Final proof of loss
Note: This Blank is furnished to the Claiment without prejudice to or waiver of the rights or defense
that the Company may have relative to any claim filed hereunder
إﺛﺒﺎت ﻧﻬﺎيئ ﺑﺎﻟﺨﺴﺎرة
. ﻳﻘﺪم ﻫﺬا اﻟﻨﻤﻮذج اﱃ اﳌﻄﺎﻟﺐ دون اﳌﺴﺎس ﺑﺎﻟﺤﻘﻮق اﻟﺘﻲ ميﻜﻦ أن ﺗﻜﻮن ﻟﻠﴩﻛﺔ ﺑﺼﺪد أي ﻃﻠﺐ ﻣﻘﺪّم أدﻧﺎه ودون اﻟﺘﻨﺎزل ﻋﻦ ﻣﺜﻞ ﻫﺬه اﻟﺤﻘﻮق:ﻣﻼﺣﻈﺔ
1- What your full name and number of your policy?

 ﻣﺎ ﻫﻮ اﺳﻤﻚ اﻟﻜﺎﻣﻞ ورﻗﻢ ﺑﻮﻟﻴﺼﺘﻚ؟-١
2- Where do you reside? (Street, number, city and country)

( اﻟﺒﻠﺪ، اﳌﺪﻳﻨﺔ، اﻟﺮق، أﻳﻦ ﺗﻘﻴﻢ؟ )اﻟﺸﺎرع-٢
3- What was your occupation at time of this accident?

 ﻣﺎذا ﻛﺎﻧﺖ ﻣﻬﻨﺘﻚ ﻋﻨﺪ وﻗﻮﻋﺔ ﻫﺬا اﻟﺤﺎدث؟-٣
4- Give address of employer or of your place of business.

 أذﻛﺮ ﻋﻨﻮان رب اﻟﻌﻤﻞ أو ﻋﻨﻮان ﻣﻜﺎن ﻋﻤﻠﻚ-٤
5- Give amount of your weekly salary or wages
(if not employed on that basis. Give average weekly earnings.

 أذﻛﺮ ﻗﻴﻤﺔ ﻣﻌﺎﺷﻚ أو راﺗﺒﻚ اﻷﺳﺒﻮﻋﻲ )إن مل ﺗﻜﻦ ﻣﻮﻇﻔًﺎ ﻋﲆ ﻫﺬا اﻷﺳﺎس-٥
(ﻓﺎذﻛﺮ ﻣﻌﺪل دﺧﻠﻚ اﻷﺳﺒﻮﻋﻲ

6- Give date and hour when the accident occurred
for which this claim is made.

 أذﻛﺮ ﺗﺎرﻳﺦ وﺳﺎﻋﺔ وﻗﻮع اﻟﺤﺎدث اﳌﻘﺪّم ﻣﻦ أﺟﻠﻪ ﻫﺬا اﻟﻄﻠﺐ-٦

7- What actual bodily injuries did you sustain,
caused wholly by the accident?

. ﻣﺎ ﻫﻲ اﻹﺻﺎﺑﺎت اﻟﺠﺴامﻧﻴﺔ اﻟﺤﻘﻴﻘﻴﺔ اﻟﺘﻲ ﻧﺘﺠﺖ ﻋﻦ ﻫﺬا اﻟﺤﺎدث ﻓﻘﻂ-٧

8- State cause and circumstances of the accident.

. اذﻛﺮ ﺑﺎﺧﺘﺼﺎر ﻛﻴﻒ وﻗﻊ، اذﻛﺮ ﺳﺒﺐ وﻇﺮوف اﻟﺤﺎدث-٨

9- Name and address of physician firs consulted
on account of injuries above described.

. ﻣﺎ ﻫﻮ اﺳﻢ وﻋﻨﻮان أول ﻃﺒﻴﺐ إﺳﺘﴩﺗﻪ ﺑﺨﺼﻮص اﻹﺻﺎﺑﺎت اﳌﻮﺻﻮﻋﺔ أﻋﻼه-٩

10- Are you entitled to any other benefits? If so
name the companies or associations, or other
sources, and give amount of weekly benefit payable by each.

 ﻫﻞ ﺗﺴﺘﺤﻖ أي ﻣﻨﺎﻓﻊ أﺧﺮى أو ﺗﻌﻮﻳﺾ آﺧﺮ ﻣﻦ أي ﻣﺼﺪر ﻣﻬام ﻛﺎن؟-١٠
.اذا ﻛﺎن ذﻟﻚ أﻋﻂ أﺳامء اﻟﴩﻛﺎت أو اﳌﺆﺳﺴﺎت أو اﳌﺼﺎدر اﻷﺧﺮى

11- How long were you totally disabled, solely by this injury,
so that you could not attend to any part of the duties
of your occupation?
 ﻛﻢ ﻣﻦ اﻟﻮﻗﺖ ﺗﻌﻄّﻠﺖ ﺗﻌﻄﻴﻼً ﻛﻠﻴًﺎ ﻣﻦ ﻫﺬه-١١

اﻹﺻﺎﺑﺔ ﺑﺤﻴﺚ مل ﺗﺘﻤﻜﻦ ﻣﻦ اﻟﻘﻴﺎم ﺑﺄي ﺟﺰء ﻣﻦ واﺟﺒﺎت ﻣﻬﻨﺘﻚ؟

From

ﻣﻦ

To

اﻟﻰ

I hereby certify that all answers and all documents submitted with the Claim Form are complete
and true. I hereby authorize any doctor, hospital, clinic or medical provider, any insurance company or any other company, instillation
or any other person who insurance company or any other company, institution or any other person who has any record or information
about me and/or any of my family members to provide Metlife with the complete information, including copies of their records with
reference to any sickness or accident, any treatment, examination, advice of hospitalization. Any photocopy of this authorization shall
be taken as the original copy.
 أﻳﺔ ﴍﻛﺔ ﺗﺄﻣني. ﻋﻴﺎدة أو ﺟﻬﺎز ﻃﺒﻲ، إين أﻓﻮض أي ﻃﺒﻴﺐ ﻣﺴﺘﺸﻔﻰ،إين أﻗﺮ ﺑﺄن ﺟﻤﻴﻊ اﻷﺟﻮﺑﺔ واﳌﺴﺘﻨﺪات اﳌﺮﻓﻘﺔ ﺑﻬﺬه اﳌﻄﺎﻟﺒﺔ ﻫﻲ ﺻﺤﻴﺤﺔ وﻛﺎﻣﻠﺔ

ّ
 أي، اﻟﻌﻤﻠﻮﻣﺎت اﻟﻜﺎﻣﻠﺔ مبﺎ ﻓﻴﻬﺎ ﻧﺴﺦ ﻋﻦ اﻟﺴﺠﻼت اﳌﻮﺟﻮدة واﻟﺘﻲ ﺗﺘﻌﻠﻖ ﺑﺄي ﻣﺮض أو ﺣﺎدثMetLife  ﻣﺆﺳﺴﺔ أو ﺷﺨﺺ ميﻠﻚ ﺳﺠﻼت أو ﻣﻌﺎﻣﻼت يب أو ﺑﺄي ﻓﺮد ﻣﻦ ﻋﺎﺋﻠﺘﻲ ﺑﺈﻋﻄﺎء،أو ﴍﻛﺔ أﺧﺮى
. إ ّن أﻳﺔ ﺻﻮرة ﻋﻦ ﻫﺬا اﻟﺘﻔﻮﻳﺾ ﺗﻌﺘﱪ ﺻﺤﻴﺤﺔ وﻛﺄﻧﻬﺎ اﻷﺻﻠﻴﺔ، أو اﺳﺘﺸﻔﺎء، إﺳﺘﺸﺎرة، ﻓﺤﻮﺻﺎت،ﻣﻌﺎﻟﺠﺔ

Agent Signature

Signature of Clarmant

American Life Insurance Company

ﺗﻮﻗﻴﻊ اﳌﻄﺎﻟﺐ

Date

اﻟﺘﺎرﻳﺦ

ﺗﻮﻗﻴﻊ اﳌﻮﻛﻞ

Date

اﻟﺘﺎرﻳﺦ

- MetLife, Inc.

Commercial register no. 3623 on 13 July 1953 and registered in the register of insurance companies Sub. No. 30 on 29 November 1956, Governed by the insurance regulation law Decree no. 9812 as of May 1968 4 and its amendments.
Address: JM Plaza, Concorde Square, Verdun, Beirut- Lebanon. Contact number: 9611352752+ (Fax ext. 1616) and E-mail: service-lebanon@metlife.com
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ﺑﻴﺎن اﻟﻄﺒﻴﺐ أو اﻟﺠﺮاح اﳌﻌﺎﻳﻦ

Statement of attending physician or surgeon

Definition of disablement

ﺗﺤﺪﻳﺪ اﻟﻌﺠﺰ

.وﻗﻠام ﻳﻨﺘﺞ ﻋﻦ ﺣﺎدث ﻃﺎرئ ﻳﻌﻮق اﳌﻄﺎﻟﺐ ﻋﻦ اﻟﻘﻴﺎم ﺑﺄي ﺟﺰء ﻣﻦ ﻋﻤﻠﻪ او ﻣﻬﻨﺘﻪ
ً ﴍا وﻣﺴﺘﻤ ًﺮا
ً  ﻳﻌﻨﻲ ﻋﺠ ًﺰا ﺟﺴﺪﻳًﺎ ﻣﺒﺎ،اﻟﻌﺠﺰ اﻟﻜﺎﻣﻞ
Total disablement implies immediate, continuous and absolute physical incapacity, as the result of
accident, to attend to any portion of the business or occupation of the Claimant.
1- Give name of Claimant referred to in this certificate

 اذﻛﺮ اﺳﻢ اﳌﻄﺎﻟﺐ اﳌﺸﺎر اﻟﻴﻪ ﰲ ﻫﺬه اﻟﺸﻬﺎدة-١
2- Date and circumstances of accident

 ﺗﺎرﻳﺦ وﻛﻴﻔﻴﺔ وﻗﻮع اﻟﺤﺎدث-٢
3- On what date were your first consulted by this claimant?

 ﰲ أي ﺗﺎرﻳﺦ اﺳﺘﺸﺎرك ﻫﺬا اﳌﻄﺎﻟﺐ ﻷول ﻣﺮة؟-٣
4- On what date did you last give him actual and necessary
treatment this injury?

 ﻣﺎه و ﺗﺎرﻳﺦ آﺧﺮ ﻣﻌﺎﻟﺠﺔ ﻓﻌﻠﻴﺔ ﺑﺴﺒﺐ ﻫﺬه اﻹﺻﺎﺑﺔ؟-٤
5- Describe the exact nature, location and extent of all injuries
found by you on first examination.

. أذﻛﺮ ﻃﺒﻴﻌﺔ اﻹﺻﺎﺑﺎت ﺑﺎﻟﺬات اﻟﺘﻲ وﺟﺪﺗﻬﺎ ﰲ اﳌﻌﺎﻳﻨﺔ اﻷوﱃ وﻣﻮﺿﻌﻬﺎ وﻣﺪى اﺗﺴﺎﻋﻬﺎ-٥
6- What external or visible signs of violent injury did you find
during your attendance?

 ﻣﺎ ﻫﻲ ﻋﻼﻣﺎت اﻹﺻﺎﺑﺔ اﻟﻌﻨﻴﻔﺔ اﻟﺨﺎرﺟﻴﺔ أو اﻟﻈﺎﻫﺮة اﻟﺘﻲ وﺟﺪﺗﻬﺎ أﺛﻨﺎء ﻣﻌﺎﻳﻨﺘﻚ؟-٦
7- In your opinion, what was the cause of the injury or
conditions above described?

 ﻣﺎ ﻫﻮ ﺑﺤﺴﺐ رأﻳﻚ ﺑﺴﺒﺐ اﻹﺻﺎﺑﺔ أواﻟﺤﺎﻟﺔ اﳌﺒﻴﻨﺔ أﻋﻼه؟-٧
8- Did the above injury necessitate any surgical treatment
or surgical operation?

 ﻫﻞ أوﺟﺒﺖ اﻹﺻﺎﺑﺔ أﻋﻼه أﻳﺔ ﻣﻌﺎﻟﺠﺔ ﺟﺮاﺣﻴﺔ أو ﻋﻤﻠﻴﺔ ﺟﺮاﺣﻴﺔ؟-٨
9- How long was the totally disabled, solely by this injury,
so that he was physically unable to perform ANY and EVERY
duty of his occupation?

 ﻷﻳﺔ ﻣﺪة ﺗﻌﻄﻞ ﻋﻄﻼً ﻛﺎﻣﻼً ﻓﻘﻂ ﺑﺴﺒﺐ ﻫﺬه اﻹﺻﺎﺑﺔ ﺣﺘﻰ أﻧﻪ مل ﻳﻌﺪ ﻗﺎد ًرا ﺻﺤﻴًﺎ-٩
ﻋﲆ اﻟﻘﻴﺎم ﺑﺄي واﺟﺐ ﻣﻦ واﺟﺒﺎت ﻣﻬﻨﺘﻪ؟

From

ﻣﻦ

To

اﻟﻰ

10- Has he previously suffered from the same or similar injury,
or from injury to same part of body?

 ﻫﻞ ﺳﺒﻖ ﻟﻪ أن ﺷﻜﺎ ﻣﻦ ﻧﻔﺲ اﻹﺻﺎﺑﺔ أو ﻣﻦ إﺻﺎﺑﺔ ﻣﺸﺎﺑﻬﺔ أو ﻣﻦ إﺻﺎﺑﺔ ﻟﻠﺠﺰء ذاﺗﻪ ﻣﻦ اﻟﺠﺴﻢ؟-١٠

Signature of Attending Physician

ﺗﻮﻗﻴﻊ اﻟﻄﺒﻴﺐ اﳌﻌﺎﻳﻦ

Graduate of

ﺧﺮﻳﺞ

Clinic Address

Date

Year Graduated

اﻟﺘﺎرﻳﺦ
اﻟﺴﻨﺔ

ﻋﻨﻮان اﻟﻌﻴﺎدة

