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Note: This document is furnished to the Claimant without prejudice to
or waiver of the rights or defense that the Company may have relative to
any claim filed hereunder.
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1. What is Your full name?

2. What is the number of your policy?

3. Where do you reside?
(Street, number, city, and country)

4. What was your occupation at the time
of this accident / sickness?

5. Give address of employer or of your
place of business.

6. Give amount of your weekly salary or
wages (if not employed on this basis, give
average weekly earnings).

7. Give the date when the accident or
sickness occurred for which this claim
is made

8. What actual bodily injuries did you
sustain, caused wholly by accident?
(for accidental cases).

9. State cause and circumstances of
the accident. Tell briefly just how it
happened. (for accidental cases).

10. Name and address of physician first
consulted on account of injuries/
sickness above described.

11. How long were you totally disabled,
solely by this injury/sickness, so that
you could not attend to any part of the
duties of your occupation.

12. Are you entitled to any other benefits
or compensation, from any source
whatsoever? If so, name the companies
or associations or other sources, and give
amount of weekly benefit payable by each.
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Signature of the Claimant
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Bank details of Beneficiary / Payee required for wire transfer
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Payee Name e
Eae:eeveﬁ?:ijlrlyA/ddress Sbisall gl gz
Mobile No. Jyozall aslgll
Bank Name Ll @l
Bank Address Ll ylgze
Currency Account dasll ¢ o5
s o e
Bank Account No. U&Jl Plucdl @8
Swift Code 39S Cudygus @8y
IBAN No. ol o3y

I, the undersigned, hereby confirm that all above information is
correct and related to my Bank Account.
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Signature
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| hereby grant MetLife my unambiguous consent, to process, share and
transfer my Personal Data* to a recipient inside or outside this country
(including but not limited to MetLife Inc. and/or American Life Insurance
Company’s Headquarters and their branches, affiliates, reinsurers, business
partners and/or to any actual or potential assignee, novatee or transferee
of MetLife) where the processing, transferring or sharing of my Personal
Data is requested by any of the above mentioned recipients or necessary
or required for the performance of MetLife’s obligation under this
application and/or the insurance policy, or to comply with any obligation
which MetLife is subject to.

*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.

Disclaimer content: | hereby confirm that the documentation submitted
including this form are true and unaltered and | have all the original
documents that can be presented upon request of the insurance company
at any time during the process period of this claim and up to one year
following the claim decision. | hereby confirm to process payment in my
favor if and when MetLife approves and decides to accept the claim for
payment and consider this document as Receipt & Discharge.

20f3

ole ells Jasge) @aall i zyls of Jsbs Blua I ipasall illy Jaig &S)laag

4 Sy3a¥1 S yl) S sall ol/g ayMza 8y Sy sall sl 4 Jlzall s
&Syl ol ol o aaldl casmag lag) dasldl Slgally lagegsds 8Ll Lle cppalal
(cadlia o) Jazma of lod o) Jooma ol &l zoama of & (rema of LI 5l/ lagaa dlalezall
oeilzall o ol 1B cya allan dpasadl ULy 8)lae ol J85 of plasczal o5 2a
4859 ol /5 bl 13a caxgay apdlza Slalidl dgand gy sl Logd sl odlel (g8 iall
wiplze & g alial Y Jlzed) Lygsd oS of (pealal

Wl e lgde g w518 slaw) o 3laz L3l Olaglaall G315 dpasall UL ady
IS elgus <518 Ay &l anlio J e zladdl g 31 (3 pl <dpasuiar Slaglae
OlaMallg dabl Gl andl ¥ Jlaall Jases e o 3l g il st pl il
o of ahss¥l/olusdl 5oy Jlasdl Sblyg Olbeslly Jedlg dudll Slaogllg
alin ge i pzy Edlelso

oo Olaztws o z3gadl lia wadualy dasdall 3eUgll ol Byzely J81 1o suad
5l By ol L3 cdball e la)lyl (Say dlg aslodl Slazwall 8IS g4y dasa yibo
e wollaall gleall pMasl Lle 381glg el 31l gyl opo i Mg allaall dalso

ool &Syl el pl g padl 3a ynyg adlall slaw Lle opeoldll @Sy dddlg0



Need help? dae Luall
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ailgll A+ TIYAOLYY +970 Y Y-AQYYY Aee VeV-A Aee cASYY A+ VYN +4V) ¢ £Y0 £000
Call us E0D - Lk +965 2 208 9333 800 70708 800 08033 800 9711 +9714 415 4555
(800 - 6385433)
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Mail us P.O. Box 371916, Dubai — U.A.E.
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E-mail us
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2 www.metlife-gulf.com
Website 9
We are committed to providing you with the highest service standards. oun e Ollanda Gyl el SIS 15] L deusdl sarles Lleb dusgin ogaiile yod
If you feel that we have not lived up to these standards we would like to 8305 L lgzaidle s (Saz Lz> yedll Ll g Bylan] >y el dassall aaasl
hear about it, so we can put it right for you. Please visit our “Feedback and Slelya] Ll g3lbdly Lolsdl Slaslas e £330 “&;m's s all? do

complaints” page on www.metlife-gulf.com to see how you can get in touch
and learn about our Complaints Handling Process.
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American Life Insurance Company is a MetLife, Inc. Company
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