
Please note that the form is duly filled and signed by Nominee/Claimant/Guardian/Legal successor under this policy(ies)

SECTION A: DETAILS OF POLICY / MEMBERSHIP

SECTION B: DETAILS OF CLAIM

SECTION C: DETAILS OF NOMINEE / CLAIMANT

2. CNIC No.:

1. Full Name:

Policy No.(s)

3. Passport No.:
(if available)

4. Last Residential
 Address:

11. Primary Cause
    of Death:

12. Place of Death:

5. Occupation at the
Time of Death:

9. Date of death: 10. Type of death:

6. Last Employer Name
/Business Name:

15. Name & Address of Personal Doctor(s) 
Participant/Member used to consult:

7. Last Employer’s/
Business Address: 8. Last Employer’s Contact

Number:

14. Name & Address of 
Hospital Participant / 
Member Last Visited:

1 2 3

24

D D M M Y Y

D D M M Y Y D D M M Y Y D D M M Y Y

Natural Accidental

13. Brief Description of Event
 (How, When, Where):

Nominee/Claimant No. 1

Name

Relationship with Participant

CNIC No.

Date of Issuance of CNIC

Correspondense Address

Email Address

Mobile No.

Bank Name

Name of Guardian (if applicable)

Bank Account No.
(Complete IBAN) 24 Digits

Capacity (Nominee/Guardian/
Legal Successor)

Nominee/Claimant No. 2 Nominee/Claimant No. 3

(if more than 3 nominee/claimant
then attatch separate sheet)

COD/3/032/001

DEATH CLAIM FORM



SECTION D: DECLARATION

SECTION F: BRANCH / BANK CERTIFICATION (to be filled by location Manager)

SECTION E: BASIC DOCUMENTS REQUIRED FOR ASSESSMENT

D D M M Y Y

1 2 3
Nominee/Claimant No. 1 Nominee/Claimant No. 2 Nominee/Claimant No. 3

16. Are any of the above claimants politically exposed persons (PEP*)?

Signature of Nominee / Claimant / Guardian (as per CNIC)

Yes No

* Politically Exposed Persons (PEPs) are individuals who are or have been entrusted with prominent public functions
domestically or by a foreign country, which may include Heads of State or of Governments, senior politicians, senior 
government / judicial/ military officials, senior executives of state owned corporations, important political party officials, 
etc.

1122

Serving Agent's Name:

Attending Physician Report - to be filled by last attending physician
Death Certificate issued by the Hospital

Copies of CNIC of Claimant and Deceased 
Participant Specific Schedule

Copy of Claimant's Cheque Leaf
(Please note that the above documents are mandatory documents to initiate claim
 process. Further documents may be called after the initial assessment.)

Signature of Location /
Bank Manager: 

Email: cod@efulife.com | Website: www.efulife.com

Serving Agent's Code:

EFU Branch / Bank
Branch Name:

Source of Intimation:

Any other important information:

Date of Intimation:

D D M M Y YDate

D D M M Y YDate D D M M Y YDate D D M M Y YDate

�م �� �� � �� �� ا��

� �� ��ڈ �� �� ا��

�م �� �� � �� � ���ا �� �� �� / � �� ای ا��� ���ا

COD/3/032/001

I / We request for the payments of benefits under the above policy(ies) according to its terms and conditions in the capacity stated above. I / 
We confirm that I am / We are legally entitled to the claim payment and the same once made, will discharge EFU Family Takaful Operator 
from all liabilities whatsoever under the above mentioned policy(ies). I / We have fully understood the contents of this form and hereby 
declare that whatever is stated above is true and accurate to the best of my knowledge and belief. I / We hereby authorize EFU Family 
Takaful Operator to seek and obtain information from any doctor, hospital, laboratory, any other organization or person that has any record 
information or knowledge of health/treatment or other related information that EFU Takaful deems necessary to obtain prior to claim 
approval and from any other Takaful operator to which a proposal has been made at any point in the past.




