlo b

If applied for, please tick the selected plan: Executive Plan Plan 1 Plan 2 Plan 3 ?
OO | D / osena
) S ol g clac¥l Lad (Sislosy Bl ayens (I
a) AD & D, PTD - 24 Hour coverage 600,000 400,000 200,000 100,000 (AL Y6 olsa e dabas) il
i . . S 2l g claaeHl Lod (slony BB (agess (8
AD & D, PTD-On Common Carrier & Flying 1.800,000 1,200,000 600,000 300,000 To sl g alall Ll alaszal 8 il
b) Accident Medical Expense Reimbursement 40,000 24,000 20,000 10,000 Sl e il ddall olaadl ¢l (7
Optional with a & b only biad (g (1 po Goles!
c) Weekly Indemnity* [ ]Yes [ |No 2,000 1,200 800 400 3] e[ ] e onatll Jaggell (s

(esrSall e gl () cya 2V0 Jalanzy ¥ ol o)

ade cpaldl Cglaall osuidl ;yodsdiuall 8

9. Beneficiaries for Proposed Insured

sitacal) JolSI]
Full Name of Beneficiary

Relationship

SMeall ey
Date of Birth

EOWREN]
Nationality

a8yl aly
Country of Residence

At
Percentage

Jeent) s 13 3,589 Gmdinll o uosdioall Cpand Bolell dog y2ll 1] goa 11 (SO
*Please refer to special conditions for beneficiary designation in the last page before customer signature.
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. Does the Proposed Insured and/or Owner have any . ade yadall ol / g dule palidl Cglhaall osadl oo azgs Ja N

existing insurance? S ooli olles Lof Wl o / o AyLauall

If ‘YES’, please provide full details on the table below: 0ol Joumdl 3 AolS Juolasdl pasds (25 e dyla3l eSlS 13
P gl @) Syl bt gl Sadl 2l Al gomdl bl | el oyl 3L
Name Policy No. Company Coverage Amount | Effective Date Status Annual Premium | life / PA / Group

General Questions . Lol Slouyad! N

(Apply to all Proposed Insured/s in this application) (Al 3a 5 ¢yoSiall pgde raldl Cglladl ol 4815 Sl yadl Jaid)

1. H.as any ajpplication for insurance or reinstatemen‘t of o " by ol , of dsduis &sslg> of Bl a-&“b b ol ady Ja
Life, Acm:ent oLHeaTIth Insurance :Y:r::en declined, YES NO &b ﬁ“é” ?’?"‘ Y :”a" ,_UJ Jae i S of @adg ..;‘-Uw Bslel ..‘Lb
postponed, rated or in any way modified? ?;.g—“-" of diiyybs é\-.‘ Jac of éé‘ﬂ| bl ya el G835 o ol
If ‘yes’, give details below. D D Jeoladl elac] el gl "aeit il eslS 13

2. Is/Are the Proposed Insured/s a member of any military force, or Y] o lsoe N:“"‘"’ / e d’""w' o sliadll d?‘f““' /el Ja x
do you now or intend to undertake or participate in any kind of YES NO 0 899 gl &Syliall g9 ol uslad Ja ol cdoduns Tilg8 ol (8

racing, scuba or sky diving, hang gliding or any other hazardous D D éi of (sl bougll el oo gudasill g9l udadll OB
sport or activity, or do you fly or intend to fly other than as a Jas Jlug 8 ylsdall ol (dshasdl SLlegl ol SlbLicdl o ¢ o5

fare-paying passenger on regularly scheduled airlines? Sdsle Lyl dyg> bohs e osle ydluns i dygo
If 'yes', give details below. bzl Lozl dnmd el )l et DlaAl SIS 13l
3. (a) Travel history during the past 12 months? s b} ol Tygi 1Y IV saudl cad Ja (1) v
If 'yes give country(ies), purpose and duration of trip YES NO Baall Byl s (Wl spand eyl @i Gl esls 13
details in space provided below. D D ool el Jgumdl 3 Ay JS Jeolai
: Sl gl A s | R 20
dde el Cgllrall aseadl qul ol dgaall Q-‘-U-“-‘-” 3Ll G L : i by
Proposed Insured's Name Country City Approximate Purpose o?g?a No. of
Date of Travel Y Visits/Year

(b) Travel plans outside your current country of residence s d oSe zyls oo éi S sawdt o o Lalsdl g S (v)
within the next 12 months? YES NO Saaslall Tygan 1Y JM5 ddlodl clualsl
If 'yes', give country(ies), purpose and duration of trip JS Juolasg 5aall 8yl cas (gl agand el )l "@ei" GlaPl SIS 13
details in space provided below. D D Ul ppaeall Jgusdl b >y
. ) ) sl Pl e || SRS G
e praldl Golhaall aseadl sl gl digaall el 3Ll s et el
Proposed Insured's Name Country City Approximate Purpose of Stay No. of

Date of Travel Visits/Year
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12. Health Details Ll Slow ol Y

(to be completed by all Proposed Insured/s if any rider is selected) Please provide lie 8 uJJSS-“‘” N*J&u*‘u‘ QB-U““” LPL’“‘"” BB Sbgyadl Jais)

complete and correct answers irrespective of how important they might appear. (JNadl &nal e sl (asy d58s g dlalS SLla| clae] el )l (bl

If a question is answered 'yes', please provide complete details below. *olial 3319l &slagleall Lusi el gl «@ai Ll csls 13]

0Ll Bl Elagleall dgm sl y)l <ai Bla Yl olS 13] SALLR Cods ol posids copuds sl Jo s N
(a) Do you have any personal or family doctor? If 'yes', please state details on the table below: D Yes D No

O] PV wailgll/ ol g:sll 8yLazal 431 5l b yLaezead] s o] g <3S 13la
Doctor’s Name Address / Phone No. Date Last seen | Reason / Symptoms Any diagnosis Advice given
Gollaall osuadl
ade Galdl
Proposed Insured
ailn|
Owner

e ealdl Gollaall ol Jshll E pas Gl ol s o3l E Sl ol &
(b) Proposed Insured Height ft. in. or cm. Weight lbs.  or kg.

Al Jokl | | e | ol s 239l E sl ol =

Owner Height ft. in. or cm. Weight Ibs. or kg.

Sl josuidl e Juolas
(c) Smoker’s details

T oo Owner

Proposed Insured

gl:g-udhﬁ‘.:gudl.éﬂl&agsiéiosﬁgipmidh s""
$adl 8 of o gyl lowdl , dduid] es
Do you use or smoke any type of tobacco,

cigarettes, pipe, shisha, e-cigarettes, vape, or

chew tobacco? b
No

godl
Type

553l as Bl Yl sl 13

If “Yes’, the above, indicate the
podl 5 sasll
Quantity per day

S Jo Wl 2l gloil o £33 gl 33 Y IS 13
o) gl g1l o g 63 gl (305 S o ciss g Py
$(32ally of diepddl (ol (3 longuad] Yes
If currently you are not using or smoking a

tobacco product, have you ever smoked or used
any type of tobacco (cigarettes, cigar, pipe, 9
shisha, e-cigarettes, vape, chewing tobacco)? No

Tarsad Oazel il g ol o
What type you used to smoke?

Spodl b sy S il 4l Lo

The quantity you used to smoke per day?

Tlawd (a3 eS Al Baall Job Lo
How long did you smoke?

sedadll pe caBoi o
When did you stop smoking?

53l syl 3l eslS 13 Sl e cabe 15la)
If "yes" to the above, indicate: Why did you stop smoking?
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Yes No

ells s @lg ALy elyarl of dnoesniia o9 Al alsaly elde yuisl of hduzuall I cdssl of dudo o gond ol capsrl o (>l of oo 2Ye g e o o
Have you had any medical or surgical treatment, or investigative medical tests or hospitalizations or have you been advised to

(d) undergo any diagnostic tests, hospitalization or surgery which was not done?

LU plsadl o Y coadla of clousuis @ ol dub §ylicu] culbs i Gus Jo

(e) Have you ever had indication of, diagnosis of, treatment or surgery for:

Sihgadll dueg¥l 5 aalyadl o (il plyal paall B @l detlos dale Jadl sl baids p35lagyl La>

o9 of 893yl Ol sl oyl puadl

Rheumatic fever, high blood pressure, murmur, stroke, chest pain, heart attack, or any disorder of heart, blood, or blood vessels? ........ccovvvccuunnnn.

L

L
N

b. Any form of cancer, tumor, or cyst?

308y Blazy Oyl of Ms- ol of pall 8 Sl deuss ¢ 5] 1 35l

c. Diabetes, high blood sugar, thyroid disorder, or any endocrine disorder?

L

§aagdl 3leadl ol sasall bylsall (ol Sl w3 Slaclan G of gl 4l Lilgdl

d. Hepatitis or any other liver, pancreas, gallbladder, stomach, or intestinal disorder?

§ Ll of JJsdl 3leadl (3 ollyhst & of LIS (pl5al

e. Any kidney, urinary, or reproductive disorder?

Siac de &y o S g all
f.  Epilepsy, paralysis, or any other nervous d
S ups0 ol pall Oyt JISal o JSi o
g. Any form of blood disorder or disease?

L

L

isorder?

L

L

§gaisll of sl 3lgadly gloss Sllybsl i of Judl gyl

h.  Asthma, Tuberculosis, Respiratory, or lung

Sl of dpwts OUlhsl &l dlic oyl

Mental or psychiatric illness including anxiety and depression?

disease?

L

N

So3lodl pac ol Lulondl laad 4 oy BlybYI o Jolaall (gsaall sgasll bl L3 s of (530

j. Any disease or disorder of the muscles, spine, joints, and limbs including loss of feeling or tremor?

Saclgil yloal

k.  Excessive consumption of alcohol, alcoholism, and drug abuse?

Taaadl of gladl ol 3 15, 30

| Any disorder of sight, speech, or hearing?
Sals o d3lys Byl &
m. Any hereditary or congenital condition?

I
I

N

N

Sodel oS3 @y @ dilol &l of dle (dajo ol

n. Any chronic condition, infirmity, or injury not mentioned above?

L
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Have you ever been treated for AIDS, Auto-immune Disease, AIDS Related Complex, or sexually transmitted disease or been told you

have any of these OR that you had tested positive for AIDS (please state reason and results) OR have you had unexplained fatigue,
(f) weight loss, diarrhoea, or unusual skin lesions?

I

10Ul 83,1 g)1 lagleall s el yll ey dylardl i 13] SoMled BygSiall olsail o s> o B3 of Lilile 1yl (o ol sl o

Has any member of your immediate family ever suffered or died from any of the conditions stated above?

(g) If 'yes' please state details on the table below:

LI

ade (yadall ul
Name of Insured

byl slysi
Family
Members

Jb 8 sl
3ladl é e
Age if
Living

dowall A1
State of Health

cdg 8l
ol
Age of

Diagnosis

sl
3légll
Age at
Death

B s
Cause of
Death
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*Details to any “ Yes” answers to above questions, include name of odall ol pusl g Loy dayludl il e «<painy 0_‘9‘».! éi S i
Proposed Insured, dates, names of doctors, hospitals, reason for OlylasBly bylicwdl cuwy Oladauwally cLbYl clawly gosledly ade
consultation, tests, results, diagnosis, treatments and current condition Z¥ally ousadly z5ludlg
P LY @l o e sasll 5

=) J'M el ol Oladcuwally el e slas il doucs ol facll >l a2l

Question N £ doct Reason for out Age at ti & Tetmment Current

No. Name Date EIulS @) CIeIRelE, consultation utcome geattime o eatme Condition
hospitals diagnosis

o5 Uladsi

Special Request

b aSyadl Ol seglss

Company Endorsement Only

Declarations O oy sl

(@)

(b)

| agree that no right to borrow, surrender or assign or other privilege of
ownership may be exercised by a minor.

| agree that there shall be no contract of insurance, unless a policy is
issued and delivered on this application and full first contribution actually
paid thereon, provided no change shall have occurred in the insurability
of the Proposed Insured(s) since completion of the application. |
understand that the effective date of cover shall be the policy issue date
as shown in the Policy Specification Schedule. | agree to accept delivery
of the duly issued policy through one of the following delivery modes:

1- By Courier or registered mail to the correspondence address | opt
for in my application form.

2 - By Authorized Representative to the correspondence address | opt
for in my application form.

Delivery of the policy by any of the above methods and the full

payment of my first contribution are construed as my acceptance of

all the conditions including those stated in the Policy Specifications

Schedule and any Endorsement(s) to said policy and supplementary

contracts attached thereto, if and when it is issued by MetLife, as per my

application

| understand that acceptance of any policy issued on this application shall

be a ratification of any correction or changes to this application which

MetLife may make in the section entitled “Company Endorsement Only”.

| understand that no agent or medical examiner or other person except an
authorized officer of MetLife is permitted to make or discharge contracts
or waive or change any of the conditions or provisions of any Application,
Policy or Receipt, or to accept or pass upon insurability; no change shall
be valid until approved by an authorized officer from MetLife and unless

such approval be endorsed hereon and attached hereto.

| understand that any communication or information disclosed to any
agent or medical examiner is not approved by MetLife unless such
information is formally stated in either this application or in any medical

examination submitted.

10 of 14
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A Policy issued with coverage terms and / or policy rates different from
the coverage terms and / or policy rates requested in my application,
shall be suspended until MetLife's receipt of my written approval of the

new coverage terms and / or policy rates offered by MetLife.

| hereby acknowledge that MetLife may be required by applicable laws to
withhold income tax on my behalf and / or behalf of my Beneficiary(ies)
in relation to any returns realized on any of the underlying investments

of the selected Investment Subaccount(s) and / or in relation to any

payments due to me and / or to my Beneficiary(ies) under the Policy.

| understand that all contributions to the plan are subject to any applicable

anti-money laundering rules and regulations that may be in place.

| hereby declare that all statements and answers in this application
together with those in any required medical examination, questionnaire
or amendments are full, complete and true and bind all parties in interest
under the policy herein applied for.

| understand that incorrect statements or answers, or failure to disclose
any material fact, may invalidate the contract.

| hereby exonerate any Physician and / or Hospital and / or Clinic and /
Insurance Company and / or other Organization that has any records or
knowledge of me and / or my family members proposed for insurance
(if any) from professional secrecy and hereby authorize such person(s)
and / or entity to give to MetLife any and all information about me and /
or my family members proposed for insurance and copy of records with
reference to health and / or medical history and / or any hospitalization,
medical advice, diagnosis, treatment, disease and / or ailment. | also
authorize MetLife to obtain and share, from any source it deems
appropriate, information concerning my financial and / or professional
and / or personal status, as well as information related to my driving
history. A photocopy of this authorization shall be valid as the original.

Data Transfer: | hereby provide MetLife unambiguous consent, to
process, share, and transfer my personal data to any recipient whether
inside or outside the country, including but not limited to the Company
Headquarters in the USA, its branches, affiliates, Reinsurers, business
partners, professional advisers, Insurance Brokers and/or service
providers where the transfer or share, of such personal data is necessary
for: (i) the performance of this Policy; (i) assisting the Company in the
development of its business and products; (iii) improving the Company’s
customers experience; (iv) for the compliance with the applicable laws
and regulations; or (v) for the compliance with other law enforcement
agencies for international sanctions and other regulations applicable to

the Company.

*Personal Data means all information relating to me (whether marked

|

“personal” or not) disclosed to MetLife by whatever means either
directly or indirectly which concerns, including but not limited to, my
medical conditions, treatments, prescriptions, business, operations,
contact details, account balances/activities or any transactions

undertaken with MetLife.

| understand that Coverage and / or Payment under the insurance
contract will NOT be made if: (i) the policyholder, insured, or person
entitled to receive such payment is residing in a sanctioned country;

or (i) the policyholder, the insured or person entitled to receive such
payment is listed on the Office of Foreign Assets Control (OFAC)
Specially Designated Nationals (SDN) list, the OFAC Sectorial Sanctions
Identifications list or any international or local sanctions list; or (iii) the
payment is claimed for services received in any sanctioned country.

| also understand that the Company shall not be liable to pay any claim
or provide any coverage or Benefit to the extent that the provision of
such coverage or Benefit would expose the Company to any sanction
under any applicable laws.
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| hereby authorize MetLife to send me notifications and notices

via short message service “SMS” and | accept receiving SMS and
understand that MetLife makes no warranty that the SMS will be
uninterrupted or error free and any such error or interruption shall not
be deemed or treated in any way whatsoever to create any liability on
MetLife and | acknowledge that | shall not file any complaint or claim
against MetLife for any SMS error or interruption or for any reason

related to receiving / not receiving SMS.

U.S.A. Internal Revenue Service (IRS) declaration:

Bl daas 8ok oo hlaaily Olylas gl cadlza ) Juys of Sle 3818l (0)
oo Byl Blay)l oia L&l o Lle 8815l o WS (golsdl wlgll Lle b ypadll
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In applying for insurance coverage as indicated in this application, and
in signing this application, the applicant(s) certify(ies) that the Insured,
Applicant, and any designated Beneficiary(ies):

(select the answer that applies)

|
D m |:| As::f‘lot

The Applicant(s) agree(s) to inform the Companywithin thirty (30) days of the
Applicant(s) knowledge of such change if the Applicant(s) or any designated
Beneficiary become(s) a U.S. person of U.S. Federal Income Tax purposes or if
the Applicant(s) assign(s) the policy to such a U.S. person.

Please note that a false statement or misrepresentation of tax status by a U.S.
person could lead to penalties under U.S. law.

If you are a United States person, fill in the details below:

e gdodl e o zisadl 1in b uall graldl e Jsood!l Cdb @i gl
9 Al padia e agall 5l (yoagde/sgdn Al ysasie/psie 58 bl 1in
HETROLE P
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United States persons for United States (U.S.) Federal Income Tax purposes @
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U.S. Tax ID number of Applicant(s) & Insured:

|

ctdwdinall S phianally do Bl ESsyadl eyl blgds @l ‘
U.S. Tax ID number of Beneficiary(ies):

|

1. This question is for U.S. Federal Income Tax purposes. The U.S. Internal Revenue
Service requires the Company to report the taxable income paid to persons
subject to United States Federal Income Tax. PLEASE NOTE that if you are a U.S.
person for U.S. tax purposes and fail to provide a U.S. Tax Identification Number to
the Company, the IRS requires the Company to withhold tax from taxable income

payments made to you at the rate of up to 30%.

For purposes of this declaration a U.S. person is a citizen or resident of the United
States, a United States partnership, and trust which is controlled by one or more

U.S. persons and is subject to the supervision of a U.S. court.

E-mail Declaration

Syl &Syl L1yl Byl a3 ESypadl Baszall Silpdgll B sl dgyd dols Sllaeyd )
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By providing your E-mail address and signing this application you agree to
receive from MetLife the policy document, certificate and / or any other
documents and to send to MetLife all types of documents and information
related to the policy [‘Documents”] via electronic mail [“E-mail”]. Please

be aware that having chosen this electronic means of sending or receiving
information & Documents, it is your responsibility to ensure that the E-mail
address you have provided us in this application is correct at all times, and
that it is your responsibility to inform MetLife immediately should your E-mail
address change or should you cease to receive the Documents. You agree that
all information & Documents sent to or received from your E-mail address as
stated in this application will be considered valid and originated from you or sent

to you personally.
MetLife is not responsible for non-receipt of E-mails due to invalid E-mail

addresses or other technical problems related to your E-mail service.

If you would like to change your E-mail address with MetLife, or if you would
like a paper copy of the Documents, or if you believe that you have not received

your Documents, please notify us immediately.
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By signing this application, you understand and agree that if you wish to
discontinue receiving Documents electronically it is your obligation to revoke
this Authorization by another written document. By signing this application
also, you declare that you have read and understood MetLife’s privacy
policies and Terms of Use on www.metlife.com/about/privacy and you will
review any Terms of Use or Privacy Statement of any future service providers
used by MetLife. You understand that although MetLife take every precaution
to protect the privacy of members’ information, MetLife cannot guarantee
safety of your information. You consent to provide your E-mail address to be
included in MetLife’s E-mail list and accept any inherent risks involved with

E-mail communications.
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Terms & Conditions apply. This insurance policy is underwritten by MetLife
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subject to the terms and conditions of the policy contract issued by MetLife.
The Distribution Partner shall not be responsible for MetLife’s actions or
decisions under the policy contract nor shall the distribution partner be
liable regarding payment of claims or services under the policy contract

a8 gl sie cogay Olaas ol Ollas dyl slaws e Jobuo sui bl of LS dasgll
issued by MetLife.
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laws of the Country of Issue. The Policyholder should consult his / her

own professional advisor(s) as to the legal or any other requirements or
restrictions relating to the life coverage and investment plans obtained under
the Policy and their tax consequences pursuant to the laws of any jurisdiction
to which the Policyholder would be or might become subject during the term

of the Policy.”

Important: Before signing this declaration please check that the
answers given in this application are complete and correct.
An incorrect orincomplete answer may invalidate the policy.
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"No Representative has the authority to modify the terms as
written in the application form, or to overwrite the requirements
of the Company."
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statement to the contrary, the following rules shall apply:
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each beneficiary, we will distribute the insurance proceeds equally
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Signatures 281l
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Name of Proposed Insured

el i o5 13]) Wl qal
(dsle ppaldl Qislinall

Name of Owner (if other
than Proposed Insured)

B waby Al / dysa & PO D Y.
Signed at City/Country on this D D day 20 D |:‘

Witness / Representative Ll Joaa / salad!
| certify that the information supplied by the Proposed Insured(s)/ lall / ade cpaaldl glhadl jasuadl 13 oo dasdall Slagleall ol 750
Owner is true and complete and recorded on this application. i 8 Gliey Aoy dlolSg domn
saladl @l

Name of Consultant HENNNEEN

Lol aul

Name of IFA
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metlife-gulf.com

MetLife, Inc. (NYSE: MET), through its subsidiaries and affiliates (“MetLife”),
is one of the world’s leading financial services companies, providing
insurance, annuities, employee benefits and asset management to help its
individual and institutional customers navigate their changing world.

Founded in 1868, MetLife has operations in more than 40 countries and holds
leading market positions in the United States, Japan, Latin America, Asia,
Europe and the Middle East. For more information, visit www.metlife.com.

MetLife is a pioneer of life insurance with a presence of nearly 65 years in the
Gulf. Through its branches, MetLife offers life, accident and health insurance
along with retirement and savings products to individuals and corporations.

For more information, visit www.metlife-gulf.com.
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