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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.  
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HOSPITAL CASH BENEFIT CLAIM FORM 
BwOk-Nf]-p]--¤ ke-L-jO-WP-s|U Av-WL-w-RÕ-aL-jO-ç SlLrU 

To be completed by Principal Insured (For Self and Minor Life) & Secondary Insured (For Self) 

പ്രിൻസിപ്പൽ ഇൻഷുറൻസ് (സവയം, മൈനർ മൈഫ്) & സസക്കൻഡറി ഇൻഷവർഡ് (സവയം) എന്നിവ രൂർത്തിയാക്കാൻ 

Note: PLEASE SIGN ON ALL PAGES AT BOTTOM 
NwÈ]-¨O-W: IŠL Sk^O -W-tO-Ra-pOU Aa]-p]-¤ KÕ]-aO-W  

General instructions: 
RkL-fO j]¡-SÇ-w-°-¥:   

 While answering questions in the claim form and providing any other information in respect of the claim, the Claimant must make a full and frank disclosure of all material facts. 

R„p]U SlLr -¾]-sO-ç S\Lh|-°-¥-¨V D¾-qU j¤-WO-SÒL-uOU, R-„-p]-oO-oL-p] mÌ-RÕ-Ÿ oSã -Rf-Ë]-sOU v]v-q-°-¥ j¤-WO-SÒL-uOU vñO-fL-k-q-oL-p pL-gL-¡-À|-°-Rt-ŠLU R„p]U DÐ-p]-
¨O-Ð v|©] fOr-ÐV Rvt]-RÕ-aO-¾]-p]-q]-̈ -eU  

 Please read the policy document carefully to avail the benefits under the policy. 

SkLt]-y]-pO-Ra W}u]-sO-ç SjŸ -°-¥ sn]-̈ L-jL-p] hp-vL-p] SkLt]-y] SqX NwÈL-kP-¡-vU vLp]-¨O-W.  

 All corrections made in the claim form have to be duly countersigned in full. 

R„p]U SlLr -¾]-¤ vqO-¾]-p IŠL f]qO -¾-sO-W-¥-¨O SoRs-pOU Sv-º-v]-iU kP¡-e-oL-p SoRsL-ÕV C-Ÿ] -q]-¨-eU 

 If the space provided is insufficient, please attach the annexures along with this form. 

j¤-W]-p ò-sU A-k-q|L-kÅ-oL-Re-Ë]-¤, hp-vL-p] AjO-m-Ì-oL-p Svº-fV CT S-lL-r-¾]-RjL-ÕU S\¡-̈ O-W  

 Please submit the requisite documents along with the claim form for a faster processing. 

SvY-¾]-sO-ç kq]-Y-e-j yL-È|-oL-¨OÐ-f]-jL-p] hp-vL-p] Bv-w|-oL-p SqX-W-RtŠLU R„p] -o]-RjL-ÕU yo-¡-Õ]-¨O-W 

 The company retains the right to call for further evidence needed to process the claim. 

R„-p]U kq]-Y-e]-¨-RÕ-aL-jL-p] B-v-w|-oL-p Rft]-vO-W-¥-¨L-p] fOa-¡-ÐV ASj-~-x]-̈ L-jO-ç Av-WL-wU WÒ-j]-p]-¤ -j]-ƒ] -kÅ-oL-eV  

 Submission of form duly acknowledged by us does not amount to admission of claim. 

y-o-¡-Õ]-ˆ SlLrU sn] -ˆO -Rv-ÐV yÚ-f]-̈ O-Ð-f]-jV R„p]U kLôL -¨] IÐV A¡-À-o]-Š  

 (*) Mandatory fields 

(*) j]-¡-m-Ì-oL-pOU kPq]-Õ]-S¨-º W-t-°-¥  

1. Particulars of Life Assured: 
^}v-¢qƒ IaO -¾ v|©]-pO-Ra v]v-q-°-¥:  

Policy Number*:   

SkLt]-y] jÒ-¡*:    

Name of the Life Assured*:   

^}v-¢-q-ƒ IaO-¾ v|©]-pO-Ra SkqV*:    

Name of the Principal Insured (In case the Life Assured is a Minor life or Secondary life): 

  

-C-¢--xP-¡ R\á-RÕ-Ÿ Nkg-o v|©]-pO-Ra SkqV (^}v-¢q-ƒ j¤-W-RÕ-ŸfV RRoj- -¡ RRslV A-RŠ-Ë]-¤ Ry¨-£-r] RRslV B-p yLz-\-q|-¾]-¤): 

  

Date of Birth: _____________________________ Sex: Male   Female  

^j-j-¾}-p-f]: ____________________________ s]UYU: kOqO-x-¢   yVNf}  

Address:   

  

-v]-sL-yU:    

  

Tel/Mobile number: ________________________________________ Email:   

RoLRRm-¤ jÒ-¡: _________________________________________ C&Rop]-¤:    

Do you want the payment to be made in favor of Principal Insured:  Yes   No  

(Applicable if Life Assured is Secondary Insured) 

C¢-xP-¡ R\á-RÕ-Ÿ Nkg-o v|©]-pO-Ra Skq]-¤ -fO-W j¤-WL-¢ j]°-¥ B-NY-z]-¨O-ÐO-SvL? D-ºV   CŠ  

(C¢-xP-¡ R\á-RÕ-Ÿ h~]f} -p v|©]-pO-Rº-Ë]-¤ CfV mLi-W-oL-eV) 

Claimant/ Principal Insured (As applicable) Bank account no.*:   

R„-p]U DÐ-p]-¨O-Ð / C-¢-xP-¡ R\á-RÕ-Ÿ (mLi-W-oL-p v]iU) Nk-g-o v|©]-pO-Ra mL-ËV A¨T-ºV j-Ò-¡*:   

Name of the Bank, Address *:   

mL-Ë]-R£ SkqOU v]sL-y-vOU*:   

2. Particulars of Complaints and Symptom 
k-qL-f]-W-tO-Ra-pOU SqL-Ysƒ -e-°-tO-Ra-pOU v]v-q-°-¥  

I. Name, address & contact details of Hospital admitted:   

  

Nk-Sv-w]Õ]-ˆ BwO -k-Nf]-pO-Ra SkqV, v]sL-yU, yÒ-¡-¨ v]w-hLU-w-°-¥ IÐ]-v:    

  

II. Reason for Hospitalization:   

BwO-k-Nf-]-p]-¤ NkSvw]-Õ]-¨L-jO-ç WLq-e-U:    

III. Date of disease (first diagnosis/surgery): __ __ / __ __ / __ __ __ __ (DD/MM/YYYY) 

SqLY-¾]-R£ f}p-f] (Bh| SqLY-j]-¡-e-pU / wyVNfNW]-p): __ __ / __ __ / __ __ __ __ (h]v-yU/oLyU/v¡-xU) 

IV. Date and time of admission: __ __ / __ __ / __ __ __ __ (DD/MM/YYYY) __ __: __ __ (in 24 Hrs format) 

Nk-Sv-w]-Õ]-ˆ f}p-f]-pOU yo-p-vOU: __ __ / __ __ / __ __ __ __ (h]v-y-U/oLy-U/v¡-xU) __ __: __ __ (24 oe]-¨P-¡ yo-p-NW-o-¾]-¤) 

V. Exact diagnosis /condition(s):   

WQf|-oL-p SqLY-j]-¡-e-pU / Av-ò (W-¥):   
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VI. Investigations undergone: 

v]-S-i-p-oL-p RRvh|-k-q]-SwL-i-j-W-¥: 

VII. Date and time of discharge: __ __ / __ __ / __ __ __ __ (DD/MM/YYYY) __ __: __ __ (in 24 Hrs format)

c]-yV\L¡--^V R\pÅ f}p-f]-pOU yo-p-vOU: __ __ / __ __ / __ __ __ __ (h]-v-yU/oLyU/v¡-xU) __ __: __ __ (24 oe]-¨P-¡ yo-p-NW-o-¾]-¤) 

VIII. Details of occupation, address and tel. numbers of the employer(s): 

RfLu]-¤-hL-fL-v]-R£ (¨tO-Ra) RfL-u]-¤-, v]sL-yU, SlL¦ jÒ-¡:  

IX. ICU Benefit Availed:  Yes  No Recuperation Benefit availed:   Yes  No 

RI y] pO BjO-WP-s|U y~}W-q]-ˆO -SvL  D‹V  CŠ  kP¡-vL-v-ò-p]-¤ f]q]-RW-Rp-¾O-vL-¢ BjO-WP-s|U y~}W-q]-̂ O -SvL         D‹V  CŠ  

X. Date and time of Admission into ICU: __ __ / __ __ / __ __ __ __ (DD/MM/YYYY) __ __: __ __ (in 24 Hrs format) 

RI y] pOv]-¤ NkSv-w]-Õ]-ˆ f}p-f]-pOU yo-p-vOU: __ __ / __ __ / __ __ __ __ (h]-v-yU/oLyU/v¡-xU) __ __: __ __  (24 oe]-¨P-¡ yo-p-NW-o-¾]-¤) 

XI. Date & time of Discharge from ICU: __ __ / __ __ / __ __ __ __ (DD/MM/YYYY) __ __: __ __ (in 24 Hrs format)

RI y] pOv]-¤-j]-ÐV c]yV\L¡-^V R\pÅ f}-p-f]-pOU yo-p-vOU: __ __ / __ __ / __ __ __ __  (h]-v-yU/oLyU/v¡-xU) __ __: __ __ (24 oe]-¨P-¡ yo-p-NW-o-¾]-¤) 

3. Following reports and documents taken before and during treatment or operation are enclosed:
\]W]-Ã-àO oOSÒL Swx-SoL AR-Š-Ë]-¤ wyVNfNW]-p-pV¨O oOÒV IaO-¾ fLRu kr-pO-Ð r]-SÕL-¡-ŸO -W-tOU SqX-W-tOU CSfLa-jO-m-Ì]-ˆV vpV¨OÐO

a) Copy of Admission Notes

NkSv-w-j SqXW-tO-Ra kW--¡-ÕV
b) Copy of Discharge Summary 

-c]-yV\L¡-^V SqX-W-tO-Ra kW-¡-ÕV 

c) Copy of Final Hospital Cash Paid Bill 

AÍ]-o-oL-p] ke-o-a-ˆ B -wO-k-Nf]m]Š] -R£ kW-¡-ÕV

d) Any others. Please mention: ____________________________________________________

oR-ã-R-Í-Ë]-sOU DRº-Ë]-¤ hp-vL-p] kqL-o-¡-w]-¨O-W ____________________________

(All above documents needs to be attested by Hospital Authorities or Original needs to be produced at Branch for verification by BSM) 
(Sos×-r-´ IŠL SqX -W-tOU BwO-k-Nf]-pi]-WQ-f-¡ yLƒ|-R-Õ-aO-S¾-º-fO-ºV ARŠ-Ë]-¤ Cv-pO-Ra Aô-¤ m] IyV IÚ]-jV kq]-SwL-i]-ˆO -r-ÕL-¨L-jL-p] mL-Ë]-¤ zL-^-qL-S¨-º-fO-ºV) 

4. Particulars of doctors consulted and hospital / medical centre wherein the Life Assured was admitted currently or for any other previous illness:
^}v-¢-q-ƒ IaO-¾ v|©]-Rp kq]SwL-i]ˆ ScLWVa¡ -oL-qO-Ra v]v-q-°-tOU, j]s-v]-¤ ARŠ-Ë]-¤ -oO-ÒO vÐ JRf-Ë]-sOU SqLY-°-¥-¨L-p] NkSvw]-Õ]-ˆ \]W]-ÃL-SW-NÎ-¾]-R-£ v]v-q-°-tOU

Sr. 

No 

N-W-o- 

j-Ò-¡ 

Name of the Doctors/Hospitals/ 
Medical Centres 

ScLWVa¡-oL-qO-Ra / BwO-k-Nf]-WtO-Ra / 
\]W]ÃL-SW-NÎ-°-tO-Ra SkqV  

Date of first consultation 

Bh|U kq]-SwL-i]-ˆ f}p-f] 

Address 

v]sL-yU 

Registration no. of Doctors/ Hospitals 

ScLWVa¡-oL-qO-Ra /  

BwO-k-Nf]-W-tO-Ra  

q^]-yVSNax-¢ jÒ-¡ 

Date of Admission & operation 

NkSv-w]-Õ]- -̂f]-R£-pOU  

w-yVNfNW]-p-pO-Ra-pOU 

f}p-f] 

Date of Discharge 

c]-yV\L¡-^V R\pÅ  

f}p-f] 

5. DECLARATION AND AUTHORISATION:
N-k-ñL-v-j-pOU Ai]-WL-q-RÕ-aO-¾-sOU: 

I ___________________________________________ do solemnly declare and confirm that the foregoing answers and statements are true and complete in all respects. 

____________________________________________ IÐ `L¢ oO¢-k-r-´ D¾--q-°-tOU NkñL-v-j-W-tOU IŠL vw -°-tOU SjL¨O-SÒL-¥ yf|-vOU kP¡-e-vO-oL-Re-ÐV Cf]-jL-¤ Dr-ÕO-j-¤-WO-ÐO.  

I hereby authorize any medical practitioner or hospital or nursing home or medical clinic who or which has attended upon or examined or treated me/Life Assured for any ailment or illness to divulge 
any knowledge or information regarding my/Life Assured's state of health which he/she/they may have acquired before or after the issuance of the policy, to PNB MetLife India Life Insurance Co Ltd, 
any of its offices or a Court of law, or any grievance redressal forum. I hereby confirm that this authorization is notwithstanding any law, custom or usage for the time being in force prohibiting any 
physician or hospital from divulging any knowledge or information, acquired by him/ her/them in attending upon or examining a person on the ground of secrecy. 

-k] I¢ m] RoãV-RRs-lV CÍ| RRslV C¢-xP-r--¢-yV WÒ-j] s]o]-ã-ScL Av-qO-Ra J-Rf-Ë]-sOU KLl}-yO-W-StL j]p-oU ja-ÕL-¨O-Ð SWLa-f]-SpL, ARŠ-Ë]-¤ -J-Rf-Ë]-sOU Aj|L-p kq]-zL-q SlL-r-°-
StL, Ij]-¨V / ^}v-¢-q-ƒ IaO -¾ v|-©]-¨V SkLt]-y] j¤-W-RÕ-aO-Ð-f]-jO- oOSÒL Af]-jO Swx-SoL Ar]-´]-q]-¨L-j]-a-pO-ç IR£ / ^}v-¢-q-ƒ I -aO-¾ v|-©]-pO-Ra Av-ò yUm-Ì]-ˆ JRf-
Ë]-sOU WLq|-°-StL v]v-q-°-StL Rvt-]-RÕ-aO-¾L-¢ JRf-Ë]-sOU AyO-X-¾]-jV ARŠ-Ë]-¤ -SqL-Y-¾]-jV IRÐ / ^}v-¢-q-ƒ IaO -¾ v|©]-Rp kq]-SwL-i]-ˆ ARŠ-Ë]-¤ -\]W]-Ã]-ˆ JfV RRvh| -\]-W]-Ã-
W-Rj-pOU ARŠ-Ë]-¤ -B-wO-k-Nf]-Rp-pOU `L¢ Cf]-jL-¤ -A-i]-WL-q-RÕ-aO-¾O-ÐO. IÐL-¤-¾-RÐ-pOU CT yo-p-¾V NkLm-s|-¾]-sO-ç J-Rf-Ë]-sOU j]p-oU, B\L-qU ARŠ-Ë]-¤ -D-k-SpL-YU JRf-Ë]-
sOU \]-W]-Ã-W-Rj / BwO-k-Nf]-Rp y~WL-q|-f-pO-Ra Skq]-¤ KqO v|©]-Rp kq]-SwL-i]- -̂f]-R£ Skq]-¤ -A-SÇ-z-¾]-jV / Av-¡-¨V / Av-pV¨V SjaL-jL-p JRf-Ë]-sOU Ar]-vV ARŠ-Ë]-¤ v]v-q-°-¥ Rvt]-
RÕ-aO-¾O-Ð-f]-¤ j]ÐV fapO-Ð]-RŠ-ÐV `L¢ Cf]-jL-¤ -ò]-q}-W-q]-¨O-ÐO. 

Further, I hereby authorize any insurance company, government organization, employer, other organization, institution or person to release to PNB MetLife India Insurance Company Ltd or its duly 
authorized representatives any record or knowledge about my/Life Assured. I hereby confirm that such information shall without limitation include information about my/Life Assured's health 
(including any information relating to the use of drugs or Alcohol, AIDS, or mental and physical history, condition, advice or treatment), earnings or other insurance benefits. 

WP-aL-Rf IRÐ / ^}v-¢q-ƒ IaO -¾ v|©]-Rp WOr]-ˆO -ç JRf-Ë]-sOU SqX-W-¥ k] I¢ m] RoãV-RRs-lV CÍ| C¢---xP-r-¢-yV WÒ-j] s]o]-ã-c]-jV A-RŠ-Ë-]¤ SvºOU-v-¹U Ai]-WL-q-RÕ-aO-¾-RÕ-Ÿ 
Nkf]-j]-i]-¨V v]ŸO -RWL-aO-¨O-Ð-f]-jV JRf-Ë]-sOU C¢-xP-r-¢-yV W-Ò-j]-Rp, y¡-¨L-¡ òLk-j-R¾, S^Ls]-hL-fL-v]-Rj, ARŠ-Ë]-¤ yUZ-a-j-Rp, òLk-j-R¾ ARŠ-Ë]-¤ v|©]-Rp -`L-¢ Cf]-jL-¤ 
Ai]-WL-q-RÕ-aO-¾O-ÐO. A¾-qU v]-v-q-°-¥ IR£ / ^}v-¢-q-ƒ IaO -¾ v|©]-pO-Ra BSqL-Y|-R¾-pOU (oqO-ÐO-W-¥ ARŠ-Ë]-¤ oh|U Dk-SpL-Y]-¨-¤, IpVcVyV ARŠ-Ë]-¤ oLj-y]-W&wLq}-q]-W SqLY-
\-q]-NfU, Av-ò, Dk-Sh-wU ARŠ -Ë]-¤ -\]-W]-Ã- IÐ]-v-pO-oL-p] mÌ-RÕ-Ÿ JRf -Ë]-sOU v]v-q-°-¥ D¥-RÕ-Ra), yÒL-h|-R¾-pOU ARŠ-Ë]-¤ -oãV C¢--xPr-¢-yV BjO-WP-s|-°-Rt-pOU WOr]-ˆO -ç v]v-q-
°-t-a-¨-oO-ç-v kq]-o]-f]-W-St-fO-o]-ŠL -Rf D¥-RÕ-aO-Ro-ÐV `L¢ Cf]-jL-¤ ò]q}-W-q]-̈ O-ÐO.  

I hereby declare that I am entitled to make the above authorizations. I also agree to render help to P N B MetLife India Life Insurance Co Ltd or its duly authorized representatives to gather the said 
information or any information that may help the company to process this claim and to use the information in whatever manner as may be deemed to be fit in furtherance of the claim. 

So¤-k-r-´ -A-i]-WL-q-RÕ-aO-¾-sO-W-¥ ja-¾L-¢ Ij]-¨V A¡-z-f-pO-Rº-ÐV `L¢ Cf]-jL-¤ -Nk-ñL-v]-¨O-ÐO. k] I¢ m] RoãV-RRs-lV CÍ| C¢----xP-r-¢-yV WÒ-j] s]o]-ã-c]-jV A-R-Š-Ë]¤ Sv-ºOU-v-
¹U Ai]-WL-q-RÕ-aO-¾-RÕ-Ÿ Af] -R£ Nkf]-j]-i]-¨V So¤-k-r-́  v]-v-q-°-¥ ARŠ-Ë]-¤ CT R„p]U kq] -Y-e]-¨L-¢ WÒ-j]-Rp yzL-p]-S -̂¨L-vO-Ð oSã-Rf-Ë]-sOU v]v-q-°-¥ SwX-q]-¨L-¢ Svº 
yzL-pU, AfL-p-fV R„p] -o]-jV yzL-p-f j-¤-WO-Ð-f]--¤ D\]-f-Ro-ÐV j]qP-k]-¨-RÕ-aOÐ v]v-q-°-¥ Dk-SpL-Y]-¨L-¢ kãO-Ð JfO-v]-i yzL-p-vOU R\áL-Ro-ÐV `L¢ yÚ-f]-¨O-ÐO.  

എന്റെ/ഞങ്ങളുറെ/ഞങ്ങളുറെ പേഖരിച്ചപ ോ PNB MetLife-ൽ ലഭ്യമോയപ ോ ആയ ഏറ ങ്കില ും വ്യക്തിേരവ് ും  ന്ത്രന്ത്േധോനവ് മോയ വ്ിവ്രങ്ങൾ 
ഉേപയോഗിക്കോന ും സുംഭ്രിക്കോന ും േങ്കിെോന ും കൈമോറ്റും റെയ്യോന ും റവ്ളിറെെ ത്തോന ും PNB MetLife-ന് ഞോൻ/ഞങ്ങൾ ൈൂെ  ൽ സമ്മ ും നൽൈ ൈയ ും 
യഥോവ്ിധി അുംഗീൈരിക്ക ൈയ ും റെയ്യുന്ന  (ഈ പ ോൈയ റമന്െിൽ അെങ്ങിയിരിക്ക ന്നപ ോ മററ്ററരങ്കില ും ലഭ്ിച്ചപ ോ) ഈ റെയിും പന്ത്േോസസ്സ് 
റെയ്യുന്ന ിനോയി െീഇൻഷ െർമോർ, റെയിും ഇൻറവ്സ്റ്റിപഗറ്റീവ് ഏജൻസിൈൾ, റവ്ണ്ടർമോർ, വ്യവ്സോയ അപസോസിപയഷന ൈൾ/ റെ പെഷന ൈൾ 
എന്നിവ്യ ൾറെറെ PNB MetLife-മോയി ബന്ധറെട്ടപ ോ അെിലിപയറ്റ് റെയ് പ ോ ഏർറെട്ടിരിക്ക ന്നപ ോ ആയ ഏറ ങ്കില ും വ്യക്തി / ഓർഗകനപസഷൻ 
/ സ്ഥോേനങ്ങൾക്ക ള്ള എന്റെ KYC പ ോൈയ റമന്െ ൈൾ ഉൾറെെോും എന്നോൽ അ ിൽ മോന്ത് ും േരിമി റെെ ത്തര ത് അറലെങ്കിൽ   െർന്ന ള്ള 
പസവ്നങ്ങൾ നൽൈ ന്ന ിന് 

Signature / Thumb impression of the Claimant:  

R„p]U DÐ-p]-¨O-Ð v|©]-pO-Ra KÕV / fç-v]-q-s-a-pL-tU:  

Place: ___________________________________________________________ Date:  

òsU: __________________________________________________________ f}p-f]:  

Signature of the Witness/Declarant: ___________________________________ Name of Witness/ Declarant:  

-yL-ƒ]-pO-Ra / NkñL-v-j j¤-W]-p v|©]-pO-Ra KÕV: _____________________ yLƒ] -pO-Ra / NkñL-v-j j¤-W]-p v|©]-pO-Ra SkqV: 

Place: ___________________________________________________________ Date: 

òsU: __________________________________________________________ f}p-f]: 
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6. VERNACULAR DECLARATION: (To be given if claim form is signed in vernacular or if the Claimant has used thumb impression instead of signature.) 
NkLSh-w]-W nLx-p]-sO-ç NkñL-v-j: (R„p]U SlLr-¾]-¤ KÕ]-Ÿ -fV NkLSh-w]-W nLx-p]-sL-Re-Ë]-¤ -A-RŠ-Ë]-¤ -R„-p]U DÐ-p]-¨O-Ð v|©] KÕ]-jO kW-qU fç-v]-q-s-a-pL-tU kf]-¨O-W-pLeV R\pÅ-
Rf-Ë]-¤ RWLaO-¨L-jO-ç-fV) 

I have explained the contents of this claim form to the Claimant in _________________________________________________ (language) and ensured that the contents have been fully understood by 
him/her. I have accurately recorded the Claimant’s responses to the information sought in the claim form. I have read out the responses to the Claimant and he/she has confirmed that they are correct 
and affixed his/her thumb impression after fully understanding the same. 

CT R„p]U SlL -r-¾]-R£ Dt-t-a-¨U R„p]U DÐ -p]-¨O-Ð v|©]-¨V ______________________________________________ (nLx) `L¢ kP¡-e-oL-p] v]w-h}-W-q]--ˆO -RWL-aO-¨O-W-pOU, ApL-¥-¨V / 
Av-¡-¨V Cf]-Rs Dç-a-¨-°-¥ kP-¡-e-oL-pOU oj-ô]sL-Rp-ÐV Dr-ÕO-v-qO-¾O-W-pOU R\pÅO. R„p]U SlL -r-¾]-¤ Sfa]-p v]v-q-°-¥-¨V R„p]U DÐ -p]-¨O-Ð v|-©]-pO-Ra Nkf]-W-q-e-°-¥ `L¢ WQf|-oL-
p] Sq-X-RÕ-aO-¾]. CT Nkf]-W-q-e-°-¥ R„p]U D -Ð-p]-¨O-Ð v|©]-¨V `L-¢ vLp]-ˆO -RWL-aO-¨O-W-pOU, Av wq]-pL-Re-ÐV ApL-¥ / Av-¡ ò]q}-W-q]-¨O-W-pOU, CSf-Õ-ã] kP¡-e-oL-pOU oj-ô]-sL-¨]-
p SwxU ApL¥/Av-¡ fç-v]-q-s-a-pL-tU kf-]-¨O-W-pOU R\pÅO.    

Signature of the Witness/Declarant: _______________________________________ Name of Witness/ Declarant:   

yLƒ]pO -Ra / NkñL-v-j j¤-W-]-p v|©]-pO-Ra KÕV: _________________________  yLƒ]pO -Ra / NkñL-v-j j¤-W-]-p v|©]-pO-Ra SkqV:    

Address:   

v]-sL-yU:   

Place: ___________________________________________________________ Date:   

òsU: __________________________________________________________ f}p-f]:    

 

 

mailto:indiaservice@pnbmetlife.co.in
mailto:indiaservice@pnbmetlife.co.in

