
Version 3.3 / Jan’20 / AavaRttaI 3.3 / jaanaovaarI’20 

Page 1 of 4 / i`"Bs 1 iSdh   4 

 

Critical Illness Claim Form 

gaMBaIr Aajaar davaa faVma 
 

POLICY NUMBER / paaVilasaI k`maaMk              
Important instructions: 
mahttvaacyaa saUcanaa: 

 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. 

Ainavaaya_ dstaeovajaaMsah, AaQaI Barlaolyaa Wlaoma faVma_cyaa sabaimaSana paaVilasaI AMtaga_ta Aamacyaa kMpanaIcyaa daiyatvaaMmaQyao pa`vaoSa mhNaUna gaRihta Qartaa yaoNaar naahI. kaoNatyaahI ejaMTlaa / maQyasqaalaa kMpanaIcyaa 
vataInao kaoNataohI {ttardaiyatva svaIkarNyaasaazI AiQakRta kolao gaolao naahI ikMvaa kolao jaaNaar naahI.

 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. 

KaalaIla faVma_caI AavaSyaktaonausaar paUta_taa kr}na, KaalaI idlyaapàmaaNao Ainavaaya_ dstaeovajaaMsah lavakr saadr kolyaasa taumacyaa davyaacaI pa`ik̀yaa AamhI vaogaanao kr} SakU. ApaUNa_ faVma_ saadr kolyaamauLo AaiNa/ 
ikMvaa Ainavaaya_ dstaeovaja sabaimaT na kolyaamauLo davaa pa`ik̀yaocyaa kaoNatyaahI ivalaMbaasaazI paIenabaI maoTlaa[f jabaabadar naahI.

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

ha faVma_ blaaVk AXaraMmaQao paUNa_ Barayacaa Aaho.

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

kRpayaa ka{]MTr saa[_na kra jaoqao faVma_maQao badla kolao Aahota. 

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

rajapai~ata AiQakarI/naaoTrI paiblak /maVijasT^oT ikMvaa sqaainak vyaWtaIcaI saaXaIdar mhNaUna sahI Ainavaaya_ Aaho. 

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

paIenabaI maoTlaa[fcyaa javaLcyaa SaaKaota ikMvaa var namaUd kolaolya pattyaavar sava_ fVama_ AaiNa sava_ AavaSyak gaaoYTI saadr krayacyaa Aahota.

Section A: DETAILS OF THE LIFE INSURED 

ivaBaaga A: ivamaa {tarvalaolyaa vyaWtaIcao tapaSaIla

Name: ______________________________________________________________________ Age:   

naava: ________________________________________________________________________ vaya:  

Address (Current Residential Address):   

  

pattaa (vata_maana inavaasaI pattaa):   

  

City ____________________________ Pin Code ___________________________ State   

Sahr_____________________________ ipana kxaoD  ____________________________ rajya _________________________________________________ 

Contact Number: Landline ___________________________________ /Mobile   

saMpak_ k`maaMk :laVMDlaa[na __________________________________________ /maaobaa[la   

E-mail Address: __________________ PAN No./ Form 60: _______________*Aadhaar No:  

[_maola: ________________________ paVna k̀x./fxaVma_ 60: __________________ *आधार क्र: 

*Only last 4 digits to be mentioned. 

*केवळ शेवटचे 4 अंक नमदू करायचे आहते. 

Section B: MEDICAL HISTORY OF LIFE INSURED 

ivaBaaga baI: ivamaa {tarvalaolyaa vyaWtaIcaa vaOd\yakIya [itahasa

Name of Illness/Disease/Injury Sustained:   

Aajaar / raoga/ duKaapataIcao naava:   

Symptoms:   

laXaNao:   

Duration of symptoms: __________________________ Date of Diagnosis:   

laXaNao kalaavaQaI: _______________________________ inadana taarIKa:   

When were these symptoms first evident/occurred:   

hI laXaNao pàqama kovha spaYT idsalaI / JaalaI:   

Date and Time of Admission _______________________ Date and Time of Discharge   

laXaNao pàvaoSaacaI taarIKa AaiNa vaoL _______________________ iDscaaja_caI taarIKa AaiNa vaoL   

Name of hospital:   

r}gNaalayaacao naava:   

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

  

taumhalaa paUvaI_ Asao kahI Jaalao haotao ka: hao  naahI (jar “hao,” Asaola tar tapaSaIla d\yaa)  

  

  

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

Aajaaracao svar}pa AaiNa savayaI 

Date of diagnosis of Illness 

Aajaaracyaa inadanaacaI taarIKa 

 Hypertension 

hayaparTonSana 

  Diabetes 

maQaumaoh 

  Asthma 

Asqamaa 

  IHD 

AayaecaDI 

 Malignancy 

mailagnansaI 

 

Other…………………………………… 

[tar ……………………………………… 

 

 Smoking 

Qauma`paana 

  Alcohol 

dar} 

  Tobacco 

taMbaaKaU 

  Drugs 

D^gsa 

  

If yes, Duration of Consumption______________________________________ & Quantity Consumed______________________ 

jar hao Asaola, tar GaoNyaacaa kalaavaQaI, __________________________________________ vaaparNyaacao pa`maaNa_____________________________ 

Information about the Critical Illness (Please tick the illness diagnosed) 

gaMBaIr AajaaraivaYayaIcaI maaihtaI (kRpayaa inadana Jaalaolyaa Aajaaravar iTk kra) 

 Heart attack 

=dyaivakaracaa JaTka 

 Stroke 

sT^aok 

 Blindness 

AMQatva 

 End Stage Liver Disease 

yakRtaacyaa AajaaracaI SaovaTcaI paayarI 

 Angioplasty 

eMijaAaoplaasTI 

 Aplastic Anemia 

eplaaisTk  eVinaimayaa 

 Parkinson’s Disease 

paaik_nsasa raoga 

 Primary Pulmonary Hypertension 

pa`aqaimak palmaaonarI hayaparTonSana 

 Motor Neuron Disease 

maaoTar nyaUraVna raoga 

 Kidney Failure 

ikDnaI folyauAr 

 Major Burns 

maojar bansa_ 

 Loss of Independent Existence 

svataM~a Aistatva gamaavaNao 

 Cancer 

kk_ raoga 

 Apallic Syndrome 

AVpaVilak isaMD^aoma 

 Brain Surgery 

maoMdU Sas~aik̀yaa 

 Heart Valve Surgery 

haT_ vaalva Sas~aik̀yaa 

 Major Organ Transplant 

mauKya Avayava pàtyaaraopaNa 

 Cardiomyopathy 

kaiD_yaaomaayaaopaVqaI 

 Poliomyelitis 

paaoilayaaomaailaiTsa 

 Muscular Dystrophy 

snaayaUMcaI ivakRtaI 

 Medullary Cystic Disease 

maoDUlarI isaisTk raoga 

 Alzheimer’s Disease 

AlJaayamar raoga 

 Terminal Illness 

Tima_nala Aajaar 

 Chronic Lung Disease 

fuFfusaaMcaa taIva` Aajaar 

 CABG (Coronary Artery Bypass Surgery) 

saIebaIjaI (kaoraonarI AaT_rI baayapaasa saja_rI) 

 Benign Brain Tumor 

baonaa[na bàona Tyaumar 

 Coma 

kaomaa 

 Major Head Trauma 

DaoWyaavar maaoza AaGaata 

 Paralysis 

paXaaGaata 

 Deafness 

baihropaNaa 

 SLE with Lupus Nephritis 

laupasa naof`ayaiTsasah esaela[_ 

 Multiple Sclerosis 

mailTpala sWlaraoisasa 

 Loss of Speech 

baaolaNao gamaavaNao 

 Surgery to Aorta 

AaVraoTacaI Sas~aik̀yaa 

 Loss of Limbs 

Avayava gamaavaNao 

Section C: PAYMENT – NEFT 

saoWSana saI:  paomaoMT – ena[efTI 

Bank Account no:   

baVMk Kaatao k`maaMk :  

Name of bank:   

baVMkocao naava:  

IFSC code:   

AayaefsaI kaoD:  

Section D: DECLARATION & AUTHORIZATION 

saoWSana DI: GaaoYaNaa AaiNa AiQakRtataa 

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. I 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. 

maI yaad\vaaro Asao GaaoiYata krtaao kI varIla sava_ ivaQaanao satya AaiNa paUNa_ Aahota AaiNa maI kahIca dDvalaolao naahI ikMvaa tao baajaUlaa zovalao naahI. maI samajataao kI davyaacao pàpa~a saadr krtaanaa paIenabaI maoTlaa[fnao 
daiyatva svaIkarlao naahI ikMvaa paaVooilasaIcyaa AMtaga_ta tyaacao kaoNataohI AiQakar faf kolao naahI. maI ASaa pa`karo vaOd\yakIya ikMvaa r}gNaalayaalaa AiQakRta kolao Aaho jyaanao kaoNatyaahI Aajaar ikMvaa Aajaarabad\dla maaJaI 
tapaasaNaI kolaI Aaho ikMvaa malaa maaihtaI idlaI Aaho ikMvaa paIenabaI maoTlaa[f  yaaMnaI paaVilasaI jaarI kolyaanaMtar ikMvaa AaQaI maaJyaaSaI saMbaMiQata Aaraogya naaoMdI saadr kolyaa Aahota. 

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. 

AamhI yaapauZo saMmataI dotaao AaiNa paIenabaI maoTlaa[f  (yaa inavaodnaata saamaaivaYT Asalaolyaa ikMvaa Anyaqaa imaLvalyaa gaolaolyaa) kaoNatyaahI vaOyaiWtak /saMvaodnaSaIla maaihtaIcaa vaapar AaiNa pàkTIkrNa krNyaasaazI 
AiQakRta krtaao AaiNa tyaata kovaayasaI kagadpa~ao kaoNatyaahI vyaWtaI / saMsqaosa samaaivaYT kr} Saktaataa. yaa davyaacaI pàik̀yaa krNyaasaazI AaiNa / ikMvaa pauZIla saovaa pa`dana krNyaacyaa pa`yaaojanaaqa_, paunaiva_k`otaasaah, 
paIenabaI maoTlaa[f saMbaMiQata ikMvaa saMlagna ikMvaa gauMtalaolyaa saMsqaa /AnvaoYaNa krNaa%yaa ejansaI, ivak̀otao AaiNa {d\yaaoga saMGa / saMGaTnaa yaaMcaa samaavaoSa Aaho. 

Signature/Left Thumb impression _______________________________________________________ Date __________________________________ 

svaa XarI / Davyaa AMgazyaacaa zsaa ______________________________________________________________ taarIKa __________________________________ 
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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) 
गंभीर आजारपण दावा फॉर्म भरणाऱ्या व्यक्तीद्वारे घोषणापत्र (गंभीर आजारपण दावा फॉर्म अजम प्रपत्राच्या भाषेपेक्षा वेगळ्या भाषेत भरला/सही केला असल्याच्या प्रसंगात) 

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. 
मी याद्वारे धोषित करतो/ते की मी दावा करणाऱ्याला त्याला/षतला समजणाऱ्या भािेत गंभीर आजारपण दावा फॉममचा मजकूर स्पष्ट करून सांषगतला आह.े तो त्याला/षतला पणूमपणे समजला आह ेआषण दावा करणाऱ्याने 

परुवलेल्या माषहतीनसुार उत्तरे नोंदवलेली आहते आषण उत्तरे दावा करणाऱ्याला वाचनू दाखवली, त्याला/षतला पणूमपणे समजली आषण त्याने/षतने पषु्टी केली. 

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 
फॉमम आषण दस्तऐवजातील मजकूर मला पणूमपणे समजावनू सांगण्यात आला आह ेआषण की त्यात नमदू केलेला मजकूर आषण प्रस्ताषवत दाव्यासाठी त्याचे महत्त्व मला पणूमपणे समजले आह.े 

       

DATE 

तारीख 

 PLACE 

षठकाण 

 Signature of the Declarant 

घोिणा करणाऱ्याची सही 

 Signature / Left thumb Impression Claimant/ 
Nominee 

दावा करणाऱ्याची / नामषनदषेशतीची सही / डाव्या अंगठ्याचा 

ठसा 

Name of Witness: ___________________________________________ Signature of Witness:   

साक्षीदाराचे नाव: _______________________________________________ साक्षीदाराची सही:   

Address of Witness:   

साक्षीदाराचा पत्ता:   

Date: _____________________________________________________ Place:   

तारीख: _____________________________________________________ ठिकाण:   

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP 

गंभीर आजारपण पोचपावती 

Policy number(s) ____________________,  _____________________, ____________________, _____________________, 

पॉषलसी क्रमांक  

Name of claimant   

दावा करणाऱ्याचे नाव  

Branch name & code   

शाखेचे नाव आषण कोड  

Date: ____________________________________________ Employee name & Code   

तारीख:  कममचाऱ्याचे नाव आषण कोड  

Company Seal & 
Stamp with Date 

and time 

कंपनीची मोहोर आषण 

षशक्का तारीख आषण 

वेळेसह 
 

Documents 
Submitted: 

दस्तऐवज सादर केलेले: 

 Original Policy Document 

मळू पॉषलसी दस्तऐवज 

 Claimant’s photo identity proof 

दावा करणाऱ्या फोटो ओळखपत्र परुावा 

 Family physician certificate 

फॅषमली षफजीषशयनचे प्रमाणपत्र 

 

 

 Cancelled cheque / Copy of bank passbook 

रद्द केलेला धनादशे/बँक पासबकुची नक्कल 

 Attending physician certificate 

उपचार करणाऱ्या षफजीषशयनचे प्रमाणपत्र 

 

  Medical Documents (if any) 

वैद्यकीय दस्तऐवज (काही असल्यास) 

 All past medical records for any treatment 
taken 

षनदानासाठी संपणूम वैद्यकीय नोंदी आषण षडस्चाजम समरी, इनडोअर 

केसपेपर 

 

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

षनदान केलेल्या आजारपणाच्या षनदानासाठी आषण उपचारासाठीच्या संपणूम वैद्यकीय नोंदी म्हणजेच सवम चाचण्या/तपासण्यांचे अहवाल, षडस्चाजम 

समरी, इनडोअर केस पेपर 

 

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. 

चपावती म्हणजे दाव्याचा स्वीकार मान ूनये.  कंपनी आपला अषतररक्त दस्तऐवज, माषहती आषण दाव्याची प्रषक्रया करण्याच्या षनणमयाच्या दृष्टीने आणखी आवश्यक गरजा मागण्याचा हक्क राखनू ठेवते. 
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Documents to be submitted along with this form: 

yaa faVma_baraobar jama kravayaacaI kagadpa~ao: 

 Original policy document

maUL QaaorNa dstaeovaja

 Family physician certificate

फॅषमली षफजीषशयनचे प्रमाणपत्र 

 Attending physician certificate

उपचार करणाऱ्या षफजीषशयनचे प्रमाणपत्र 

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

{paisqata icaiktsak pa`maaNapa~a inadana Jaalaolyaa raogaacao inadana AaiNa {pacaarasaazI paUNa_ vaOd\yakIya rokaVD_ {da. sava_ tapaasaNaI/ tapaasaNaI Ahvaala, iDscaaja_ saaraMSa, [na DaoAr

 All past medical records for any treatment taken

kosa paopar Gaotalaolyaa kaoNatyaahI {pacaaraMsaazI sava_ maagaIla rokaVD_

 Cancelled cheque

rd\d caok

 Id & residence proof

AayaDI AaiNa rahNyaacaa pauravaa

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, 
CI 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 

paIenabaI maoTlaa[f [MiDyaa [MSaurnsa kMpanaI ilaimaToD 

naaoMdNaIkRta kayaa_laya: yauinaT k̀.  701, 702 va 703, 7vaa majala, paiScama ivaMga, rhojaa TaVvasa_, 26/27 ema. jaI. raoD, baMgalaaor – 560001, knaa_Tk; AayaAarDIe AaVf [MiDyaa naaoMdNaI k̀maaMk 117, saIAaya k̀maaMk U66010KA2001PLC028883 vaobasaa[T:  www.pnbmetlife.com,  
[maola - indiaservice@pnbmetlife.co.in Aamhalaa Taola f̀I var kaVla kra 1-800-425-6969  ikMvaa Aamhalaa ilaha, 1laa majalaa, ToWnaIplaosa, 1, ToWnaIplaosa kaVmplaoWsa, vaIr saavarkr FlaayaAaovhr, gaaorogaaMva (paiScama), mauMba[_ – 400062 faona:  +91-22-41790000 fVWsa +91-22-41790203

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

