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Claim form - PNB MetLife Mera Heart & Cancer Care 

`vex dg© - wcGbwe †gUjvBd Avgvi nvU© I K¨vÝvi †Kqvi 
 

POLICY NUMBER / cwjwm b¤̂i              

Important instructions: 

c«¯Ívebvmg~n ¸iæZ¡c~Y©:

The submission of the filled-up claim form, along with the required mandatory documents, is not to be construed as an admission of liabilities of our 
Company under the policy. No agent/intermediary has been or is authorized to admit any liabilities on behalf of the Company. 

c«†qvRbxq eva¨Zvg~jK bw_cÎmnKv‡i exgv `vexi dg© Rgv †`qvi A_© GB bq †h, cwjwmi Aax‡b Avgv‡`i †Kv¤úvwb `vq ¯^xKvi K‡i wb‡q‡Q| ‡Kv‡bv G‡R›U/ ga¨¯’ZvKvix †Kv¤úvwbi c¶ †_‡K 

†Kv‡bv `vq ¯^xKvi Kivi Rb¨ Aby‡gvw`Z bq| 

Early submission of this form along with the required mandatory documents, as provided below, will enable us to process your claim faster. PNB 
MetLife shall not be responsible for any delay in the processing of the claim on account of submission of incomplete claim form and/or non-submission 
of the mandatory documents. 

bx‡P c«`Ë c«†qvRbxq eva¨Zvg~jK bw_cÎmnKv‡i GB dg©wU ZvovZvwo Rgv †`Iqv n‡j Avgv‡`i‡K Avcbvi `vexwU `ªyZZvi mv‡_ c«wµqv Ki‡Z mnvqZv Ki‡e| Am¤ú~Y© exgv `vexi dg© Rgv †`Iqv 

Ges/ A_eveva¨Zvg~jK bw_cÎ Rgv bv †`Iqvi Kvi‡Y `vex c«wµqvKi‡Y †h‡Kv‡bv wej‡¤^i Rb¨ wcGbwe †gUjvBd `vqx _vK‡e bv| 

This form is to be filled in completely in BLOCK letters. 

GB dg©wU m¤ú~b© eo nv‡Zi A¶‡i c~iY Ki‡Z n‡e| 

Please Counter-sign where amendments/alterations are made in the form. 

d‡g© †Kv‡bv ms‡kvab/cwieZ©b Kiv n‡j `qv K‡i †mLv‡b KvD›Uvi mvBb w`b| 

Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory. 

‡M‡R‡UW Kg©KZ©v/‡bvUvwi cvewjK/g¨vwR‡÷«U ev ¯’vbxq ¯^bvgab¨ †Kv‡bv e¨w³i ¯^v¶i _vKv eva¨Zvg~jK| 

Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above. 

dg©mg~n Ges mg¯Í c«†qvRbxq KvMRcÎ wcGbwe †gUjvB‡di wbKU¯’ kvLv Awd‡m ev Dc‡i D‡j&jwLZ wVKvbvq Rgv w`‡Z n‡e| 

Section A: DETAILS OF THE LIFE INSURED  
wefvM A: exgv M«nxZv m¤ú‡K© we Í̄vwiZ weeiY 

Name:_____________________________________________________________________ Age:   

bvg:_________________________________________________________________ eqm:  

Address (Current Residential Address):   

  

wVKvbv (eZ©gvb AvevwmK wVKvbv):   

  

City: ____________________________ Pin Code: ___________________________ State:   

Kni:  ____________________________ wcb‡KvW: _____________________________ ivR¨:   

Contact Number: Landline ___________________________________ /Mobile   

‡hvMv‡hv‡Mi b¤^i: ‡dvb: _____________________________________ /‡gvevBj:    

E-mail Address: _________________ PAN No./ Form 60: ________________*Aadhaar No: 

B-‡gBj wVKvbv:__________________ fÉ¡e ew./gjÑ 60: ___________________*Avavi bs:     

*Only last 4 digits to be mentioned. 

*öd¤j¡œ no 4¢V AwL EõM Lla qhz 

Section B: MEDICAL HISTORY OF LIFE INSURED 
wefvM B: exgv M«nxZvi wPwKrmv m¤úwK©Z weeiY 

Name of Illness/Disease/Injury Sustained:   

Amy¯’Zv/‡ivM/AvNvZ Gi bvg:    

Symptoms:   

j¶Y:   

Duration of symptoms: __________________________ Date of Diagnosis:   

 j¶Ymg~‡ni mgqKvj: ____________________________ ‡ivM wbY©‡qi ZvwiL:   

When were these symptoms first evident/occurred:   

GB j¶Y¸wj c«_g KLb †`Lv wM‡qwQj:  

Date and Time of Admission: _______________________ Date and Time of Discharge:   

nvmcvZv‡j fwZ©i ZvwiL Ges mgq: ______________________ nvmcvZvj †_‡K Qvov cvIqvi ZvwiL Ges mgq:  

Name of hospital:   

nvmcvZv‡ji bvg:    

Have you ever had the similar condition in past:     Yes  No (If “yes,” provide details)  

  

Avcwb wK AZx‡Z KLbI Abyiƒc Ae¯’vi m¤§yLxb n‡qwQ‡jb:      n¨vu  bv (যদি "হ্যাঁ" থযকে তকে দেশি সরেরযহ েরুন):  

  

 

X X X X X X X X     
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Nature of Illness and Habits 

Amy¯’Zv I Af¨v‡mi c«K…wZ

Date of diagnosis of Illness 

‡ivM wbY©‡qi ZvwiL

 Hypertension 

nvBcvi‡Ubkb 

  Diabetes 

W vqv‡ewUm 

  Asthma 

nvucvwb 

  IHD 

AvBGBPwW 

 Malignancy 

g¨vwjMb¨vwÝ 

 

Other………………………………… 

Ab¨vb¨ ………………………………… 

 

 Smoking 

a~gcvb 

  Alcohol 

A¨vj‡Kvnj 

  Tobacco 

ZvgvK 

  Drugs 

gv`K`«e¨ 

  

If yes, Duration of Consumption______________________________________ & Quantity Consumed_________________________________________ 

hw` ‘n¨vu’ n‡q _v‡K, Zvn‡j †me‡bi mgqKvj _____________________________________  Ges †me‡bi cwigvY  ____________________________________________ 

Information about the Critical Illness (Please tick the illness diagnosed) 
gvivZ¥K Amy¯’Zv m¤úwK©Z Z_¨ (`qv K‡i wPwKrmvK…Z Amy¯’Zvq UxK wPý w`b) 

List of Heart conditions covered under Heart Cover 

nv‡U©i AvIZvq exgvK…Z nv‡Ui« wewfbœ Ae¯’vi ZvwjKv 

List of Cancer conditions covered under Cancer Cover 

K¨vÝv‡ii AvIZvq exgvK…Z K¨vÝv‡ii wewfbœ Ae¯’vi ZvwjKv 

Mild Stage 

c«v_wgK ch©vq 

 Angioplasty (stenting for Coronary Arteries) 

GwÄIcøvw÷ (KiYxq agbxi Rb¨ †÷w›Us) 

 Angioplasty and Stenting for Carotid Arteries 

wR GwÄIcøvw÷ Ges K¨v‡ivwUW agbxi Rb¨ †÷w›Us  

 Endarterectomy 

wR GÛvi‡U‡i±wg

 Renal Angioplasty 

wR †ibvj GwÄIcøvw÷ 

 Percutaneous procedures for Repair or Replacement of Heart Valves 

nv‡U©i fvjf †givgZ ev c«wZ¯’vc‡bi Rb¨ wR cviwKD‡Ubvm c×wZ 

 Pericardectomy 

wR †cwiKv‡W©±wg 

 Minimally Invasive Surgery for Aortic Aneurysm 

wR wgwbgvwj Bbf¨vwmf mvR©vwi di GIiwUK A¨v‡bvwimg  

 Infective Endocarditis 

wR msµvgK G‡ÛvKviWvBwUR

 Specified Early Stage Cancer or Carcinoma–in–situ 

wR mywbw`©ó c«v_wgK ch©v‡qi K¨vÝvi ev Kvwm©‡bvgv-Bb-wmUy 

Moderate Stage 

gvSvwi ch©vq 

 Initial implantation of Permanent Pacemaker of Heart or Insertion of 
Implantable Cardioverter defibrillator (ICD 

wR nv‡U© ̄ ’vqx †cm‡gKvi c«v_wgK c«wZ¯’vcb ev c«wZ¯’vcb‡hvM¨ KvwW©IfvU©vi  wWwdwe«‡jUi 

(AvBw- mwW) emv‡bv 

 Surgery to place ventricular assist devices or total artificial hearts 

wR †fw›U«Kyjvi mnvqK wWfvBm ev m¤ú~Y© K…wÎg nvU© ¯’vc‡bi Rb¨ mvR©vwi 

Following Cancer related Surgeries necessitated due to an eligible Carcinoma–
in–situ cancer claim* are covered: 

Dchy³ Kvwm©‡bvgv-Bb-wmUy K¨vÝvi `vexi* Kvi‡Y `iKvwi bx‡Pi K¨vÝvi m¤úwK©Z A‡¯¿vcPvi Kfvi 

Ki‡e: 

 Mastectomy for Carcinoma-in-situ of the breast 

wR ey‡Ki Kvwm©‡bvgv-Bb-wmUy Gi Rb¨ gv‡÷KUwg  

 Orchidectomy for Carcinoma-in-situ of the tests 

wR cix¶vi Kvwm©‡bvgv-Bb-wmUy Gi Rb¨ AwK©‡W±wg  

 Cystectomy for Carcinoma-in-situ of the Urinary Bladder/T1NoMo Urinary 
Bladder Cancer 

wR  BDwibvwi eø¨vWvi Gi Kvwm©‡bvgv-Bb-wmUyi Rb¨ wm‡÷±wg/ T1NoMo BDwibvwi eø¨vWvi Gi 

K¨vÝvi 

 Total Abdominal Hysterectomy and Bilateral Salpingo- Oophorectomy for 
Carcinoma-in-situ of the Cervix / Carcinoma-in-situ of the Uterus / 
Carcinoma-in-situ of the Ovary 

wR m¤ú~Y© †c‡Ui wn‡÷‡i±wg Ges evB‡jUv‡ij mvjwc‡½v- mvwf©· Gi Kvwm©‡bvgv-Bb-wmUyi Rb¨ 

I‡dv‡i±wg/ Rivqyi Kvwm©‡bvgv-Bb-wmUy/Ifvwii Kvwm©‡bvgv-Bb-wmUy 

*A CiS cancer claim must be payable for payment of this benefit 

*GB myweavi †c‡g‡›Ui Rb¨ GKwU wmAvBGm K¨vÝvi `vex Aek¨B cwi‡kva‡hvM¨ 

Severe Stage 

¸iæZi ch©vq 

 Myocardial infarction (First Heart Attack – Of Specified Severity) 

wR gv‡qvKvwW©qvj Bb‡dKkb (we‡kl msKUvc~Y© - c«_g nvU© A¨vUvK) 

 Cardiomyopathy 

wR KvwW©IgvBIc¨vw_ 

 Major surgery of the Aorta 

wR gnvagbxi RwUj mvR©vwi 

 Open Chest CABG 

wR I‡cb †P÷ wmGwewR 

 Open Heart Replacement or Repair of Heart Valves 

wR I‡cb nvU© c«wZ¯’vcb ev nv‡U©i fvjf †givgZ 

 Heart Transplant 

wR nvU© c«wZ¯’vcb 

 Major Cancer diagnosis 

wR ¸iæZi K¨vÝvi wPwKrmv 
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Section C: PAYMENT - NEFT  
wefvM M: ‡c‡g›U - GbBGdwU

Bank Account no:  

e¨vsK A¨vKvD›U b¤^i:

Name of bank:  

e¨vs‡Ki bvg:

IFSC code:  

AvBGdGmwm †KvW:

Section D: DECLARATION & AUTHORIZATION  

wefvM D: ‡NvlYv I Aby‡gv`b 

I do hereby declare that all the above statements are true and complete and that nothing has been suppressed or with-held from my side. understand that 
in furnishing claim form PNB Metlife has not admitted liability or waived any of its rights under the policy. I hereby authorize the physician or hospital who 
has attended upon or examined or treated me for any ailment or Illness to divulge any knowledge or information or furnish the records regarding my state 
of health which he/they may have acquired whether before or after the policy was issued by PNB MetLife. I/We hereby further consent, and authorize,PNB 
MetLife to use and disclose any of the personal and sensitive information of mine/our collected or available with PNB MetLife(whether contained in this 
statement or obtained otherwise) which may include KYC documents to any individual/organisation/entity associated or affiliated with or engaged by PNB 
MetLife, including reinsurers, claim investigative agencies, vendors and industry association/federations, for the purpose of processing this claim and/or for 
providing subsequent services. 
Açèh GBhöhá ôNçnXç K²³fèQ² ôi, Ddö³f³f fèXáY² ohå½ fŠºfÅ oY²Å I oàdíXá Gfü Y²ç³f GK²Të±I Açhç³f Ùfç³fç ôK²çöcçg²çöf óMçdc K²³fç p³ièc | Açèh fëöS±èQ² ôi açfédŒ açèLök³f e²ök èdGcèf ôhT±kçBe² aç³i 

oÂéK²ç³f K²ö³fèc fç DŠº dÆçèY²¨çc féhç dèkèo³f Abéöc Y²ç³f ôK²çöcç AèbK²ç³f dè³fY²ÅçM K²ö³fèc | Açèh GBhöhá èdGcèf ôhT±kçBe² K²Yïá²K² AçhçöK² féhç dèkèo BoëÅ K²³fç³f AçõM fç dö³f Açhç³f ôK²çöcç ô³fçM fç 

Aoëå¾Y²ç³f RcÅ ôi V²çŠºç³f fç pçodçY²çk Açhç³f oÂçå¾Å d³fév²ç K²ö³föQ², Açhç³f èP±èK²×oç K²ö³föQ² Y²ç³f/Y²çöa³f ècK²T± Açhç³f oÂçå¾Å oàdèKá²Y² ô³fK²Vá²ohíp ZçK²ök Y²ç ódm K²³fç³f AcëhèY² èaèÎQ² | Açèh/Açh³fç 

Açö³fç oàhèY² ‚²çdc K²³fèQ² I Acëöhçac èaèÎQ² ôi, èdGcèf ôhT±kçBe² K²Yïá²K² oüMÆpKï²Y² fç èdGcèf ôhT±kçBe² G³f ècK²T± ZçK²ç Açhç³f/Açhçöa³f ôi ôK²çöcç fÅèŠºMY² I oüôfacmék Y²ZÅ (GB èffïèY²öY² 

AÛ½gëá²Šº ZçKë²K² AZfç AcÅ ôK²çöcç g²çöf oüMïèpY² pDK² cç ôK²öcç) Gfü G³f hõbÅ ôK²I³içBèo cèZdŒI AÛ½gëá²Šº ZçK²öY² dçö³f, GB açfé dÆèŒº³iç K²³föY² GfüAZfç d³ffYá²é dè³fönfç Gaçöc³f DöÙaömÅ fÅfpç³f 

K²³föY² dç³föf Gfü dëcýféhçK²ç³fé dÆèY²¨çc, féhç açfé oàdèKá²Y² Y²aÛ½K²ç³fé oüå¾ç, èföŒºY²ç Gfü èm¤ oèhèY²/ôe²V²çö³fmcop èdGcèf ôhT±kçBe² G³f oçõZ oüèmÈ§ fç èdGcèf ôhT±kçBe² K²Yïá²K² ècö³içèRY² 

ôiöK²çöcç fÅèŠº/oüå¾ç/dÆèY²¨çc G³f ècK²T± dÆK²çm K²³föY² dç³föf | 

Signature/Left Thumb impression ___________________________________________ Date  _______________________ 

Ešl¡¢dL¡l£l ü¡rl/hªÜ¡‰¥ml R¡f _________________________________________________ a¡¢lM___________________________________________________ 

Declaration by the person filling in the Critical Illness Claim form.  (in case the Critical Illness Claim form is filled up / signed in a language different from 
that of application form) 

¢œ²¢VLÉ¡m Cmep LÓCj h¡ …l¦al Ap¤¤ÙÛa¡ pwœ²¡¿¹ c¡h£ gjÑ f§lZL¡l£ hÉ¢š²l L«a O¡oZ¡ (k¢c ¢œ²¢VLÉ¡m Cmep LÓCj gjÑ¢V Bhce gjÑl Qu AeÉ i¡o¡a f§lZL«a/ü¡r¢la qu b¡L) 

I hereby declare that I have fully explained the contents of the Critical Illness Claim form to the claimant in the language understood by him/her. The same 
have been fully understood by him/her and the replies have been recorded as per the information provided by the claimant and the replies have been read 
out to, fully understood and confirmed the claimant. 

B¢j HCjjÑ O¡oZ¡ Ll¢R k, B¢j ¢œ²¢VLÉ¡m Cmep LÓCj gjÑl ¢hou¡hm£ LÓCj h¡ c¡h£L¡l£L a¡l h¡dNjÉ i¡o¡a pÇf¨ZÑi¡h hÉ¡MÉ¡ Ll¢Rz ¢a¢e HC ¢hou¡hm£ pÇf¨ZÑi¡h h¤TRe Hhw a¡l 

Ešl…¢mL c¡h£L¡l£l fËc¡eL«a abÉ Ae¤k¡u£ lLXÑ Ll¡ quR Hhw Ešl…¢m a¡L fs n¡e¡e¡ quR Hhw c¡h£L¡l£ pÇf¨ZÑi¡h a¡ h¤TRe J ¢e¢ÕQa LlRez 

The content of the form and document have been fully explained to me and that I have fully understood the content mentioned herein and its significance 
for the proposed Claim 

Bj¡l L¡R gjÑ J e¢bl ¢hou¡hm£ pÇf¨ZÑi¡h hÉ¡MÉ¡ Ll¡ quR Hhw B¢j HCjjÑ E¢õ¢Ma ¢hou¡hm£ Hhw fËÙ¹¡¢ha LÓCj¢V pÇf¨ZÑi¡h h¤Ta fl¢Rz 

Date 
a¡¢lM

Place 
ÙÛ¡e

Signature of Declarant 
O¡oZ¡L¡l£l ü¡rl

Signature / Left thumb Impression 
Claimant/ Nominee 

c¡h£L¡l£/Ešl¡¢dL¡l£l ü¡rl/hªÜ¡‰¥ml R¡f 

Name of Witness: __________________________________________ Signature of Witness: __________________________________________ 
p¡r£l e¡j:__________________________________________________ p¡r£l:________________________________________________________

Address of Witness: __________________________________________________________________________________________________________ 
p¡r£l ü¡rl:___________________________________________________________________________________________________________________

Date: ____________________________________________________ Place: _______________________________________________________ 
a¡¢lM:_____________________________________________________ ÙÛ¡e: _________________________________________________________ 

CRTICALL ILLNESS ACKNOWLEDGEMENT SLIP 
œ²¢VLÉ¡m Cmep h¡ …l¦al Ap¤¤ÙÛa¡ pwœ²¡¿¹ fË¡¢çü£L¡l ¢pÔf

Policy number(s) ______________________,  ______________________, _____________________, _____________________, 

f¢m¢p ew(…¢m) 

Name of claimant 
c¡h£L¡l£l e¡j

Branch name & code  
n¡M¡l e¡j J L¡X

Date: ____________________________________________ Employee name & Code  
a¡¢lM: LjÑ£l e¡j J L¡X 

Company Seal 
& Stamp with 
Date and time 
a¡¢lM J pju pq 

L¡Çf¡e£l p£m J 

ØVÉ¡Çf

Documents 
Submitted: 
e¢bfœ j¡L«a:

 Original Policy Document
Bpm f¢m¢p e¢b

 Photo identity & residence proof
p¢Qœ f¢lQufœ J ¢WL¡e¡l fËj¡Zfœ

 Doctor’s Certificate - Critical Illness 
X¡š²¡ll nwp¡fœ - …l¦al Ap¤¤ÙÛa¡

 Cancelled cheque / Copy of bank passbook
LÉ¡epmL«a QL / hÉ¡ˆ f¡ph¤Ll L¢f

 All past medical records for any treatment taken
bI‡hv ‡KvbI PKwZ&mwvi Rb¨ AZxZ‡i mg¯— gW‡Kw‡j i©K‡W

 Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary, 
indoor case paper 
eZÑ£a Ap¤¤ÙÛa¡l l¡N¢eZÑu J ¢Q¢Lvp¡ pwœ²¡¿¹ pÇf¨ZÑ j¢XLÉ¡m lLXÑ…¢m, AbÑ¡v pjÙ¹ VØV/fl£r¡l ¢lf¡VÑ…¢m, ¢XpQ¡SÑ p¡j¡¢l, AiÉ¿¹l£e Lp e¢bz

The acknowledgement slip should not be construed as acceptance of claim. The company reserves the right to call additional documents, information 
and any further requirements necessary in order to decide on processing of the claim. 
fË¡¢çü£L¡l ¢pÔfL LÓCj h¡ c¡h£l NËqZ ¢qph dl eJu¡ E¢Qa euz L¡Çf¡e£ LÓCj h¡ c¡h£¢Wl fË¢œ²u¡LlZ pwœ²¡¿¹ ¢pÜ¡¿¹ NËqZl SeÉ fËu¡Se£u A¢a¢lš² e¢bfœ, abÉ¡hm£ Hhw clL¡l£ L¡NS 

Q¡Ju¡l A¢dL¡l pwl¢ra l¡Mz



 

PNB MetLife India Insurance Company Limited 

Registered office: UnitNo.701,702 &703,7thFloor,West Wing,RahejaTowers,26/27 MG Road, Bangalore -560001,Karnataka.IRDAof India Registrationnumber117. 

CI No. U66010KA2001PLC028883, call us Toll-free at 1-800-425-6969, Website: www.pnbmetlife.com, Email: indiaservice@pnbmetlife.co.in or write to us at 1st Floor, Techniplex-1, 

Techniplex Complex, Off Veer Savarkar Flyover, Goregaon (West), Mumbai – 400062. Phone: +91-22-41790000, Fax: +91-22-41790203 

দিএনদে মেটলযইফ ইদিযয ইন্স্য্করন্স্ মেযম্পযদন দলদেকটড 

মরজস্টযডড অদফস: ইউদনট নং 701, 702 & 703, 7ে তলয, ওকযস্ট উইং, রযকহজয টযওযযর, 26/27 এে দজ মরযড, ে্যঙ্গযকলযর -560001, ের্ডযটে। ইন্দ্য্কেন্স্ মরগুকলটদর আ্্যি মডকেলিকেন্ট অথদরটি অফ ইদিযয 
মরদজকেশন নম্বর 1171 দস আ্ই নং 106601015200111-0028883, মটযল দি নম্বর 1-800-425-6969 এ আ্েযকির েল েরুন, ওকযেসযইট: www.pnbmetlife.com,ইকেল: indiaservice@pnbmetlife.co.in েয 
আ্েযকির দলকে িযঠযন এেযকন 1ে তলয, মটেদনকেক্স -1, মটেদনকেক্স েেকেক্স, েীর সযেযরেযর ফ্লযইওেযকরর দেিরীকত, মগযকরগযাঁও (ওকযস্ট), েযম্বযই - 400062. মফযন: +91-22-41790000, ফ্যক্স: +91-22-41790203 
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Documents to be submitted along with this form  

GB d‡g©I mv‡_ †hme bw_cÎ Rgv w`‡Z n‡e: 

• Original policy document 

gj cwjwmi bw_  

• Doctor’s Certificate - Critical Illness 

Wv3v‡ii c«Z ̈qbcÎ - gvivZ¥K Amy ̄’Zv   
• Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary, indoor case 

papers 

Amy¯’Zvi Rb¨ cix¶v-wbix¶vi I Ilyac‡Îi m¤ú~Y© †gwW‡Kj †iKW©, †hgb- mKj cix¶v/ wbix¶vi c«wZ‡e`b, nvmcvZvj †_‡K Qvov cvIqvi msw¶ß weeiY, Af¨šÍixY cix¶vi KvMRcÎ  

• All past medical records for any treatment taken 

AZx‡Z M«nYK…Z †h‡Kv‡bv wPwKrmvi †gwW‡Kj †iKW© 

• Cancelled cheque 

 evwZj †PK 

• Id & residence proof 

AvBwW Ges evmfe‡bi c«gvY 
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