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HOSPITAL CERTIFICATE
0)al(@] MBSladleag
(TO BE FILLED IN BY THE ATTENDING PHY)SICIAN)

(aulewwowlee)an allaloruamd aldlafle

Patient Details:
sooula)es allutnaoouosEsud:

Name of the Patient:
coowlw)es ealb:

Age: (Please Tickbox) Sex: Male [ | Female [ |
mtwq;g‘: (0w »aemed @eswogals)s) elloo: al)@)aumd L’

Address of the Patient:
cooulw)es aflelomvo:

Telephone No:
oselleandemd Mo.:

Name & Address of the Physician:(As Applicable):
afl&laruesng caole allaomual)e: (fowsaow aflwo):

Telephone No:
0seleanasm mo.:

Name & Address of the Hospital: (As Applicable):
@R All@I@)eS Gal@)o allaomunlye: (euowenow aflwo):

Telephone No:
eselleanosm mo.:

Hospital Inpatient No / MRD No:
@Ru)aesel Qﬂicnjn&iéﬂg‘ mMo/ago @@ rwl mo.:

Particulars of Complaints and Symptoms:
alOodT&:8)SW)o CRINRIGHMEMEERE)as@)o allaalluinsesud:

1. Reason for Hospitalization:
@)l @NRIBD (aIeBla{leaom8s 0o0smoe

2. Date of first diagnosis/surgery: ___ /__ _ /___ _ _  (DD/MM/YYYY)
ooMIBeMWe Bl /miloslowes ©leolk (ae)/moma/ cucucual)
3. Date andtimeofadmission: __ _ /___ [/ _ _ (DD/MM/YYYY)___ :__ _ (in 24 Hrs format)
laicaiTlafla) oloalw)e cuawalo (@) @omo/ cuucua) (24 asmlend Mmoo &aomiod)
4. Date and time of Discharge: ____ /____ /___ _ (DD/MM/YYYY)__ __ :___ (in 24 Hrs format)
wlriande eaidie oloclwe muawalo: (@@ moma/ cucuaua) (24 oemloe)d MLOW(HOGTHIEE)
5. Exact diagnosis (es)/condition(s) :
&L ®YBI0 CoINMIBEM®o/@Ramu(&uD):
6. Date of first Consultation (prior to hospitalizaton) _ _ /_ _ /__ _ _ (DD/MM/YYYY)
@)y OB AICIEWINLM (ERUBAIGIREY (eruublale)e aymi (A6 /@omo/ auaauau)
7. Was the Patient admitted to ICU? Yes E’ No |:| If “Yes” Please specify below details:
cooulo® eag) Ml @yadlad (aeawlaflafloymmiean?  oqj o= “8” ag@slod B M6 &SI ANlUdBICUDEERUT OUYECNISE)d::
B  Date and time of AdmissionintoICU: __ _ /_ [/ _ _ (DD/MM/YYYY)__ _ :_ _ (in 24 Hrs format)
oag) Ml @8 (a1eawlafla) olwole)e ruawaloe: (916)/@0m0 faucucuad) - (24 2emlea)d quam(SHacmiod)
B  Date & time of Discharge fromICU: __ _ /_ _ /_ _ _ _ (DD/MM/YYYY)__ _ :__ _ (in 24 Hrs format)
&ag) mil @al@Bmlm’ almiaiode eoadio olocio)e mamaloe: (d16)/moma/cucuaicy) (24 memlee)d muaW|(SHaEDo3)

8. A) With what complaints was the patient admitted for?
af)) e (aldmayowilgosm ceoulow @ralaly ealdioma?
B) Since when was the patient suffering from the said complaint?
enfl) CaBIOED (Mo af)Cajoud B)@EINEm cooulom eruoule?
9.  Please give previous medical history of the patient:
coowl@)es a)Baial eaWlendd aldlmo BQIMAOW] M@Eddh)d::

10. Is the ailment a complication of pre-existing disease or condition? If ‘Yes' please give details.
o) £o@fle)M GEONERY @ROAITUOGWD @)Ll QMM TUEIBEMO@IGEMD DD @RMV}EU0? ‘@RE® of)Eslod, ] AlU0BIUDEEBRUS MEBE:)E:

11. Is the present ailment attributable to the influence of alcohol or intoxicating drugs?
asyemlend eregiEslad alnndlao)m)egies quowlina)ynoe] mlanlea @RIVELCTIaMm MUMLE.S)OmIMOdh)Ea0?

12. Exact cause of lliness: (if others Please specify)

GEAMO UROMBS E&®IAIW &HOVEMe; (AQ)SBAIWONEME TS, FRAIIW] QUYSMBOES)d)
Congenital Ijl Accidental Pre-existing |:| Disability tl Others

Z2OMMoL8s @RASHSOMOIR)BS CMOEOD \'016‘10’1’)@1@@(6‘)‘ OSBRI 0 aqEsnlk
13. ICD 10 Code: Details of Procedure/s done:
&ag) il cudl 10 adond: oald® msalslsaclent/aBg)es alluvaoouneasud:

14. Additional Remarks by Attending physician/ Surgeon:

al@1ewaula) EGIHS0)ES/MIBRONM &)S)ORID)SS ERE|I0RUS:

15. Nature of identity proof submitted by patient:
eooull muadaflay @l0laf0l@Od COLDIOS (aldby@o:

Customer Service Toll free: 1800-425-6969, OR Call on: +91 -80 -2650 -2244 (8:00 am to 8:00 PM)
Write to us at indiaservice@pnbmetlife.co.in
Page 1 of 2
DaIGRISM) GTLAIMATIMES 6S0UD (a0’ 18004256969 ARegEIEE Allglan)s: +91 80 2650 2244 (8:00 @0 8:00 }0)

indiaservice@pnbmetlife.m’&:m?-ma mEIBEBSE ag)em) e Version 2.1
Gatd 1/ 2


http://www.pnbmetlife.com/
mailto:indiaservice@pnbmetlife.co.in
http://www.pnbmetlife.com/
mailto:indiaservice@pnbmetlife.co.in

HOSPITAL CERTIFICATE
@R al®] UBFladleng

16.
[ Sr.no Hospital Details To be filled by Physician/Hospital
(B2 Mo. @R} IOTW)6S AflUdBEIoUDEERUE afl@lonla) 80W0HSE /@RI al)dlalcanm
o Hospital Registration number

@)l @lw)es ERUTIC(SAuD mmud:

" No. of inpatient beds in the hospital (including ICU)
$ @R Uo)l@llonl OMealauyd HlSe0s8)es afpe (0af) MUl @) udeqes)

No. of fully equipped operation theatres in the hospital
@D GWeRl al)BaMmamlo MUBERA0EHOS B B0 GEWQO)®EOS afeo

d No. of qualified nurses in the Hospital
g @R W)nl@llenl CRINOW)EE MFTV)BI0)SS agemo

No.offully qualified doctorsthe hospital have round the clock

€. 24 eemlen)0)e ERUDAIGIVIE DES, al)B6m CWINJOW)BS CAIGSARIVYOS aglsTRo

17. Details of Doctor's / Surgeons treated or advised the patient.
BB SBM00)eS/croullew allelanls mdzmonies erege)md Mldcguue M3 lwaln)es alluadoudsERud

Name of the Doctor / Surgeon Contact Details
GOWOHS0)6S/MUBRONY Gald mumides alluosootoesrud

Declaration:
(adorOmocum:

By The Hospital
@ U)ol oil@ledailan
We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. We
hereby authenticate the identity of the above person who underwent treatment at this hospital.
200 oo Gan00D s MBI alluoEmud MMERS)Hs PO GMIOWETIa)e AfluomEBiale Mo, Elw)aoesMT) smEsud oalnosd
(aumimoadles)ymm). om0 @y ualealed alsloruadss allewearw caodaostm wieolwes olelayolelod alEaBE oG@IMIWOoLo TUIGXLOSIOT)IM)

Doctor’'s name & Qualification:
GWOES0IOS Gald)o GO LDW)o:

Doctor’s Signature: Date:
GWILHS0)OS Bl ol
Address & Seal:

sacdallanmuane mulano:

(To be attested with Hospital Seal)

(@Rw)ai@lw)es 1Ed MUadl®o MOE:H eaIS)CODE))

Note: All the questions are mandatory.

(U8 &: ggld G2l0B)RUleal0 QOO MEdEHE mdsnimuacsny,

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 original English version, the English version shall be considered as final and shall prevail.

EMaRynl@NIUY: nHnleinlfaRds STURRIGAI ] 486 | JallLLOMY Sannallaly j9naieed DEaRaW HLOB) ORI EREnEMEH Tnaigauwlnakaal mu)alngi)aelaeeyus. mu)aieascal
1RMVALIGNT 200 (jnlalalad) DADLOG:Y IS B SH2HARML) SR SED(PeNnIOaRL ") 81 ,eI aEemEadal) DALIOG) S e @R(PalTloanal eMEalaloelsla@EnSaldta@)
AHBOVIH Rl 2R B2 10RIRINS.
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