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Tel. +971 4 415 4444 - Fax +971 4 415 4445, Gulflifeclaims@metlife.com
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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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Mobile No. Jyozall aslgll
Bank Name Ll @l
Bank Address Ll gz
Currency Account dasll ¢ o5
s e
Bank Account No. U&Jl Plucdl @8
Swift Code 39S Cudygus @8y
IBAN No. ol o8y

I, the undersigned, hereby confirm that all above information is
correct and related to my Bank Account.
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Signature

2l

Data Transfer: | hereby give 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 MetLife Headquarters in the
USA, MetLife branches, affiliates, Reinsurers, business partners, professional
advisers, insurance brokers and/or service providers where MetLife

believe that the transfer or share, of such personal data is necessary for:

(i) the performance of the Policy; (i) assisting MetLife in the development

of MetLife business and products; (iii) improving MetLife 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 MetLife. MetLife
will ensure that such recipients will have sufficient confidentiality obligations
to procure the confidentiality of the personal information and provided that
MetLife complies with applicable laws in respect of such processing, sharing
and transferring of that personal data.

For clarity, personal data means any data/information related to Insured
and/or Insured’s family which might include any health, identity and financial
information or contact details, disclosed to MetLife at any time.

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.
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Need help? dae luall
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We are committed to providing you with the highest service standards. cotasn e Ol Gl el oIS 13] L deasdl yulas ‘_,.L;b 003 geeide i
If you feel that we have not lived up to these standards we would like to 8305 L lgzaidle s (Sas Lz> yedll Lle g Bylan] >y ol dastall aaasl
hear about it, so we can put it right for you. Please visit our “Feedback and Slelya] Lle g3lbdly Lolsdl Olaslas e £330 “&‘9[5‘”'9 Sl 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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