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chemicals or explosives, or working as an armed guard?
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8)  Have you ever engaged or do you contemplate to engage in any
of the following pursuits: Aviation, parachuting, motor sports,
diving, mountaineering, or any other dangerous sports?
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Provide details of any “YES” answer in the following space. Use separate sheet, if required.
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Do you intend to travel in the next twelve months? If yes, Please give details below:
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Please update my contact details as follows and all correspondence should be made on the following address:
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| declare that all of the above answers are full, complete and true. |
understand and agree that they shall be taken as the basis of reinstatement,
any change or issuance of any additional benefit or enhancement of
coverage and that such reinstatement, change, issuance of any additional
benefit or enhancement of coverage shall not be considered as affected by
reason of settlement made in payment of or on account of the amount now
due until this application shall be duly approved by the Company, and that
the receipt, retention, deposit or cashing of any such payment or
settlement by the Company or its agent shall not constitute a waiver or
forfeiture, or otherwise affect this condition. | also understand and agree
that, notwithstanding any provisions to the contrary in said Membership,
the Membership, but not any part thereof granting disability or accident
benefits, if reinstated or modified in such a manner to increase the risk,
shall become incontestable after it has been in force during the lifetime of
the insured for two years from the date of this application, except for
non-payment of contribution, fraud and willful misrepresentation, and any
part thereof granting disability or accident benefits.

| hereby authorize/agree/acknowledge/understand that 5th Pillar Family
Takaful Limited may share information with any Life/Family
Takaful/conventional insurer as per SECP regulations issued with respect to
Centralized Information Sharing Solution for Life Insurance Industry

(CISSIly vide SRO 14(1)/2013
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