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Important instructions:
HecL YRS YA :

. 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.
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. 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.
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. This form is to be filled in completely in BLOCK letters.
21 51 4243 odtls delu arRaw 8.
. Please Counter-sign where amendments/alterations are made in the form.
gl ol geul—asusrugil 53 eld il su 530 s16-2—ube 524
. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
s AiFaz 2] ultdsAPRze Al RS 2B wiell a3+l Al 5L 8.
. Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
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Section A: DETAILS OF THE LIFE INSURED
Asatd A : e IRl Rotdl

Name: Age:
MICH qy;:

Address (Current Residential Address):

A (1l 288080 U ):

City Pin Code State

28 [ust sis AR

Contact Number: Landline /Mobile

A geAHL o1 Arsalde JHiolde

E-mail Address: PAN No./ Form 60: *Aadhaar No: [x IxIxIx]x]xIxIx] T 111
H—Ad A : Ul dle12/814 60: LR o OR:

*Only last 4 digits to be mentioned.
A Dl 4 uHissil ealdadl ©,

Section B: MEDICAL HISTORY OF LIFE INSURED
Asawr ol : s IRl dBoll SReR

Name of Iliness/Disease/Injury Sustained:
wigall/Liot/add) Sorie i

Symptoms:

agall:

Duration of symptoms: Date of Diagnosis:
gl Aafa; Fettetl culo:

When were these symptom:s first evident/occurred:
L @il 0l W 53 By Gesed:

Date and Time of Admission Date and Time of Discharge
glviet 2dlsl dlZlv oie wHy (Seauope aciedl dllv 21 A4y

Name of hospital:
clRuzds «Au:

Have you ever had the similar condition in past: O Yes [I No (If “yes,” provide details)
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If yes, Duration of Consumption

ol el dl Ade 524+l 2tald

& Quantity Consumed

el Acte S 2 %2

Nature of lliness and Habits Date of diagnosis of lliness
Higalld 234 24 24l 4igall [Meit aaidl ailu
O Hypertension [ Diabetes O Asthma O HD [0 Mmalignancy
SEAEES T SRIETES 2R 2SS Aeondl
(01111 U
Ay
[ Smoking O Alcohol O Tobacco [J Drugs
43I siesisid dHlg S

Information about the Critical lliness (Please tick the iliness diagnosed)
aie(l2 wioll il MRl (s34 52 Fei 1ila Higall u2 wld Ra 520)

[0 End Stage Liver Disease

TSP R IR ENT)
[ Parkinson’s Disease
RIEEEE
O Primary Pulmonary Hypertension

[ Kidney Failure
(el (g ol

[0 Major Burns
AR otwied (asi? us elofl o)

[ Loss of Independent Existence
aly 2lg §eSllzsre APme

[ Heart Valve Surgery

BISYEETERell

O Poliomyelitis
idlaimAdRa

0 Muscular Dystrophy

[ Alzheimer’s Disease
weiaR (SR

[ Terminal lliness
ai2sil dotssieil Hieall

[ chronic Lung Disease
St 6oL (3R (3saistl viellz o)

[0 Major Head Trauma

a2l dolgsietl dlar 2l glead dled yopauil Hasl dla §eont
[ Angioplasty [ Major Organ Transplant [ Paralysis

Al s vilatgust itz (3 2o ueuiva) ek (asd)
[ Aplastic Anemia [ cardiomyopathy [ Deafness

Ssta (4132149

[ SLE with Lupus Nephritis
Ayt ARO[ WA Slot

[0 Multiple Sclerosis

W] YeHiAIE] gl 2o W5 sizglsl Wl 25A R
[0 Motor Neuron Disease [0 Medullary Cystic Disease [0 Loss of Speech
W2z Y2t BRI Asyald] wulFues [BRi dla »lls 20 (au giad))

[ Surgery to Aorta

Aoflerd wrra ] (o Al aeaiBa)

O Loss of Limbs
PEPEREIEE

[ Heart attack O cancer I CABG (Coronary Artery Bypass Surgery)
MBI 312 eotvist (51214130 22842 ol weu])

[ stroke O Apallic Syndrome [ Benign Brain Tumor
s s Regiy [Bietifet GL5et 24H2

[ Blindness [ Brain Surgery O Coma
o5t (2iec) e o] P

Section C: PAYMENT — NEFT
AsuL 2l : VA2 — goud

Bank Account no:

Oles 5162 .2

Name of bank:

Olege] Al

IFSC code:

Ylse 4

Section D: DECLARATION & AUTHORIZATION
Asad 81: RsA o 21 2laldda (23 A wRyda)

| 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. | 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.
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yedlell Aendet el ddl 5165 51l 208 Hilkdl el s viaan 2L 210U R Aeidl 2sisaau Y1 usdl »Rsd 53 9.

I/We he reby 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 pro- cessing this claim and/or for providing subsequent service.
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Signature/Left Thumb impression Date

Adl/sio glasl a8t sy v
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Declaration by the person filling in the Critical lliness Claim form. (in case the Critical lliness Claim form is filled up / signed in a language different

from that of application form)
Bélscl Sctaat A etretiz S alaL almel. (1R guiHl < et & A Brewtdll s o\ Bélsel St A elreuti 2udd 7 A&l srami 2udad d.)

| hereby declare that | have fully explained the contents of the Critical lliness 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.

& odlell ¥ 52 © 3 eldeRal i slell SHlell AAHURBAR Aot /Aol alrl v A eiti] W 2{ysl A 2Hdd &, & i dett/dsllalt gtal 2iyst Ad
AV A ® el vellol eldelR gl AWAE HBA UHBL ittt BUAE & Ha velloda cliAcHl USL AU B, ldelr &l Ausl Jld ueveun

BUAA D Vo vl scUH] UA A .

The content of the form and document have been fully explained to me and that | have fully understood the content mentioned herein and its significance
for the proposed Claim
S e s Rcld Vol MM AHUAPAA Hal 2Bl A AHMAUH BUAA D Al AR elell HE AL ¢ allctellHl AUA A AHRBAA e dall Hoccdd N 2{yel A

AUHYAD.

DATE PLACE Signature of the Declarant Signature / Left thumb Impression Claimant/
v e MER 52016l 248l Nominee
61612 / el Plellall A& / stott {aslall alrall

Name of Witness: Signature of Witness:
ualleletl dim: el 26l
Address of Witness:
gl 2ARql1M1:
Date: Place:
sl YN

=, =, =

= = =

CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP
BAsd S AsalAy 2y
Policy number(s) , , , ,
WA 2{vau ()
Name of claimant Company Seal
A . & Stamp with
ElatlR oM Date and time
Branch name & code dLQr].b{ Q),La_ HHA
UL ol VA 8LS 8 sudl 2lla
Date: Employee name & Code o e
A3l sl a4 8ls
Documents [ Original Policy Document [ Claimant’s photo identity proof [ Family physician certificate
Submitted: Ko YRR ¢ ecdey eldeRell 8ol ot Yt £1LlRe] clcdHiel ARellHLall
£AAN Aole: yalad
[0 cancelled cheque / Copy of bank [ Attending physician certificate
passbook DS 5ellR Hloblellele] UHLBIUA
golldd As / ols uRioysdl dlse
[ Medical Documents (if any) [ All past medical records for any treatment taken
N5 £2dlAN (N QA ) A A el Tl ARAR HZoll GLEl LA SL0LalL

dolloll 391§
[0 Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all
test/investigation reports, discharge summary, indoor case paper
Qetel €A HigNall [elel B ARUR HRoll 20ysl dollofl ot Aed ¥ MM 2Re/dUlRt Hddld,
sty 2H3), Gosl2 Bat UuR

This acknowledgement slip should not be construed 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.

B A sadldvNoe 2ellu elellall 2lsdl a3 2l NG otél. slellell UBAR ol sctell dell Sucll ctilall £ AN, Wl i A8 o2 vuA
v3RALdlA Holddloll dell €55 BallHd AW .
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Documents to be submitted along with this form:
L £lag A8 AR 500 RAAA:
e Original policy document
AU Bt Wil ety
e Family physician certificate
30l BRA weu
e Attending physician certificate
21[Bol B s
e Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary, indoor case
papers
[eld 520 2046 Higollel el 2t A12a 1Sl Ayaed dboll 25iseu N2 % duim 2eefduiadl (2uleada, [Brueesl A1R0aL, Hrsi 33 Tuusd
e All past medical records for any treatment taken
5195 AR AdIHL 1A €l dl drll M50l dHiH dBioll 558U
e Cancelled cheque
A4 5L 214 As
e |d & residence proof
10 2 2819 Y1l

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,
Cl 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
Waetoll. Nects o Soedroet Sudl QAL S
2fked srlau: gz 4. 701, 702 21 703, aan WA, a2 4oy, AdL 29, 26/27 A, As, QAR-560001, safest. wSWRAR [¥Bu A 117 § s .

U66010KA2001PLC028883, »HiA &l £ 1-800-425-6969 U2 $irt 43, dwause: www.pnbmetlife.com, $34: indiaservice@pnbmetlife.co.in aa 1A avi: wan wa, 2sMdauga-1, s I AR saAaR, Aoud
(a2), WS - 400062. & +91-22-41790000, 34: +91-22-41790203
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