&l pnb MetLife

LIFE INSURANCE

HOSPITAL CERTIFICATE

(TO BE FILLED IN BY THE ATTENDING PHYSICIAN)

Patient Details:

Name of the Patient:

Age:
Address of the Patient:

(Please Tick box) ~ Sex: Male D Female D

Telephone No:

Name & Address of the Physician: (As Applicable):

Telephone No:

Name & Address of the Hospital: (As Applicable):

Telephone No:

Hospital Inpatient No / MRD No:

Particulars of Complaints and Symptoms:

1.

2.

3.

10.

11.

12.

13.

14.

15.

Reason for Hospitalization:

Date of first Diagnosis/Surgery: / / (DD/MM/YYYY)
Date and time of Admission: / / (DD/MMIYYYY) : (in 24 Hrs format)
Date and time of Discharge: / / (DD/MM/YYYY) : (in 24 Hrs format)

Exact diagnosis (es)/Condition(s):

Date of first Consultation (prior to hospitalization) / / (DD/MM/YYYY)

Was the Patient admitted to ICU?  Yes I:I No D If “Yes” Please specify below details:

Date and time of Admission into ICU: / / (DD/MM/YYYY) __ :_ (in 24 Hrs format)
Date & time of Discharge from ICU: / / (DD/MM/YYYY) __ :_ (in 24 Hrsformat)

A) With what complaints was the patient admitted for?

B) Since when was the patient suffering from the said complaint?

Please give previous medical history of the patient:

Is the ailment a complication of pre-existing disease or condition? If ‘Yes’ please give details.

Is the present ailment attributable to the influence of alcohol or intoxicating drugs?

Exact cause of lliness: (if others Please specify)

Congenital D Accidental D Pre-existing D Disability D Others:

ICD 10 Code: Details of Procedure/s done:

Additional Remarks by Attending Physician/ Surgeon:

Nature of identity proof submitted by patient:
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16.

Sr. no Hospital Details To be filled by Physician/Hospital
a 1.Hospital Registration number
’ 2. Hospital Email ID
b. No. of inpatient beds in the hospital (including ICU)
C. No. of fully equipped operation theatres in the hospital
d. No. of qualified nurses in the Hospital
e. No. of fully qualified doctors the hospital has round the clock

17. Details of Doctor’s / Surgeons treated or advised the patient.

Name of the Doctor / Surgeon

Contact Details

Declaration

The above statements are true and complete to the best of my knowledge and belief and as per the records maintained by me/hospital/clinic:

Name of the Doctor

Signature of the Doctor Doctor/Hospital seal

Qualification of the Doctor

Regd.n

o. of the Doctor

Contac

t no. of the Doctor

Email id of the Doctor

Date

PNB MetLife India Insurance Company
Limited

(CIN): U66010KA2001PLC028883
IRDAI Registration No: 117.

¢

Karnataka

Registered Office:

Unit No. 701, 702 and 703, 7th floor,
West Wing, Raheja Towers, 26/27
M G Road, Bangalore -560001,

Scan the QR code to
download our khUshi
App and manage your
policy.

BEWARE OF SPURIOUS PHONE CALLS AND FICTITIOUS / FRAUDULENT OFFERS!

IRDAI or its officials do not involve in activities like selling insurance policies, announcing bonus or investment of premiums. Public receiving such calls are requested to lodge a police complaint.

\.

Call us at

1800-425-6969 (India) — Toll-Free
+91-80-26502244 (Intl.), Monday —
Saturday | 10 A.M. -7 P.M.

Locate us
Find a branch near you
Branch Locator >

k-

Email us at

\ Visitusat .
For queries:

L
\

/  https://www.pnbmetlife.com/

indiaservice@pnbmetlife.co.in
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