& pnb MetLife

Mkl age baclhavin

Claimant Statement for Death Claim — Form A

S Tl WISt ol ReeHe - W A

The Claimant statement form must be filled by the claimant/beneficiary appointee/legally entitled person under the policy
T HTOTRT frdeT W uifereft siafa qaeR / weefavae e awlt / aaceiRREr us arwiigaR |TeR Il S AT ae.

The Form is to be filled in one color by one person in single ink only

W G ARIPG YT TS ARTIC TR,

All documents required to process the claim should be sent to “Claims Entity” mentioned in the page below

All supporting documents to be self - attested by nominee

I WETAG TS TR &d: AT it grfeord.

Documents to be Submitted
BRI HIER BT ARTATT

3. Original policy document time of death

Mandatory Documents Additional documents* to be submitted
KECUESICE ] ATER RIS AR
1. Copy of death certificate issued by local municipal authority Natural death/ death due to illness
T FETITferat TRERTITEER SR deedT g FATOT=Td 9af e I / AR TG
2. Doctor’s Certificate (From the family physician or treating doctor) 1. Complete Medical records (Admission notes & Discharge / Death summary
SHTOTYS (e elaex T SuaR R Sdexitg) & Test / investigation reports etc.) for any treatment taken in past or at the

gdt T Jeg=ar a1 BeiedT HUITE! SUARTET qUi dgHy A (599 e anfdr fEErst / g

6. Cancelled cheque/ Copy of bank passbook

TITT / JRATT HET (ST T,
7. Authorization letter from the claimant in case the claim intimation is received T/ ( )

through third party

4. Final police investigation report
sifor Rifere qurvft srEarer

5 TiferdY qeaaS ARt g =l / qorel sreare 5.)
4. Current address proof N
U — Accidental Death
5. Photo identity proof S
i e T 1. Copy of FIR, Panchnama, Inquest report, Postmortem report

. NN 2. Obituary/ Newspaper cutting (if available)

3. Viscera / Chemical analysis report (if applicable)
el gereET <TaT T AT ST STIRRIag SR T EURT / TR faeeiyor STgarel (AT e

*PNB MetLife reserves the right to call for any additional documents /evidences apart from the given above, if required.
* gt AeeTghe STaRIhATaR e feiedr SreU=iRET SikiRed ST / IR ATTEuaTHT SRIPR G ST 38,

1. POLICY NUMBER/S

et i

2. DETAILS OF THE CLAIMANT
TSR quer

Name: Date of Birth: | | | I | | |

| Gender: [0 Male [Female

1q: ST AR

Relationship with Life Insured: Mobile / Landline number:

fof: Oges Ot

o SRaereT SraRftef A TS/ TSATST +eaR:

Current Address:

AEITET 9T

City: State: Pin Code:

TS RIS T as:

Email ID:

ST TS

PAN No./ Form 60: *Aadhaarnumber:|X|X|X|X|X|X|X|X| | | | |

T %, /B 60: IR PH

*Only last 4 digits to be mentioned.
*hqe e 4 3 THE PRI IATed.

3. BANKING DETAILS

e queher
Bank Account No.: Account holder name:
dH @ I G GRATY 14
Name of the Bank: Address of the Bank:
S AT T I
State: PIN Code:
S g Fre:
MICR: IFSC:
Mk e L L L L[] oL
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Payout option: O Lump sum [0 Regular Payment O Annuity (Options are subject to applicable Terms & Conditions of the Policy.)
< i O vevasit 0O frrefia e O srget (vamdt wifereft ot anfor framieam e amar.)

4. LIFE INSURED DETAILS

forT e aweter
Name of the life insured: Date of Death: | | | | | | | | |
[ERISORCE RIS CACIICH R T
Time of Death: | | | | | | AM/PM Place of Death: 0 Home [ Hospital O Office
[ Others (please Specify Others / Hospital name)
Fgdt Ie: AM/PM g s O Osfeea O sifer

O s ( ram 3o) T a=7 gRTeerd =1 semd)

Cause of Death: [ Accident OO Murder O Suicide [ Natural O lliness O Others (please specify)

A BRT: 0O gder O &= Oereeenr O%wuffe Oemor O sor (grar fAfde @)
5. NATURE OF ILLNESS & HABITS Date of Diagnosis
TR 8T 9 qat frem are

O Hypertension O Diabetes [ Asthma O IHD O Malignancy O Others (please specify)
Osawe=s [ wgiE Oererm Osmged O gav O sor (g fifde wx)

O Smoking O Alcohol [ Tobacco [ Drugs- if yes, duration of consumption

Quantity consumed (Per-Day/Week/Month).
Ogus DO Odrg O g9 o) e ammer aemae
QIO TATOT (3RS ey /araere /Hfe)

6. EMPLOYER/BUSINESS/OCCUPATION DETAILS
wER / e / ST aueier

Last Employer’s name/Business/Occupation:
Ve e 9 / |y / ST

Nature of work/designation:
FAT Y / TEAT:

Employment/Business/Occupation Address:

ISR /Fa4T / SSATTET el
State: PIN Code: Mobile / Landline number:
Eius:H fom ars: AT/ TSATgT R

7. NAME, ADDRESS AND CONTACT DETAILS OF ALL/DOCTORS/HOSPITAL WHERE THE LIFE INSURED WAS TREATED WITHIN THE LAST 5 YEARS PRECEEDING THE
DEATH

o /SieR / SO i A6, Yo ST Hudaueier, wier R aReer Jaesr 5 anid STaR R g

Name of Doctor/ Hospital Address and Contact Details Disease /Condition Treated For Treatment Dates (From- To)
SR / HITETITS A1 g T Tud quser YR drvelt T/ Rercdt SYEAR ARG (I i)

8. DETAILS OF OTHER LIFE INSURANCE POLICIES OF THE LIFE INSURED

formeR e ZoR R wifere= auefier
Name of Life Insurance Company Policy Number/s Policy Commencement Date Coverage Amount (Rs.) Claim Submitted
o @iy A gifereht i Tiferelt g sTeaTd AR TR XFH (5. AT Hafie der
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Declaration and Authorization
ST 3T ST
1/We, the above named Claimant(s), do solemnly declare that the above answers and statements are true in all respects, and I/ we further agree that in furnishing

claim form PNB MetLife has not admitted any liability or waived any of its rights.

/3 SIRYGRT IR STAGR Iy Sreft ENTUIT HId el &, SIRIGRT Sco M7 ey d areciia @t amae anfor #) / 7Y oY A B STeaTe YU WIeR aRATT Ny ASAgHT AR SiRaT e el
ATEY AT AT HURE S HIG et AT

I/We hereby authorize the physicians/doctors or hospitals, medical centers, who has attended upon or examined or treated the aforesaid deceased person/insured
for any ailment orillness or other Insurance Companies which issued policies to the aforesaid deceased person/insured, present/ past employers or business associates
of the life insured, Birth and Death Registrar, Diagnostic centers wherein the life insured underwent personal/ official/ insurance related medical tests, to divulge or
share any knowledge or information or documents regarding the deceased’s state of health or other details which he/they may have acquire whether before or after
the policy was issued by PNB MetLife. A Photo Copy of this authorization shall be considered as effective and valid as the Original.

/T 3T YR AFHY / Sl AT SRy, IS 1T ARG et oTE, ST SURIET 4 ARIaR / RAERER TSR SR de JfTed foaT SuRiad 944 aitem / femerarar sai aifert St dar
TS 37T TR T e fAT farrerRamE ool deft aTe T @TeaTaR SUER R e, gdten i faw Sie e, S g g IRRER, SRR s R, ST fareRe Jafdae / sitraRe / et
TR A5 ATAAT T STEd. 74 Aai =T SIRIATH T AT A= W ATfed AT axva Ry foET TR axvaraTs! YIead! Aearsth aiferd STRY axUATgd! febT QATaR relT / Riet STeT siTered AT faett
TS, AT ARG YebthST Yol 4 T T8 FHIET q 98 HITedl STgel.

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 associations/federations, for the purpose of
processing this claim and / or for providing subsequent services.

W/3TET AT AR YIGAET AT ATSAT /AT o AT Tyl Acaswhes SucTer sieeled] \UTeTe! Jaf Rk oNTfoT Haa-Teiier Aifecrar aTax aRUATH AT T 1R aRvaTe qRarri <ar ( A1 fgmm wfae
SRACTel T ST Frcsfareter) STeT daTeredT FTeT STIfOT / T Jeier AaT e axvaTedT Seaen Haft @rad / | / foar digedt Heamsmwit FrTed faT facrel TR, TAfsmias SIyor axvI=T gor=T, st
AT AT HereHT / AT AT Ui aReAraTSt anfer / AT 3R Jar e aRearardt.

Signature/ Left Thumb impression of Claimant Date
TRETE FEY/ ST 37T T I
Declaration by the person filling in the Claim form. (in case the Claim form is filled up / signed in a language different from that of application form)
AT BT RN A qaR SvTasT (ST Wi 3ot Su=Tsr ATEYEr J7Tedr HIS SR/ HE el ATl I

| hereby declare that | have fully explained the contents of the 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

At FTgaR ST HRAN/I DY ST PROMITAT 1A/ RIAT FASTOM=AT A TR SATSIRYOT STaT BIHAT AR T B FiRITe M. AT aret/Rrem qofaoy FosTer a1me ST STar SR RaciedT ARG ST
Afegerelt SMae SMfAT ST a1 HRTATEAT AT TG, wTelt/ e quiqor werelt s @/ R gt deft.

The content of the form and document have been fully explained to me and that | have fully understood the content mentioned herein and its significance for the
proposed Claim

BT ST TETISIRITE AR AT qOTTer HHSIGT TR STl TS AT B T TG Pberell FOIGR SATIOT ST STATHIS! Tel Hewa Heal qurqor Forel 37Te.

DATE PLACE Signature of the Declarant Signature / Left thumb Impression Claimant/
Bl fsamTor EYOIT FHROT=ATE FE Nominee
T FRoTATdt /AR wE/ Srear shreaTar sar
Name of Witness: Signature of Witness:
HIENER 1 WENERE W
Address of Witness:
ARASRTET 7=
Date: Place:
TR Tt
=g = =
DEATH CLAIM ACKNOWLEDGEMENT SLIP
b KGR CRIC 1Y
Policy number(s) , , , ,
gifereft swwie Company Seal
Name of claimant & Stamp with
STAT HROT=ATE TG Date and time
Branch name & code A HIER T
WY 19 3T Pre Rt g afor
Date: Employee name & Code JaEE
qE: FHATATY AT T IS
Documents [ Original Policy Document [ Claimant’s photo identity proof [ Claimant’s Current address Proof
Submitted: @ et Sxas TTAT BROTAT BIeT @@ JRTaT TTAT PROTATAT FEAT=T fHaTRraT qRrar
Twas we) dere: [ Cancelled cheque / Copy of bank passbook [0 Copy of death certificate issue by local municipal authority
IGE Pt EATET/ I TGS A TaBe wnfe TRUTfereT grefaReneaR P derear 7oy wEoTST TaRme
[0 Medical Documents (if any) [0 Doctor’s certificate (From the family physician or treating doctor)
AT XA (TET T Sraexd gaTore (B SR fFar STam Fxom Siava<i)

[0 Authorization letter from the claimant and Webcam photo of the person in case the claim intimation is received
through third party
AT FROTATH SIS SFRBRYS SOT STear<lt Afeht R GaraTsd JTaT STel! S eT™ SaiiaT 9q&d Hier
This acknowledgement slip should not be constructed as acceptance of the claim. The Company reserves its right to call additional documents, information and any
further requirements necessary in order to decide on processing of the claim.
GrerITERiT FEUTS! STedTET T HIR A . BT ST ATTRET SEIQaST, AT ST STeret YfshaT SRvaredr FoRTear g SUE! awe RS ARTUArE g IRGT Sadl.
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Terms and Conditions:

T amfor ard:

1) The submission of the filled up claim form, along with the required mandatory documents, is not to be constructed 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.
AT SEIYGSIHE, OT wReTell Forf WA <01 8 AT I ST ST ST QTRIaTHed Jae #eV[ Y(ed 8Ret SIUTR ATe!. HORATE! Yoic / el duIell SURIe] SwiRariicd W IaRvarare]
STFRIGRT e et AT

2) 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.
QTelTe WA STITIARITHR Yol P8, el JaT e IATe!, TaaR Haiie dedTs el SIre! STl ST FshT 9 W ATq0T T HTex e SMTfoT / T sifamd et |reR 7 dedre
<A1 SfeRreaT AvrTE faciars figadt Aecs® SeeeR e,

For Office Use Only

T TR IR
Branch to Affix the date and time stamp here with details of OSV/ASV with signature of Branch Service | HO, Claims to Affix the date seal here.
Associate (Time, if received directly.)
TS a7 e el wrendt Aiewrel / qeaeiar quelic 49 qamaar JiTed, TNE 9 Jaiade TS, ST A AR firae AT o

(I, SR I YT HTel TR)

Application No.:

3T THT:

PNB MetLife India Insurance Company Limited
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,
Cl No. U66010KA2001PLC028883, Call us at 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
Afeuiiee Fafer: gfe s 701, 702 9 703, 741 wter, gies i, Y& etad, 26/27 g o, WS, SR — 560001, wfed: MRy Am g Aol wiie 117, dema wiie U66010KA2001PLC028883 Jswmse: www.pnbmetlife.com
¥e - indiaservice@pnbmetlife.co.in simarTe <rer H R et w1 1-800-425-6969 T arreatel forer, {am Hoven, T, 1, ot dreey, I AravaR , TR (afem), Hag — 400062 B +91-22-41790000 v +91-22-41790203
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http://www.pnbmetlife.com/

