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Claimant Statement for Death Claim – Form A 

§[Dg8 :8[8D[g8 OMZ 0[Y §[DvOMD A 

The Claimant statement form must be filled by the claimant/beneficiary appointee/legally entitled person under the policy 

§[Dg8 :8[8D[g8 OMD” NFJM SZGFZq,FEFYL” 5Ml,;L C[9/ lGI]… jI¬…qSFG]GL ZLT[ 5F+ jI¬… £FZF EZJFDF \ VFJJ]\ HM>V[ 

The Form is to be filled in one color by one person in single ink only 

OMD” DF+ V[S H Z \UDF\ V[S H jI¬… £FZF V[S H XFCLYL H EZJFG]\ K 

All documents required to process the claim should be sent to “Claims Entity” mentioned in the page below 

§[DGL ›lS|IF DF8[ HM>TF TDFD N:TFJ[HM 5’Q9DF \ GLR[ H6FJJFDF\ VFJ[, ¨§[d; V[¬g88L¨G[ DMS,JFDF\ VFJJF HM>X 

All supporting documents to be self - attested by nominee 

TDFD ;5Ml8”\U N:TFJ[HM GMlDGL £FZF :Jv›DFl6T CMJF HM>X 

Documents to be Submitted 

;AlD8 SZJFGF N:TFJ[HM* 

Mandatory Documents 

OZlHIFT N:TFJ[H

Additional documents* to be submitted 

;AlD8 SZJFGF JWFZFGF N:TFJ[HM** 

1. Copy of death certificate issued by local municipal authority 

:YFlGS dI]lGl;5, JCLJ8LT\+ £FZF HFZL SZJFDF\ VFJ[, DZ6GF ›DF65+GL GS, 

2. Doctor’s Certificate (From the family physician or treating doctor) 

0MS8ZG]\ ›DF65+ sO[lD,L lOlhlXIG VYJF ;FZJFZ SZGFZ 0MS8Z 5F;[YLf 

3. Original policy document 

VMlZlHG, 5Ml,;L N:TFJ[H 

4. Current address proof 

JT”DFG ;ZGFDFGM 5]ZFJM 

5. Photo identity proof 

OM8M VM/B 5+ 

6. Cancelled cheque/ Copy of bank passbook 

S[g;, SZJFDF\ VFJ[, R[SqA[gS 5F;A]SGL GS, 

7. Authorization letter from the claimant in case the claim intimation is received 
through third party 

HM VMYMZF>h[XGDF\ SZJFDF\ VFJ[, NFJM +LHF 51F £FZF ›F%T YFI TM NFJM SZGFZ TZOYL VMYMZF>h[XG ,[8Z 

Natural death/ death due to illness 

S]NZTL D’tI]qDF\NULGF ,LW[ D’tI 

1. Complete Medical records (Admission notes & Discharge / Death summary 
& Test / investigation reports etc.) for any treatment taken in past or at the 
time of death 

E}TSF/DF\ VYJF D’tI] JBT[ ,[JFDF \ VFJ[, SM>S ;FZJFZ DF8[GF ;\5}6” TlAAL lZ5M8”;sV[0lDXG GM8; VG[ 

l0:RFH”qD’tI]GM ;FZ VG[ 5ZL1F6qT5F;GF lZ5M8”; JU[Z[f

Accidental Death 

VFS¬:DS D’tI

1. Copy of FIR, Panchnama, Inquest report, Postmortem report 

FIR GL GS,4 5\RGFD]4 >gSJ[:8 lZ5M8”4 5M:8DM8”D lZ5M8 

2. Obituary/ Newspaper cutting (if available) 

 D’tI]GM \Wq;DFRFZ5+GL Sl8\U sHM p5,aW CMI TMf 

3. Viscera / Chemical analysis report (if applicable) 

 lJ;[ZFqZF;FIl6S 5’yYSZ6 lZ5M8” sHM p5,aW CMI TMf 

4. Final police investigation report 

5Ml,; T5F;GL V\lTD lZ5M8 

*PNB MetLife reserves the right to call for any additional documents /evidences apart from the given above, if required. 
*5LPV[GPALP D[8,F>O4 ‘[ H~ZL CMI TM p5Z VF5[, p5ZGF l;JFI SM.56 JWFZFGF N:TFJ[‘[/ 5]ZFJF DF8[ S call, SZJFGM VlWSFZ VGFDT ZFB[ K[P 

  

1. POLICY NUMBER/S  

5Ml,;L G\AZqZM 

  

2. DETAILS OF THE CLAIMANT 

§[Dg8sNFJM SZGFZfGL lJUTM 

Name: ____________________________________________________ Date of Birth: Gender:  Male  Female 

GFD o_______________________________________________________  HgDGL TFZLB:  l,\U :         5]Z]QF     :+L 

Relationship with Life Insured: _________________________________ Mobile / Landline number:   
“JG  JLlDT ;FY[ ;A \W: ____________________________________________ DMAF>, q ,[g0,F>G G\AZ:  

Current Address:   
JT”DFG ;ZGFD]:   

City: ___________________________________ State: __________________________________________ Pin Code:  
XC[Z: ___________________________________ ZFHI: ____________________________________________ l5G SM0:   

Email ID: ______________________________________________________________________________________________________________________________ 
>D[>, VF.0L:  _____________________________________________________________________________________________________________________________ 

PAN No./ Form 60: ______________________________________________________ *Aadhaar number: 
PAN G\AZqOMD" 60: _________________________________________________________________ * VFWFZ G\AZ: 

*Only last 4 digits to be mentioned. 
*©úJoÐ Têú¶¶ÐÐ 4 AïKúÐê¥ÐÐê D¶¶ÐêOÐ Kú³úºÐÐê. 

  

3. BANKING DETAILS 

A[¬gS\U lJUTM 

Bank Account No.: ____________________________________ Account holder name:  
A[gS BFTF G\AZ:___________________________________________ BFTFWFZSG]\ GFD o    

Name of the Bank: ______________________________________________ Address of the Bank:  
A[gSG]\ GFDo _______________________________________________________  A[\SG]\ ;ZGFD]\o  

___________________________________________________________________________ State: _________________ PIN Code:   
___________________________________________________________________________ ZFHI: ___________________ l5G SM0o  

MICR:  IFSC:  
V[DVF.;LVFZ:             VF>V[OV[;;L: 

Payout option:   Lump sum   Regular Payment   Annuity (Options are subject to applicable Terms & Conditions of the Policy.) 
SÐ×KúºÐnÐÕ ÒºÐKú¶§Ð:     AêKú®Ð ³úKú®Ð   Ò¥Ð¯ÐÒ®ÐoÐ SÐ×KúºÐnÐÕ  ºÐÐÒÀÐüKúÕ (ÒºÐKú¶§ÐÐê ¥ÐÕÒoÐ¥ÐÕ ¶ÐÐPÐ× »Ð³úoÐÐê A¥Ðê »Ð³úoÐÐê¥Ðê AÐÒ¤Ð¥Ð Têú.) 

  

D D M M Y Y Y Y 

                    

X X X X X X X X     
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4. LIFE INSURED DETAILS 

“JG JLDF lJUTM

Name of the life insured: _____________________________________________________________________ Date of Death:  
“JG JLlDTG] \ GFD o ______________________________________________________________________________ D’tI]GL TFZLB o 

Time of Death: AM/PM Place of Death:  Home   Hospital   Office        
  Others (please Specify Others / Hospital name) ____________________________________ 
D’tI]GM ;DI o C]\ q 5FD D’tI]G] \ :Y/ o                3Z  CM¬:58,        SFIF”,I     

  VgI sS’5F SZL VgIqCM¬:58,G] \ GFD H6FJMf _________________________________________________________

Cause of Death:  Accident   Murder  Suicide  Natural  Illness  Others (please specify)  
D’tI]G] \ SFZ6 o             VS:DFT  CtIF          VF53FT     NZTL         DF\NUL      VgI sS’5F SZL H6FJMf  

  

5. NATURE OF ILLNESS & HABITS 

DF\NULG]\ :J~5 VG[ 8[JM  

Date of Diagnosis 

lGNFGGL TFZLB

 Hypertension  Diabetes  Asthma  IHD   Malignancy  Others (please specify) ________________________________________ 

 CFI5Z8[gXG          0FIFlAl8h   V:YDF    VF>V[R0L    D[l,uGg;L     VgI sS’5F SZL H6FJMf _________________________________________________ 

 

 Smoking    Alcohol    Tobacco     Drugs- if yes, duration of consumption____________________________________________ 
Quantityconsumed________________________ (Per-Day/Week/Month). 

 W}D|5FG           VF<SMCM,        TDFS]                0=u;v  HM CF4 TM ;[JGGL VJlW ___________________________________________________________ 
HyYM JG SZJFDF\ VFJ[, __________________________ slNJ;qV9JFl0IFqDlCGF NL9f 

 

 
 

6. EMPLOYER/BUSINESS/OCCUPATION DETAILS  

lGIM…FVMqjIJ;FIqW \WFGL lJUTM

Last Employer’s name/Business/Occupation:  

K[<,F lGIM…FG] \ GFDqjIJ;FIqW\WMo  

Nature of work/designation:   

SFDG]\ :J~5qCM¤M:  

Employment/Business/Occupation Address:   

ZMHUFZqjIJ;FIqW\WFG]\ ;ZGFD]:  

State: _______________________ PIN Code:________________________ Mobile / Landline number:   

ZFHI: ________________________ l5G SM0: __________________________ DMAF>,q,[g0,F>G G\AZo  

  

7. NAME, ADDRESS AND CONTACT DETAILS OF ALL/DOCTORS/HOSPITAL WHERE THE LIFE INSURED WAS TREATED WITHIN THE LAST 5 YEARS PRECEEDING THE 
DEATH 

¥ÐÐ®Ð, ÁÐ³ú¥ÐÐ®Ð×ï A¥Ðê «Ð¤ÐÐ / húÐêKúcú³úÐê / ÅúÐêÔÁ§Ðcú¶ÐÐê¥ÐÐ ÁÐï§ÐKüú¥ÐÕ ÒºÐPÐoÐÐê U¯ÐÐï XºÐ¥Ð ºÐÕ®ÐÐê AÐ§ÐºÐÐ®ÐÐï AÐºÐê¶Ð Têú¶¶ÐÐ 5 ºÐÀÐürÐÕ ®ÐÝo¯Ð×¥ÐÕ §ÐÚÒoÐü Kú³úÐC ÅúoÐÕ 

Name of Doctor/ Hospital 

                         0MS8ZqCM¬:58,G]\ GFD 

Address and Contact Details 

;ZGFD] VG[ ;\5S”GL lJUTM 

Disease /Condition Treated For 

ZMUq5lZ¬:YlT 

Treatment Dates (From- To) 

VF5JFDF\ VFJ[,L T[ ;FZJFZGL TFZLBM sYL v ;]WLf 

    

    

    

  

8. DETAILS OF OTHER LIFE INSURANCE POLICIES OF THE LIFE INSURED 

“JG JLlDTGL VgI “JG JLDF 5M l,;LVMGL lJUTM 

Name of Life Insurance Company 

“JG JLDF S \5GLG]\ GFD 

Policy Number/s 

5Ml,;L G\AZqZM 

Policy Commencement Date 

5Ml,;L V¬:TtJDF\ VFJL T[ TFZLB 

Coverage Amount (Rs.) 

VFJZ6GL ZSD s~FPf 

Claim Submitted 

;AlD8 SZJFDF\ VFJ[, §[D 

    Yes / No  

 CF / GF 

    Yes / No  

 CF / GF 

    Yes / No 

 CF / GF 

  

  

D D M M Y Y Y Y 

H H  M M 
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Declaration and Authorization 

l0§[Z[XG VG[ VMYMZF>h[XG sHFC[ZGFD] VG[ VlWS’TTF

I/We, the above named Claimant(s), do solemnly declare that the above answers and statements are true in all respects, and I/ we further agree that in furnishing 
claim form PNB MetLife has not admitted any liability or waived any of its rights. 

C]\qVD[4p5ZM… GFDGF §[Dg8s;f4 VF ;FY[ HFC[Z SZ]\ K]\qSZLV[ KLV[ S[ p5ZM… HJFAM VG[ lGJ[NGM TDFD ZLT[ ;FRF K[4 VG[ C]\qVD[ JW]DF\ ;\DT YFÎ K]\qY>V[ KLV[ S[ §[D OMD" ;AlD8 SZJFG]\ P 5LV[GAL D[8,F>O SM> SA},FT S[ V[GF SM>S VlWSFZM 

HTF\ SZJFG]\ GCƒ CMIP 

I/We hereby authorize the physicians/doctors or hospitals, medical centers, who has attended upon or examined or treated the aforesaid deceased person/insured 
for any ailment or illness or other Insurance Companies which issued policies to the aforesaid deceased person/insured, present/ past employers or business associates 
of the life insured, Birth and Death Registrar, Diagnostic centers wherein the life insured underwent personal/ official/ insurance related medical tests, to divulge or 
share any knowledge or information or documents regarding the deceased’s state of health or other details which he/they may have acquire whether before or after 
the policy was issued by PNB MetLife. A Photo Copy of this authorization shall be considered as effective and valid as the Original. 

C]\ VF ;FY[ H[6[ SIFZ[I DG[ SM>S DF\NUL VYJF ALDFZL V[8[g0 SZ[, VYJF T5F;[, VYJF DFZL ;FZJFZSZL CMI T[ lOlhlXIG VYJF CM¬:58,G[ VYJF SM>S JLDF S\5GL H[6[ p5ZM… DZGFZ jI¬… qJLlDTG[ 5Ml,;LVM HFZL SZL CMI4 “JG JLlDTGF 

JT"DFGqE}TSF/GF lGIM…FVM VYJF jIJ;FI EFULNFZM4 AY" VG[ 0[Y ZlH:8=FZ4 0FIuGMl;; ;[g8;" HIF\ “JG JLlDT V\UTqVFlWSFlZSqJLDF ;A \WL TlAAL 5lZ1F6M C[9/ UI[, CMI E,[ 5KL T[6[qT[VMV[ SNFRG[ P5LV[GAL D[8,F>O £FZF 5Ml,;L HFZL 

SZJFDF\ VFJL T[ VUFp VYJF 5KLYL D[/J[, CMI T[JL SM>S HF6SFZL VYJF DFlCTL KTL SZJF VYJF DFZF VFZMuIGL ¬:YlT ;A\WL Z[SM0"; 5}ZF 5F0JF VlWS'T SZ]\ K]\. VF VMYMZF>h[XGGL OM8MSM5L VMlZlHG, TZLS[ H V;ZSFZS VG[ DFgI TZLS[ 

U6JFDF\ VFJX[P 

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 document to any individual/organisation/entity associated or 
affiliated with or engaged by PNB MetLife including reinsures, claim investigative agencies, vendors and industry associations/federations, for the purpose of 
processing this claim and/or for providing sub sequent services 

C]\qVD[ VF ;FY[ JW]DF\4 PNBs5LV[GALf D[8,F>OG[ V\UT VG[ ;\J[NGXL, VYJF PNBs5LV[GALf D[8,F>O ;FY[ p5,aW CMI T[JL sVF :8[8D[g8DF\ VFJ[,L CMI S[ AL“ SM>S ZLT[ D[/JJFDF\ VFJ[, CMIf DFlCTLDF\YL SM> 56 JF5ZJF VG[ KTL SZJF 

H[ SNFRG[ DFZLqVDFZL V[Sl+T SZJFDF\ VFJ[, CMI KYC N:TFJ[HM ;lCTGL SM>S HM0FI[, jI¬…q; \U9Gq;\:YF VYJF EFULNFZLDF\ CMI VYJF PNB s5LV[GALf D[8,F>O £FZF V[gU[H SZJFDF\ VFJ[, CMI4 lZ>g:IMZZ;”4 §[D >gJ[¬:8U[l8J V[Hg;LVM4 

N]SFGNFZM VG[ ÈnMU V[;Ml;V[XGqO[0Z[Xg; ;FY[ VF §[DGL ›lS|IFGF C[T]YL VG[qVYJF VG]UFDL ;[JF 5}ZL 5F0JF ; \DT YFÎ K]\qY>V[ KLV[ VG[ VlWS’T SZ] \ K]\ qSZLV[ KLV[P 

Signature/ Left Thumb impression of Claimant ___________________________________________________________ Date   

súÐºÐêsúÐ³ú¥ÐÕ ÁÐÅúÕ / húÐ«ÐÕ AïPÐÚfúÐ¥ÐÕ TúÐ§Ð ____________________________________________________________________ TFZLB   

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

súÐºÐÐ ©úÐê®Ðü ¬Ð³ú¥ÐÐ³ú £úÐ³úÐ QÐÐêÀÐnÐÐ. (A³úX ©úÐê®Ðü®ÐÐï Vúê ¬ÐÐÀÐÐ Têú oÐê ÓÁÐºÐÐ¯Ð¥ÐÕ ¬ÐÐÀÐÐ®ÐÐï VúÐê súÐºÐÐ ©úÐê®Ðü ¬Ð³úºÐÐ®ÐÐï AÐºÐê¶Ð Têú/ ÁÐÅúÕ Kú³úºÐÐ®ÐÐï AÐºÐê¶Ð Têú.) 

I hereby declare that I have fully explained the contents of the 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 

Å×ïú AÅúÕñrÐÕ WÅêú³ú Kú´ï T×ú Kêú súÐºÐêsúÐ³ú¥Ðê AÐ súÐºÐÐ ©úÐê®Ðü¥ÐÐ ÁÐ®ÐÐÒºÐÀcúÐê¥Ðê oÐê¥ÐÐ/oÐênÐÕ¥ÐÐ £úÐ³úÐ ÁÐ®ÐW¯Ð oÐê ¬ÐÐÀÐÐ®ÐÐï ®Ðêñ ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐWºÐê¶Ð Têú. oÐê oÐ®ÐÐ®Ð oÐê¥ÐÐ/oÐênÐÕ¥ÐÐ £úÐ³úÐ ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐVúºÐÐ®ÐÐï 

AÐºÐê¶Ð Têú A¥Ðê VúºÐÐ«ÐÐê súÐºÐêsúÐ³ú £úÐ³úÐ A§ÐÐ¯Ðê¶Ð ®ÐÐÑÅúoÐÕ §Ðõ®ÐÐnÐê ¥ÐÐêñ¤ÐºÐÐ®ÐÐï AÐºÐê¶Ð Têú A¥Ðê VúºÐÐ«ÐÐê¥Ðê ºÐÐïSÐºÐÐ®ÐÐï §ÐnÐ AÐºÐê¶Ð Têú, súÐºÐêsúÐ³ú £úÐ³úÐ ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐVúºÐÐ®ÐÐï AÐºÐê¶Ð Têú A¥Ðê OÐÐoÐ³úÕ Kú³úºÐÐ®ÐÐï 

AÐºÐê¶Ð Têú. 

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 

©úÐê®Ðü A¥Ðê súÁoÐÐºÐêVú¥ÐÐ oÐ®ÐÐ®Ð ÁÐ®ÐÐÒºÐÀcúÐê¥Ðê ®Ð¥Ðê ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐWºÐºÐÐ®ÐÐï AÐºÐê¶Ð Têú A¥Ðê ÁÐÚÒSÐoÐ súÐºÐÐ ®ÐÐcêú AÅúÕñ sú»ÐÐüºÐºÐÐ®ÐÐï AÐºÐê¶Ð ÁÐ®ÐÐÒºÐÀcúÐê¥Ðê A¥Ðê oÐê¥ÐÐ ®ÐÅúoºÐ¥Ðê ®Ðêñ ÁÐï§ÐÚnÐü ³úÕoÐê ÁÐ®ÐVúê¶Ð Têú 

       

DATE 
TFZLB 

 PLACE 

:Y/ 

 Signature of the Declarant 
C[Z SZGFZGL ;CL 

 Signature / Left thumb Impression 
Claimant/ Nominee 

NFJ[NFZqGMlDGLGL ;CLq0FAF V\U}9FGL lGXFGL 

Name of Witness: ___________________________________________ Signature of Witness:  
;F1FLGF GFDo ___________________________________________________ ;F1FLGL ;CLo  

Address of Witness:  
;F1FLG]\ ;ZGFD]\o   

Date: ____________________________________________________ Place:  
TFZLB:_____________________________________________________ :Y/o    

 

 

 

DEATH CLAIM ACKNOWLEDGEMENT SLIP 

ડથે ક્લઇેમ એક્નૉલજેમને્ટ સ્લીપ 

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

5Ml,;L ;\bIFsVMf          

Name of claimant   

NFJ[NFZG]\ GFD  

Branch name & code   

XFBF GFD VG[ SM0  

Date: ____________________________________________ Employee name & Code   

TFZLB: SD"RFZL GFD VG[ SM0 

Company Seal 
& Stamp with 
Date and time 

TFZLB VG[ ;DI ;FY[ 

S\5GL ;L, VG[ :8[d5    
 

Documents 
Submitted: 
súÁoÐÐºÐêVúÐê 

ÁÐ«ÐÒ®Ðcú: 

 Original Policy Document 

D]bI 5Ml,;L NF:TFJ[H 

 Claimant’s photo identity proof 

NFJ[NFZGM OM8M VM/B 5}ZFJM 

 Claimant’s Current address Proof 

NFJ[NFZG]\ JT"DFG ;ZGFDFGM 5}ZFJM  

 (Cancelled cheque / Copy of bank passbook) 

(Z¤AFT, R[S q A[\S 5F;A]SGL GS,f   

 Copy of death certificate issue by local municipal authority 

:YFlGS dI]GL;L5, AÐéYMlZ8L £FZF >:I} SZFI[, D'T ›DF65+GL GS, 

 

 Medical Documents (if any) 

D[0LS, N:TFJ[‘[ s‘[ CMI TMf   

 Doctor’s certificate (From the family physician or treating 
doctor) 

húÐéJcú³ú¥Ð×ï §Ðõ®ÐÐnÐ§ÐqÐ (©êú®ÐÕ¶ÐÕ Ñ©úaúÕ»ÐÕ¯Ð¥Ð ArÐºÐÐ ÁÐÐ³úºÐÐ³ú Kú³ú¥ÐÐ³ú húÐéJcú³ú 

oÐ³ú©úrÐÕ) 

 

  Authorization letter from the claimant and Webcam photo of the person in case the claim intimation is received 
through third party 

NFJ[NFZ TZOYL VlWS'T 5+ VG[ ‘[ NFJF 5TFJ8GL X~VFT Y0" 5F8L" £FZF D/[, CMI T[JF lS:;FDF \ jI¬…GM J[AS[D OM8M 

 

This acknowledgement slip should not be constructed as acceptance of the claim. The Company reserves its right to call additional documents, information and any 
further requirements necessary in order to decide on processing of the claim. 

AÐ AêKú¥ÐÐé¶ÐêVú®Ðê¥cú Á¶ÐÕ§Ð súÐºÐÐ¥ÐÕ ÁºÐÕKÝúoÐÕ oÐ³úÕKêú PÐnÐºÐÕ VúÐêBAê ¥ÐÅúÕ. súÐºÐÐ¥ÐÕ §ÐõÑMú¯ÐÐ¥Ðê ¥ÐLúÕ Kú³úºÐ¥ÐÐ ÅêúoÐ×rÐÕ Kïú§Ð¥ÐÕ ºÐ¤ÐÐ³úÐ¥ÐÐ súÁoÐÐºÐêVúÐê, ®ÐÐÑÅúoÐÕ A¥Ðê KúÐêB A¥¯Ð OÐÐÁÐ VúµÑ³ú¯ÐÐoÐÐê¥Ðê ®ÐïPÐÐºÐºÐÐ¥ÐÐê 

oÐê¥ÐÐê ÅúLú A¥ÐÐ®ÐoÐ ³úÐOÐê Têú. 
 



 

PNB MetLife India Insurance Company Limited 
Registered office: Unit No 701,702 & 703, 7th Floor, West Wing, Raheja Towers, 26/27 M G Road, Bangalore - 560001, Karnataka. IRDA of India Registration number 117, 
CI No. U66010KA2001PLC028883, Call us at 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 

§ÐÕ.Aê¥Ð.«ÐÕ. ®Ðêcú¶ÐÐB©ú CðÑhú¯ÐÐ B¥Á¯Ð×³ú¥ÁÐ Kïú§Ð¥ÐÕ Ò¶ÐÒ®Ðcêúhú 

 701, 702 703 26/27 560001 117
U66010KA2001PLC028883 1-800-425-6969  www.pnbmetlife.com,  indiaservice@pnbmetlife.co.in 1

400062 +91-22-41790000, : +91-22-41790203 
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Terms and Conditions: 

lGIDM VG[ XZTM: 

1) The submission of the filled up claim form, along with the required mandatory documents, is not to be constructed 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. 

EZJFDF\ VFJ[, §[D OMD”4 HM>TF OZlHIFT N:TFJ[HM ;lCT ;AlD8 SZJFG[4 5Ml,;L C[9/ VDFZL S\5GLGL HJFANFZLVMGL SA},FT TZLS[ U6L ,[JFDF\ VFJX[ GCƒP S\5GL JTL SM>S HJFANFZLVM 5FSL SZJF SM> V[Hg8qDwI:YL GYL S[ VlWS’T 

SZJFDF\ VFJ[, GYLP 

2) 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. 

GLR[ 5}ZF 5F0JFDF\ VFjIF D]HAGF HM>TF OZlHIFT N:TFJ[HM ;lCT VF OMD”G] \ JC[,]\ ;AlDXG4 VDG[ TDFZF §[DGL ›lS|IF JW] h05YL SZJF XSI AGFJX[P PNB s5LV[GALf D[8,F>O V5}6” §[D OMD” ;AlD8 SZJF VYJF OZlHIFT N:TFJ[HM  

;AlD8 G SZJFGF SFZ6[ S,[DGL ›lS|IFDF \ lJ,\A DF8[ HJFANFZ GCƒ CMIP 

 
  

For Office Use Only 
                                                                                                                                     O… SFIF”,IGF p5IMU DF8

Branch to Affix the date and time stamp here with details of OSV/ASV with signature of Branch Service 
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