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Attending Physician’s Statement - Dlsablllty Claim

Sitgdal fafecdd &1 999 — rFHAAr &1 |rar

Note: PLEASE SIGN ON ALL PAGES AT BOTTOM.
Are: guar i gl WA EREN @ |

DOCTOR’S DETAILS:
frfees &1 fagwo:

Name of the Attending Physician:
Sraadt fafecas @1 am:

Name of the Clinic / Hospital:
FAEH / AT BT A

Address:

T

Contact No.: E-mail address:
e i, $H U

CLAIMANT/PATIENT'S DETAILS:
SR /30 F1 fAawor:

Name of the Claimant:

HT A
Address:
Udr:
Age & Sex: Hospital/Indoor Patient Number:
g it fer I / AR WA e

SPECIFY WHICH DISABILITY IS APPLICABLE:
e Y s o arEdar |y B &

O Loss of sight of one Eye O Loss on use of one Limb O Loss of sight of both the eyes
e 3ig 9§ faard 9 ¢ Ud I A AT g aifal 9 ffwd = <
O Loss of Hearing O Loss of use of two limbs 0 Loss of one limb & loss of sight of one eye
e T 3 7 =T T 3 T e R U o W R T o
O Loss of speech and hearing O Loss of Speech
o @i g I8
HISTORY
FIREL

Date of first Consultation:
werq wita @ fafr

De alls of theaggctor ho treateg

Date of appearance of first symptoms

Ugell 9 @ R 3
Has the patient ever had the same or similar condition in past: OYes 0O No
ar I A gEel o T @1 sEd Perd—ogerdt aaven &1 aEEn & RE

(If “yes,” state when and provide details. Kindly attach another sheet if required):
(afz g @ 7 ga & $a ik Rewer & Huar sngeas B R UF AR ye HarE a):

Customer Service Toll free: 1800-425-6969. OR Call on: +91-80-2650-2244 (8:00 am to 8:00 pm) OR
Write to us at indiaservice@pnbmetlife.co.in
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PRESENT CONDITION:
qAAT e

Subjective symptoms:
e e

Objective findings (include results of current X-rays, ECGs or any other special tests):

wEF ey (dEe vea—, $9el o el o e gdeml & oRums e w):

DIAGNOSIS:
g

Please provide details:
faaeor @

EAL

3

TREATMENT:
galrad

Date of first visit:

el JaATord @I fafr:
OP Number/Hospital No/Indoor Patient No.:

OP w1 / aruare 4,/ aifaie I 4.

Date of last visit: Frequency of visits (Weekly/Monthly/Other):
sifem e @1 FelThTel I G (FrTE® / HD / F):

Date of Last examination:

sifem it @1 fafer:

Is this Disability permanent:

w7 Te argEeiar wrd &
Is this Disability Reversible:

w7 ¥ Igeeiar & 89 4 &
What was the cause of disability:

JrEHdl BT BRI FAT T
Is this disability result of Accident:

FRAT T A e gee &1 uRemE &

PROGRESS:
e
0 Recovered O Improved O Unimproved O Retrogressed
R JETR g YER TR
MENTAL CONDITION:
A Rerfa
Is the patient competent to endorse checks and direct the use of proceeds there of? O Yes O No
& el SirEl @ gfte @R SR S B are o | i e @2 & BLl
DECLARATION:
HYOTT:
These statements are true and C gﬁplete to the best of my knowledge and belief.
T AFEN AR AR @ IEER 3 qar
Name & Signature of the Physician: Date:
faftreas &1 =M aiiv xR fera:
Qualifications:
AR
Reg. No.: (Seal)
GofTheoT 9. (\=)

Note : The present policy servicing form contains original content in English along with its vernacular translation. In the event of any disagreement arising between

the translated version and the ariginal English version, the English version shall be considered as final and shall prevail.
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Customer Service Toll free: 1800-425-6969. OR Call on: +91-80-2650-2244 (8:00 am to 8:00 pm) OR
Write to us at indiaservice@pnbmetlife co in
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