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Critical lllness Claim Form

TR TSR <691 W
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Important instructions:

HEATAT E-T:

. 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.
AT TRIYISTIE, ST HReTedT Foid HeedT Hafer qifery sfarie Sieear diear JTRIiHed Tavr Fu[ f&d a=aT JUIR ATEl. HUATE! Yol / TeqTe ai-irer
T AURTET SORETRIT T ARUITHTS! STRIGRT el Ie AATET fabT et SITOTR ATE.

. 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.

GTefleT WA ATTTIERITAR GeIaT P&, Wl AT ST SRIYESTHe daar |Iax wedTd el Sredral SieT Sl I &6 g 3ol B |IeR e 3T/
T STfFraTe SEIYEST AT 7 daTes STaT R HUTTE! fIeiaTTe! Tgad! AeaTsh STaaaR AT

. This form is to be filled in completely in BLOCK letters.
BT Y A eI QT =TT e,
. Please Counter-sign where amendments/alterations are made in the form.
AT TSR A5 aRT ST HHAY gaof del 37Te.
. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
TSI STfraR)/Ares) ufedad /Afre faar wnfieawie= weiler = we sifard are.
. Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
Qe AeaTgwheaT STqeeT IR T aR e died TodTear |e WA ST Hd STaede e |IeR axIaedT JTed.

Section A: DETAILS OF THE LIFE INSURED

TITT 37: faT STRTeIedT TR e
Name: Age:
EIEcH qIq:

Address (Current Residential Address):

T (adaTe e ge):

City Pin Code State

TR T @re RS

Contact Number: Landline /Mobile

YD ST Vi ICIESS

E-mail Address: PAN No./ Form 60: *Aadhaar No: | X I X | X | X | X | X | X | X | | | | |
e 1 . /B 60: * YT oh:

*Only last 4 digits to be mentioned.
*eies Taee! 4 37k TS FA ST,

Section B: MEDICAL HISTORY OF LIFE INSURED
R € R SoRacT R dggd gher

Name of Iliness/Disease/Injury Sustained:
ISR / T/ GETIIT= 1a:
Symptoms:
FAION:
Duration of symptoms: Date of Diagnosis:
STETUT T forem are:
When were these symptom:s first evident/occurred:
Y TTRIOT oI T T fet / e
Date and Time of Admission Date and Time of Discharge
AR JARITET ARG 37707 98 ISEISEISINER T EE

Name of hospital:

BT 14

Have you ever had the similar condition in past: [ Yes [0 No (If “yes,” provide details)

greTer gdt oy @t wmer B O & O - (SR “aY,” o o) oeiiet gam)
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Nature of lliness and Habits Date of diagnosis of lliness
TSR FqHY AT Fadt TSR e TR
[ Hypertension [J Diabetes [0 Asthma O HD [ Mmalignancy
BRI qYAE 3rERrAT YS! BIREEE
Other.
TN e e
[ Smoking O Alcohol [0 Tobacco [ Drugs
AT K darg Eil
If yes, Duration of Consumption & Quantity Consumed
R BT 3, TR HUATET Hea], TIRTAT JHTOT,
Information about the Critical lliness (Please tick the iliness diagnosed)
T apromRTfarE wifEdt (g fram srere sTeRTeR fewaxT)
[0 Heart attack O cancer [0 CABG (Coronary Artery Bypass Surgery)
TEATIHRTAT e FHRIT YIS (GRIRY AT IR Hor)
[ stroke O Apallic Syndrome [ Benign Brain Tumor
e s figh T 1 o
[ Blindness [ Brain Surgery O coma
e g ST T
[0 End Stage Liver Disease [ Heart Valve Surgery [0 Major Head Trauma
FGRITT SATIRTAT Aaed arady BT aTeq e s SrITaR HYST ATET
[ Angioplasty [0 Major Organ Transplant O Paralysis
RIECIESIE) & 3qd FIRIYOT TEITETT
[ Aplastic Anemia [ cardiomyopathy [ Deafness
yeied g SRR iR
[ Parkinson’s Disease O Poliomyelitis [ SLE with Lupus Nephritis
i AT qiferarferfess o THICHHE THYS
[ Primary Pulmonary Hypertension [0 Muscular Dystrophy [ Multiple Sclerosis
IS TR SRR gt i AfeeTer TN
[0 Motor Neuron Disease [0 Medullary Cystic Disease [ Loss of Speech
TR <RI I Fgerdt faftes T SreTor T
[ Kidney Failure [ Alzheimer’s Disease [ Surgery to Aorta
st tegaR SFETIER T SNl
[0 Major Burns [ Terminal lliness [0 Loss of Limbs
TSR =4 ELECKISIN SERCRICICU]
[0 Loss of Independent Existence [ Chronic Lung Disease
G 3fRIT Ty PERGETET e TSR
Section C: PAYMENT — NEFT
Ve 9 Wi - FIywT
Bank Account no:
IHER Fid:
Name of bank:
ECCRIcE
IFSC code:
YT T

Section D: DECLARATION & AUTHORIZATION
JerT <t Ty ST ST

| 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. | 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.

# ITEaR 3R HIRT AT & T T T A AT T e ST T e TS acier ARl T I AT Saet ey, H Wi ST YUH WIeX TRl GgedT Aears T

I/We he reby 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 pro- cessing this claim and/or for providing subsequent service.

ST ATYS T ST ST diy=ielt Seas® (A1 e arifaee sreeiedt AT s fiadea o) HorITe! afad /Haaeiier Afedar aruR T FaciaRer aRuarrer
ARG FRAT JATIOT T AT PRI POTATE! et / H AT &% WGl AT STerd! FfshT axvarrs! ST / AT géier Srar Y axvarea Jarermy, qAfdamms,

Signature/Left Thumb impression Date

T &Y/ ST TSI ST IR
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Declaration by the person filling in the Critical lliness Claim form. (in case the Critical lliness Claim form is filled up / signed in a language different

from that of application form)
T ST FTST BTH HIUTAT ST<hIEN SINUTTS (T4 SATSTRUUT STaT i 3Tt TUaT=aT WIS STeaT HTT WIETT/EET Shell STEeaTedT TETd)

| hereby declare that | have fully explained the contents of the Critical Iliness 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.

Y ATER G /AT 3B AT FOTATAT AT/ e ST S8 1T SRV STaT Wi AT T8 ] Hiat e, 1 crett/ e quiisy Sesta STe ST T o=

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 STTOT SRS T FSToRL T qUTeTor ST SO AT AT ST T T FHE SFrorelt Aot SO SRATIor STeATaIe! Tl Few He quror Heshel 3T,

DATE PLACE Signature of the Declarant Signature / Left thumb Impression Claimant/
it fepror T ST T Nominee
Fa oAt / AR e/ s e
341
Name of Witness: Signature of Witness:
wrefierr AT areftEwrt @@
Address of Witness:
ArefigrraT g
Date: Place:
anrE: feemToT:
L= 1 = =
= &= ==

CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP

TR STHRIUT WAt
Policy number(s) , , , ,
wifereft shHiR
Name of claimant Company Seal &
AT FOTT Stamp with Date
and time
Branch name & code SN -
IR T SATIT hS RerrT aTeRE ST
Date: Employee name & Code ECr
aE: AT AT ST RS
Documents [ original Policy Document [ Claimant’s photo identity proof [ Family physician certificate
Submitted: e vifere) aEE AT FO= HIE Srewa T firef} s T
TS HIE Hele:
[ Cancelled cheque / Copy of bank passbook [ Attending physician certificate
TE AT GTERI/el TTeeehel! Ferhet IR FOMAT FsffRrerrer smores
[0 Medical Documents (if any) [ All past medical records for any treatment
ST TS (TRT STHITHE) taken
Frarrar) wqot S Aidh nf sl wwtl, srcien
HETT

[0 Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all

test/investigation reports, discharge summary, indoor case paper
T e SATTRIUIT=T TSt ST So=TraTs e St Jerehra et Fevrerel §el =T=rva/qurausi= S7eard, fewarst
o, STSIST HE UIT

This acknowledgement slip should not be construed 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.

T FEUTS! STeATT Tl A . 0T STTTQAT SATch Sy, Hifedt ST areareht Soha sheoarear fufaren g et Straweeh T HTTva gaeh Ted Sad.
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Documents to be submitted along with this form:

T HHRISR ST TR AR

e Original policy document
T HROT TGS

e Family physician certificate
fireft frsfifyrr= oo

e Attending physician certificate
U T fehsfifrEr= SO

e Complete medical records for diagnosis and treatment of the iliness diagnosed i.e. all test/investigation reports, discharge summary, indoor case
papers
SR FafmaE TS e Sireredr I e ST STeRmETS! I S5y Yars SaT. §a JTOn/ Tl sTEaTd, feeETst HIRie, 39 SR
e All past medical records for any treatment taken
I YR DI DUITE! STARTETS Y AR Yaie
e Cancelled cheque
ST D
e |d & residence proof

SIS JATOT ITATEAT YRTaT

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
et A AT SR @R ferfire:
Hfevfiger Frafe: gfre s 701, 702 9 703, 741 wrer, gRRes T, 3o <iad, 26/27 g S 3, deR — 560001, wfes: SmaemREIg siw giar e wiie 117, Hema wiie U66010KA2001PLC028883 dewmse: www.pnbmetlife.com
¥d - indiaservice@pnbmetlife.co.in smarer <rer t @R @ a1 1-800-425-6969  faAT simaTet fore, ST wotar, Tarie, 1, iy dreias, R HIaRaR Faraiiey, TR (af¥em), Ha€ — 400062 s +91-22-41790000 v +91-22-41790203
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