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Claim form - PNB MetLife Mera Heart & Cancer Care 

 

POLICY NUMBER /               

Important instructions:  
: 

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. 

vfuok;Z nLrkost ds lkFk Hkjs gq, nkok çi= dks tek djus dks i‚fylh ds rgr gekjh daiuh dh ns;rk Lohdkjksfä ugha ekuk tk,xkA fdlh ,tsaV@e/;orhZ laLFkk dks daiuh dh vksj ls 

ns;rk Lohdkj djus ds fy, vf/k—r ugha fd;k x;k gSA

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. 

vko’;d vfuok;Z nLrkostksa ds lkFk bl Q‚eZ dks tYnh tek djuk] tSlk fd uhps fn;k x;k gS] gesa vkids nkos dks rsth ls lalkf/kr djus esa l{ke djsxkA  esV ykbQ v/kwjk nkok Q‚eZ 

tek djus vkSj @;k vfuok;Z nLrkostksa dks tek ugha djus ds dkj.k nkos ds çlaLdj.k esa fdlh Hkh nsjh ds fy, ftEesnkj ugha gksxkA

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

bl Q‚eZ dks iwjh rjg ls cM+s v{kjksa esa fy[kk tkuk gSA 

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

Q‚eZ esa la’kks/ku @ ifjorZu ds LFkku ij —i;k çfrgLrk{kj djsaA

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

jktif=r vf/kdkjh @uksVjh ifCyd @ eftLVªsV ;k LFkkuh; in ds O;fä dk lk{kh gLrk{kj vfuok;Z gSA 

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

esV ykbQ ds fudVre 'kk[kk dk;kZy; esa ;k mi;qZä irs ij Q‚eZ vkSj lHkh vko’;drkvksa dks tek djsaA

 
Section A: DETAILS OF THE LIFE INSURED 

 A: 

Name: _____________________________________________________________________  Age:   

uke: _________________________________________________________________  vk;:  

Address (Current Residential Address):   

  

irk ¼orZeku ?kjsyw irk½:   

  

City _____________________________ Pin Code ___________________________ State   

'kgj _____________________________  fiu dksM ____________________________  jkT;  

Contact Number: Landline ___________________________________ / Mobile   

laidZ uacj: ySaMykbu: _____________________________________ / eksckby    

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

bZesy irk: _____________________ iSu uacj. / QkeZ 60: ________________*vk/kkj ua:  

*Only last 4 digits to be mentioned. 

* dsoy vkf[kjh 4 vad ntZ djsa 

Section B: MEDICAL HISTORY OF LIFE INSURED 
B:

Name of Illness/Disease/Injury Sustained:   

nh?kZdkyhu chekjh @ jksx @ ?kko dk uke:  

Symptoms:   

y{k.k:   

Duration of symptoms: __________________________ Date of Diagnosis:   

y{k.kksa dh vof/k: ______________________________ funku dh frfFk:   

When were these symptoms first evident/occurred:   

/;s y{k.k igyh ckj dc çdV gq,@fn[kkbZ fn,:   

Date and Time of Admission _______________________ Date and Time of Discharge   

ços’k dh frfFk vkSj le; ___________________________ Nqêh dh frfFk vkSj le;  

Name of hospital:   

vLirky dk uke:   

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

  

D;k vkidh dHkh Hkh vrhr esa ,slh gh fLFkfr jgh gS?  gka ugha ¼;fn Þgka]ß rks fooj.k çnku djsa)  

  

 

  

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

chekjh ds y{k.k vkSj ço`fÙk

Date of diagnosis of Illness 

funku dh frfFk

 Hypertension 

mPpjäpki 

  Diabetes 

e/kqesg 

  Asthma 

vLFkek 

  IHD 

vkbZ,pMh 

 Malignancy 

vlk/;rk 

 

Other…………………………………… 

vU;……………………………………… 

 

 Smoking 

/kweziku 

  Alcohol 

'kjkc 

  Tobacco 

rEckdw 

  Drugs 

MªXl 

  

If yes, Duration of Consumption______________________________________ & Quantity Consumed______________________________________  

;fn gka] lsou dh vof/k _________________________________________________ ,oa lsou dh ek=k ____________________________________________ 

Information about the Critical Illness (Please tick the illness diagnosed) 
¼—i;k funku dh xbZ chekjh ij fu’kku yxk,a½ 

List of Heart conditions covered under Heart Cover 

 

List of Cancer conditions covered under Cancer Cover 

 

Mild Stage 

 

 Angioplasty (stenting for Coronary Arteries) 

,aft;ksIykLVh ¼dksjksujh /kefu;ksa ds fy, LVsafVax½

 Angioplasty and Stenting for Carotid Arteries 

dSjksfVM /kefu;ksa ds fy, ,aft;ksIykLVh vkSj LVsafVax

 Endarterectomy 

,aMkVZjsDVkseh 

 Renal Angioplasty 

jsuy ,aft;ksIykLVh 

 Percutaneous procedures for Repair or Replacement of Heart Valves 

gkVZ okYoksa dh ejEer ;k çfrLFkkiu ds fy, idZ~;wVsfu;l çfØ;k,a 

 Pericardectomy 

isfjdkjMsDVkseh 

 Minimally Invasive Surgery for Aortic Aneurysm 

egk/keuh /keuhfoLQkj ds fy, U;wure buosflo ltZjh

 Infective Endocarditis 

laØked vUrâZn~’kksFk

 Specified Early Stage Cancer or Carcinoma–in–situ 

fof’k"V 'kq#vkrh voLFkk dk dSalj ;k dkflZuksek&bu&flrq 

Moderate Stage 

 

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

ân; ds LFkkuh islesdj dk vkjafHkd çR;kjksi.k ;k çR;kjksi.k ;ksX; dkfMZ;ksoVZj 

MsfQfczysVj (vkbZlhMh) dks yxkuk

 Surgery to place ventricular assist devices or total artificial hearts 

osafVªD;qyj vflLV fMokbl ;k dqy —f=e fnyksa dks j[kus ds fy, ltZjh 

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

dSalj ls lacaf/kr ltZjh ds dkj.k fuEufyf[kr ik= dkflZuksek&bu&flrq dSalj nkok* doj dh 

tkrh gS a: 

 Mastectomy for Carcinoma-in-situ of the breast 

Lru dkflZuksek&bu&flrq dk o{k mPNsnu

 Orchidectomy for Carcinoma-in-situ of the tests 

dkflZuksek&bu&flrq ijh{k.kksa dk v‚fdZ,DVkseh ¼vaMxzafFk fudkyus dh 'kY;fØ;k½

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

;wjsujh Cy‚Mj/T1NoMo ;wjsujh Cy‚Mj dSalj ds dkflZuksek&bu&flrq ds fy,                           

flLVsDV‚eh 

 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 

xHkkZ’k; xzhok ds dkflZuksek&bu&lhrw@xHkkZ’k; ds dkflZuksek&bu&lhrw@vaMk’k; ds 

dkflZuksek&bu&lhrw ds fy, dqy mnj¼isV½ laca/kh xHkkZ’k;ksPNsnu ¼fgLVsjsDV‚eh½ vkSj f}i{kh; 

lSfYiaxks v‚vksQksjsDVkseh 

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

*bl ykHk ds Hkqxrku ds fy, lhvkbZ,l dSalj dk nkok ns; gksuk pkfg, 

Severe Stage 

 

 Myocardial infarction (First Heart Attack – Of Specified Severity) 

ek;ksdkfMZ;fyuQlsZ’ku ¼igyk fny dk nkSjk&fo’ks"k fofufnZ"V xaHkhjrk½ 

 Cardiomyopathy 

dkfMZ;ksek;ksiSFkh 

 Major surgery of the Aorta 

egk/keuh dh çeq[k ltZjh

 Open Chest CABG 

vksiu psLV सीएबीजी

 Open Heart Replacement or Repair of Heart Valves 

vksiu gkVZ fjIyslesaV ;k gkVZ o‚Yo dk fjis;j 

 Heart Transplant 

ân; çR;kjksi.k 

 Major Cancer diagnosis 

çeq[k dSalj funku 
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Section C: PAYMENT – NEFT 
:  

Bank Account no:   

cSad [kkrk la[;k   

Name of bank:   

cSad dk uke:  

IFSC code:   

vkbZ,Q,llh dksM:   

Section D: DECLARATION & AUTHORIZATION 
:

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. 
eSa ,r}kjk ?kks"k.kk djrk@djrh gwa fd mijksä lHkh dFku lR; gSa vkSj iw.kZ gSa rFkk ;g fd esjh vksj ls dqN Hkh Nqik;k ugha x;k gS ;k jksddj ugha j[kk x;k gSA eq>s bl ckr dh le> gS fd nkok 

Q‚eZ Hkjus ls LK PNB esV ykbQ us i‚fylh ds rgr fdlh nkf;Ro dks Lohdkj ugha fd;k gS ;k fdlh vf/kdkj dk vf/kR;kx ugha fd;k gSA eSa ,r}kjk fpfdRld ;k vLirky ftlus esjk fdlh 

jksx ;k chekjh dh tkap dh gS ;k mipkj fd;k gS mls esjs LokLFk dh voLFkk ;k lwpuk dks çdV djus ;k fjd‚MZ tqVkus ds fy, vf/k—r djrk gwa ftls mlus PNB esV ykbQ dh i‚fylh ls igys 

;k ckn esa gkfly fd;k gksA eSa ge ,rn~}kjk iw.kZr;k lger gSa vkSj esjha gekjh dksbZ futh vkSj laosnu'khy tkudkjh tks ih,uch esVykbQ }kjk ladfyr dh xbZ gks ;k muds ikl miyC/k gks ¼pkgs 

bl dFku/vkosnu esa fufgr gks ;k vU; çdkj ls çkIr dh xbZ gks½ ftlesa ih,uch esVykbQ ls lEc) ;k muds }kjk fu;qä fdlh O;fä/lxBu/laLFkk ftlesa iquchZekdrkZ ¼fjba';ksjj½] nkok tk¡p 

,tsafl;ka] lsokçnkrk vkSj vkS|ksfxd la?k/QsMjs'ku 'kkfey gSa dks bl nkos]  vkosnu ij dk;Zokgh djus vkSj/;k vuqorhZ lsok,a miyC/k djkus ds fy,] ftuesa nkok fuiVku ls mRiUu lsok,a Hkh 'kkfey 

gSa] fn, x, dsokbZlh nLrkost Hkh 'kkfey gks ldrs gSa] dk mi;ksx vkSj çdfVr djus ds fy, ih,uch esVykbQ dks çkf/k—r djrs gSaA 

 

Signature/Left Thumb impression ___________________________________________ Date      

gLrk{kj /ck,a vaxwBs dk fu’kku __________________________________________________ fnukad ____________________________________________________ 

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) 

/

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. 

eSa ,rn~}kjk ?kksf"kr djrk/djrh gw¡ fd eSaus xaHkhj chekjh nkok QkeZ dh fo"k;oLrq ds ckjs esa nkokdrkZ dks mls le> esa vkus okyh Hkk"kk esa iwjh rjg ls le>k fn;k gSA mls mlds }kjk iw.kZr;k le> 

fy;k x;k gS vkSj nkokdrkZ }kjk nh xbZ lwpukvksa ds vuqlkj mÙkj fjdkMZ fd, x, gSa vkSj mÙkj i<+dj lquk, x, gSa tks nkokdrkZ }kjk iwjh rjg le>s x, gSa vkSj iqf"V dh xbZ gSA 

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 

Q‚eZ vkSj nLrkost dh lkexzh eq>s iwjh rjg ls le>kbZ tk pqdh gS vkSj eSaus ;gk¡ of.kZr lkexzh dks iwjh rjg ls le> fy;k gS vkSj çLrkfor egRo ds fy, bldk egRo 

 

       

Date 

fnukad

 Place 

LFkku 

 Signature of Declarant 

?kks"k.kkdrkZ ds gLrk{kj 

 Signature / Left thumb Impression  

Claimant/ Nominee 

gLrk{kj/ck,a vaxwBs dk fu'kku nkokdrkZ/ ukferh 

Name of Witness: ___________________________________________ Signature of Witness: __________________________________________ 

: _______________________________________________ : ____________________________________________ 

Address of Witness: __________________________________________________________________________________________________________ 

:_________________________________________________________________________________________________________________ 
Date: ____________________________________________________ Place: _______________________________________________________ 

: ___________________________________________________ : _______________________________________________________ 

 

 

CRTICALL ILLNESS ACKNOWLEDGEMENT SLIP 

Policy number(s) ______________________,  ______________________, _____________________, _____________________, 
i‚fylh la[;k¼,a½   

Name of claimant   
nkokdrkZ dk uke   

Branch name & code   
'kk[kk dk uke vkSj dksM   

Date: ____________________________________________ Employee name & Code   

fnukad:   deZpkjh dk uke vkSj dksM   

Company 
Seal & 

Stamp with 
Date and 

time 
daiuh dh lhy 

vkSj eqgj 

fnukad vkSj 

le; ds lkFk 
 

Documents 
Submitted: 
nLrkost 
tek fd;k x;k: 

 Original Policy Document 
ewy i‚fylh nLrkost 

 Photo identity & residence proof 
QksVks igpku vkSj irs dk çek.k 

 Doctor’s Certificate - Critical Illness 
M‚DVj dk çek.ki=& xaHkhj chekjh 

 Cancelled cheque / Copy of bank passbook 

fujLr fd;k x;k pkSd / cSad iklcqd dh çfr 
 All past medical records for any treatment taken 
fdlh Hkh mipkj ds fy, fiNys lHkh esfMdy fjd‚MZ 

 Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge 
summary, indoor case paper 
ikbZ xbZ chekjh ds funku vkSj mipkj ds lEiw.kZ fpfdRlk fjdkMZ vFkkZr lHkh ijh{k.k/tk¡p fjiksVsaZ] fMLpktZ lejh] buMksj dsl isij 

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. 
;g vfHkLoh—fr iphZ nkos dks Lohdkj djuk ugha ekuh tk,xhA nkok dk;Zokgh dk fu.kZ; ysus ds fy, dksbZ vfrfjä nLrkost ekaxus/ vko';d vis{kkvksa dk vf/kdkj daiuh ds ikl lqjf{kr gSA 

 



PNB MetLife India Insurance Company Limited 

Registered office: UnitNo.701,702 &703,7th Floor, West Wing, Raheja Towers,26/27 MG Road, Bangalore -560001, Karnataka. IRDA of India Registration number117. 

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 
ih,uch esVykbQ+ bafM;k ba';kjsal daiuh fyfeVsM 

iath—r dk;kZy;: ;wfuV uacj 701] 702 vkSj 703] 7 oha eafty] osLV foax] jgstk VkolZ] 26/27,e th jksM] cSaxyksj &560001] dukZVdA IRDA of India iathdj.k la[;k 117- CI No- U66010KA2001PLC028883] 

1&800&425&6969 ij gesa Vksy&Ýh d‚y djsa] osclkbV: www-pnbmetlife-com] bZesy: indiaservice@pnbmetlife-co-in ij ;k gesa igyh eafty ij fy[ksaA ] VsDuhIysDl &1] VsfDuIysDl d‚EIysDl] v‚Q ohj lkojdj ¶ykbZvksoj] xksjsxkao 

¼if'pe½] eqacbZ - 400062- Qksu: + 91& 22&41790000] QSDl: + 91-22-41790203 
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Documents to be submitted along with this form: 

:

• Original policy document 

ewy i‚fylh nLrkost 

• Doctor’s Certificate - Critical Illness 

M‚DVj dk çek.k i= & xaHkhj chekjh 

• Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary, indoor case 
papers 

chekjh ds funku vkSj mipkj ds fy, iw.kZ fpfdRlk fjd‚MZ ;kuh fd lHkh ijh{k.k @ tkap fjiksVZ] fMLpktZ lkjka’k] baMksj dsl isilZ 

• All past medical records for any treatment taken 

fdlh Hkh mipkj ds fy, fiNys lHkh esfMdy fjd‚MZ 

• Cancelled cheque 

jí psd 

• Id & residence proof 

vkbZMh vkSj fuokl çek.k 

 

 

 

 

 

 

 

 

 

 

 


