REINSTATEMENT/ HEALTH DECLARATION FORM
5th Pillar (SAVING PLAN)

Family Takaful Limited

oile $Lo (UJ}/, j}.’:"“)caf 2Ry ,.»l?/i/“l /‘JV

In Connection With: Reinstatement D Removal/Reduction in underwriting Rating D
dL(' U{U: v@//j@
Membership No.
A2

Name of Participant
L8 s

T (LITTLTTTTTTITT] R

Date of Birth Height cm/ft.  Weight _
Hlfr PO MMYY » ShiEs ok kg/lbs. s/ 1./ ¥
Occupation Daily Duties
,a, ‘/U'/ 0 /08
Name of Employer Company
ot K(}/J{/JT

Nature of Business
=fy J/Q}/K

Particulars of dependents (Spouse and Children), if covered under the membership
-uﬁ/}‘/.:; v ?)/ Jl ‘;ML}/(énl =l u{}):l}l .;/JG(/“J

Nationality ~Date of Birth  CNIC# / Form-B Relationship Height (cm/ft) Weight (kg/lbs) Occupation

A [l O A 3 Sy X s -

Please reinstate my membership/memberships. | have paid Rs. through, Cheque |:|On|ine|:| Pay order |:| Cash |:|
_uj}’é}/l)l D d/U:QIWJDﬂD /J/T%DJU UI’D ._.g)“/@LU:-L@E)/J%IQ’CJK(/W}'

Medical History/Lifestyle ez

1) Do you have any existing insurance including those now being [Jyes/ul NTINT I D ;:Uu'lﬁéi'“/g ENEaT o’{‘/’,}’l Y
proposed to other companies? D No / &

2)  Has any proposal, reinstatement or application for renewal of [ Yes /i ;s,w,gg‘“/& D) b d S S , ds ‘J;;,,,&,f@w-”g @2
insurance on your life (including those now being proposed to es UL' Fle TS b e U300 Ut ot e b gt B (o § 22 T F 6
other companies) ever been declined, postponed, rated, [INo/ . e ?;éfém ‘éu- JILLG;JKUJJI b
restricted or in any way modified or subjected to additional ‘ 4 o
terms?

3)  Family History: Have any of your biological parents, brothers or [Jyes/ul A E fua ke LSS e ufutign E LT (3
sisters ever suffered from heart diseases, stroke, hypertension, [JNo/ 5 S it 8 P s St o G Ry &L; .‘/iu»./

“ Co iy 4k st A o

diabetes, kidney disease, mental disorders, cancer, hereditary,
neurological or congenital disease?

4)  Areyou currently receiving medical treatment and / or suffering D Yes /Ul o 6k L?/'_, L LA M T e e G T (4
from physical impairment or infirmity or congenital abnormality? I:l No / u:{ ) ot ;,,f

5)  Have you ever had, been diagnosed to have, been investigated [ Yes Ul g?‘:l[&%g,/z,wEAQ fJJr‘/? é.w?&,quéﬁtfu,_uu:. Jiew J-’,grg 5
or treated for or advised to seek any medical or surgical I:l No / u:« e Lo J{.}./L

treatment for any of the conditions listed below:
e S p g Ul A don ab S b G (D
o€ VT E I 2 oot eilo P € AN o 6
WL o O 5% = 8 st BU 86 G o A

a) Stroke, transient ischemic attack (TIA), brain hemorrhage or |:| Yes /U
brain injury, epilepsy, convulsion (fits), paralysis, Parkinson’s I:' No / %7
disease, Alzheimer’s disease, multiple sclerosis, prolonged
recurrent dizziness or headache, migraine, cerebral palsy or
other disease or disorder of the brain or nervous system?

b) Depression, anxiety, schizophrenia, suicide attempt, [] Yes /Ut GG ST St S g (o
attention deficit hyperactivity disorder (ADHD), autism, (] No 95 VL g[f,&cg',,qf"(“w SLSUE L & ool it 3T
Down’s syndrome, dementia, or any other mental health or : ek Ly

psychiatric illness?
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c) Asthma, bronchitis, tuberculosis (TB), pneumonia, coughing
of blood or any other disease or disorder of the lungs or
respiratory system?

d) Chest pain, angina, palpitation, irregular heartbeat, coronary
artery disease (heart disease), heart attack, raised
cholesterol,  hypertension  (high blood pressure),
hypotension (low blood pressure), heart valve disorder,
cardiomyopathy (enlarged heart), heart defects from birth or
heart surgery, deep vein thrombosis, varicose veins or any
other disease or disorder of the heart or vascular system?

-

o
~

Diabetes, abnormal blood sugar, thyroid disease, goiter,
thalassemia, anemia, hemophilia or other disease or disorder
of the endocrine glands, blood, chromosomal abnormality or
hereditary disease?

f) Gastritis, gastric or duodenal ulcer, gastro-esophageal reflux
disease (GERD), colitis, Crohn’s disease, hernia, fistula, piles,
blood in stool, vomiting blood or other disease or disorder
of the digestive system or gastrointestinal tract?

g) Jaundice, Hepatitis B or C, gall bladder or biliary system
stone or obstruction, pancreatitis or other disease or
disorder of the liver, gall bladder, biliary system or pancreas?

h) Kidney or urinary system stones, kidney infection,
polycystic kidneys, protein or blood in urine or any disease
or disorder of the kidney, ureter, bladder, urethra, prostate
or genital organs?

—

Cancer, tumor, cyst, lump, growth, lymphoma, leukemia,
melanoma, Hodgkin’s disease, bone marrow disorders, any
malignant or pre-malignant condition?

=

Blindness, cataract, glaucoma, impaired sight (excluding
long sighted and short sighted), impaired hearing or speech,
deafness, tonsillitis, deviated nasal septum, chronic rhinitis,
sinusitis, nose bleed, sleep apnoea or other disease or
disorder of the eyes, ears, throat, mouth or nose?

3

<

Backache, slipped disc, spondylosis, arthritis, rheumatoid
arthritis,  systemic  lupus  erythematosus  (SLE),
osteoporosis, gout, psoriasis, chronic skin disease or other
disease or disorder of the immune system, connective
tissue, spine, muscle, bone or joint?

=

Syphilis, gonorrhea, venereal disease, Human Papilloma
Virus (HPV) infection or any other sexually transmitted
disease?

3

Any other illness, disease, disorder, disability, accident or
hospitalization or any surgical operation or observation or
treatment not of a routine nature that has not been
mentioned above!

DYes/uy
DNo/uﬁ;

DYes/uy
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DNo/uf
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DNo/uf

DYes/uy
DNo/uﬁ;

DYes/uy
DNo/uﬁ;

DYes/ug
DNo/uj
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6)  Inthe past 5 years, have you ever been hospitalized, had surgery or [Jyes/ut e Va6 e 0o/ s P Ut o &l =S 6
been advised to undergo or do you intend to undergo any I:l No/ 7 Clsldi A F S AP E et B L
investigation or screening tests including but not limited to blood q..iu’u’l T KU:C, S ArEL s oo = L) iy
or urine test, pap smear, mammogram, ultrasound, biopsy, X-ray, S E e K S e ‘h»g 2 onE o Sk Ly
CT scan, MR, ECG, treadmill ECG, echocardiogram, lung function S Sk Suthet S Lot r z}: i i‘fdl =
test, bone density test, angiogram, scope, EEG, Sleep study? KGN

7)  Have you or your spouse or partner ever been tested for or I:I Yes /Ul y:/;/:'J/JL’?GufgglLd,JTéig;l_la__fvg;,? AL LT J’g 7
received medical advice, counseling or treatment in connection with D No / u,« S S Tl o u" Sl b i K] Lo
AIDS or infection with any Human Immunodeficiency Virus (HIV)? N i i ' i

Is there anything in your lifestyle that puts you at an [Jyes/ut FevnendPaded & wdoitd i o
increased risk of AIDS or any AIDS related condition? D No / Sl oyl F
Have you or your spouse or partner in the past three I:l Yes /Ul Fer e s G 2 Flel LEL LT

) ) ! = 5 el el G- A L
morlths, suffered from any of the followu!g fora c?ntlnuous I:' No/ LU Gt £ St asof S et o K Sl s e
period of more than one week:- fatigue, weight loss, e o
diarrhea, enlarged lymph nodes or unusual skin lesions? 04 ~

8) Do you use Tobacco, Pan or alcohol: [Jyes/ut s S J’,ﬂuwg ST (8
Quantity: Details: D No / W i

9)  Have you ever taken or do you now take any drugs or narcotics, I:l Yes /Ul Gl ¥ f el Ut"_.'w‘él//&bagdb‘:ﬂ Kl fL S PTYET S ©
other than those validly prescribed by doctors, or been treated for I:l No / ui, et
drug habits? N

10) Have you ever engaged or do you contemplate to engage in any of D Yes /UL (10

the following pursuits: Aviation, parachuting, motor sports, diving,
mountaineering, or any other dangerous sports?

DNo/gff
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11) Are you involved in a high risk occupation where your job D Yes /)l &uwg;g/’&lgﬂuyévq&/{15@1&@1&;,};2,:,5/5”&;5‘/_;7& (1
involves working at height of 15 meters or more, working I:' No / J“ vy t/fg/ MLS:I?Z:/L ,;Lu:gi’tﬂLij@y»Jgt/J’vL/ilL
underwater or underground, working off-shore, working with N : : ) T T
high voltage, chemicals or explosives or working as an armed

guard?
12) Do you engage or have you ever engaged (in any capacity) in any [ Yes /ot i S U5 Frad® wun st (R u’()J L2
political activity? Are you or have you ever been an office bearer for I:l No / u,( St s duat S G20 F L w5 20) ff’; Sl

any religious or political organization (registered or unregistered)?

13) Do you have or have you ever had any enmity with anyone D Yes /Ul ﬁt‘u:’l?LfUJf'-‘//fu”{u/y"i_r(?eLﬁ/d"ﬁ)cfd{u’fuf-,—fgffu’{kdglétf (13

whomsoever? Are you engaged or were you ever engaged in any I:' No / & ek U Ut i daok S e S e S
civil or criminal litigation or police case in any court of law or law e eoET T

enforcing agency?

For Female Only L LA
14) Are you currently pregnant? If "Yes", please state the [Jyesiuy L AES T W A o Ty (14
gestational age. Gestational Age: weeks D No/ % & g
a) Have you ever had any complications in current or [Yes /ot it eL¥ j{}f: J(j FSHEENF E T Lmrr ST
previous pregnancy or childbirth (e.g. gestational diabetes, s ub, S el i 2 JJ"(J‘?,:/Q «uujf‘gj ST <)
gestational hypertension, preeclampsia/eclampsia, ectopic D No / ¥ Je b or U S s Ut ol 38 Jf) o ,j,m;,/ 4
pregnancy, stillbirth. miscarriage, -dissemin.ate.d G UL G L}f; K(L‘ai!‘f s Jf’/ Lo iy
intravascular coagulation, placental abruption, amniotic 5 J— ./ ) S J( J”,J,IEA g ! u’(
fluid embolism, therapeutic abortion, caesarean section due ‘ X = # /'::; = uf/ ‘ o .,Q S
to underlying medical condition, cervical insufficiency, fetus ok Ju‘{‘%’””’v S == U.(‘” ”"JL’ L& K’:f L
abnormalities, Rh Disease or acute infections)? (U/"Q' Sl Lus L &6 ¢t du
b) Have you ever been or currently being informed, [ es I Jﬁ u’(; Lip Lugie S5 o0ur )/,,Td'{fl My
investigated, treated or advised to seek any medical or D No / u_.« J%/ L U?t PR I S gl g ) u:;[,fg, s
surgical treatment for breast lumps, fibroids, ovarian cysts, N ‘L;KJ‘}L ;‘:,&;j Jlf’ 9k i&; ‘.:a Lft;wf’ Ll
polycystic ovarian syndrome, endometriosis, cervicitis, 4 (uf?/L Lo (d/k:}}&/“u“}/ L?(:/: b
abnormal papsmear(s), or any other disease or disorder of J;. dyy/ J s, L f,’n‘j‘.’/ u",, 2 KL £ w;
? o S e il A i i Bl o
the breast or female organs? «du/L Gl 3£ o G due

Question# Details

A Jir o

Do you intend to travel in the next twelve months? If yes, Please give details below:

I S T U St w6 et EiK T

Destination Purpose & Duration of Stay

J;}‘ 2B o ek ur "g

Please update my contact details as follows and all correspondence should be made on the following address:

:fnw4zr¢5@/;;40’,brw kT sl u:;f.bc,‘glc_/l;‘iédJ/oMJ#U‘./(/oUJ’

Correspondence Address

;;K.;/,CG»'
District City
Ve
Mobile Whatsapp Telephone (Res.)
A o sy
Email Website
Ky A s
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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
(CISSII) vide SRO 14(1)/2013

Date Month

Year Place
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Name of Participant

Jo &
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Name of Witness

Signature of Participant

Bl L

Signature of Witness

(t{olf Agent/ AM/RM
Tl e/ e

E‘?"’:Lolf
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