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Claim form - PNB MetLife Mera Heart & Cancer Care 
cÇgÈ fôiÔ - fÈHegÈ ÑiŒÇBhü ÑilÇ tÇVÔ Hgõ LèÇ¨Êl ÑLk–Çl 

 

POLICY NUMBER / ¨àÿçÓç oeÿºÀÿ:              

Important instructions:  
ଗୁରୁତ୍ୱପୂର୍ଣ୍ଣ ନରି୍ଦ୍ଦଣଶ: 

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. 

¨íÀ ~ {Ü æB$#¯ æ ’ æ¯ ç ü þö, Aæ¯ É¿L ¯ æš† æþíÁ L ’ à çà ú ÓÜ ç† ’ æQà L À æ¾ç¯ æL ë ¨à çÓç A™êœ {À Aæ» L ̧ æœ ç ’ ́æÀ æ Dˆ À ’ æßç† ́ Ó´êL æÀ µ æ¯ {À ¯ ç` æÀ L À æ¾ç¯ œ æÜ ]>  {L ò~Óç F{f+/þš×† æL æÀ ê L ̧ æœ ç † À 
ü À ë {L ò~Óç ¨÷L æ{À Dˆ À ’ æßê {Ü æBœ $æ; ç L çºæ Dˆ À ’ æßç† ́ Ó´êL æÀ L À ç¯ æL ë A™#L õ† œ ëÜ ; ç> 

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. 

AÇgqèL gÇdüjaÇiÌnL cmÈmü stÈa eÈiïÑl cÈAÇjÇBbÊgÇ AeÊjÇk–É HtÈ fôiÔ AÇNÊAÇ cÇMm LÑm AÇÑ³iÇÑe AÇfZz– cÇgÈ qÉOê fêLÈêk–ÇLlZ LlÈgÇLÊ sxi ÑtgÊ| As°Ì•›Ô cÇgÈ fôiÔ cÇMm LlÈgÇ 

Hgõ / LÈ²•Ç gÇdîÇiÌnL cmÈmü cÇMm e LlÈgÇ LÇlZlÊ fêLÈêk–ÇLlZÑl ÑLÓZsÈ gÈn²• fÇBø fÈHeügÈ ÑiVü mÇBfôü cÇk–É Ñtg eÇtÈ÷| 

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

FÜ ç ü þö Ó¸í‚ ö µ æ¯ {À ¯ âL AäÀ {À ¨íÀ ~ L À æ¾ç¯ > 

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

’ ßæL À ç FÜ ç ü þö{À {¾Dôv æ{À Óó{Éæ™œ L À æ¾æBdç/{à Qæ L sæ¾æBdç {Óv æ{À ¨÷† ç Ó´æäÀ L À ;ë > 

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

{S{f{sx ú Aü çÓÀ Z À /{œ æsæÀ ê ¨¯ âçL ú/þæfç{Î÷sú L çºæ ×æœ êß {ä† ÷À SëÀ ë† ́̈ í‚ ö ¯ ¿N çZ À Óæä¿À Ó´æäÀ SëÀ ë† ́̈ í‚ ö {Ü æB$æF> ü þö F¯ ó ÓþÖ Aæ¯ É¿L † æ œ çL s¯ ̂  öê ¨çFœ ú¯ ç {þsú à æBü À ÉæQæ L æ¾ö¿æÁ 
ß{À L çºæ D¨À ¯ ‚ }† v çL ~æ{À ’ æQà L À æ¾ç¯ > 

Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above. 
fÈHegÈ ÑiŒÇBh ର ନକିଟସ୍ଥ ଶାଖା କାର୍ଯ୍ୟାଳୟରର କମି୍ବା ଉପରରାକ୍ତ ଠକିଣାରର ଦାଖଲ ରେବାକୁ ଥିବା ଫମ୍ ୍ଏବଂ ସମ୍ସ୍ତ ଆବଶୟକତା 
 

Section A: DETAILS OF THE LIFE INSURED  
gÈhÇN A: gÉiÇhÊv SÉgel gÈglZÉ  

Name:_____________________________________________________________________ Age:   

oeÿæþ:________________________________________________________________ ¯ÿßÓ:  

Address (Current Residential Address):   

  

vÿçLÿ~æ (Óæ¸÷†ÿçLÿ ¯ÿæÓ×æoeÿ vÿçLÿ~æ):   

  

City: _____________________________ Pin Code: ___________________________ State:   

ÓÜÿÀÿ: _____________________________ ¨çoeÿú {Lÿæxÿ:ú ____________________________ Àÿæf¿:  

Contact Number: Landline ___________________________________ /Mobile   

{¾æSæ{¾æS oeÿºÀÿ: àÿ¿æƒàÿæBoeÿú: _________________________________ /{þæ¯ÿæBàÿ:ú   

E-mail Address: _________________ PAN No./ Form 60: ________________*Aadhaar No: 

CÑiÒm WÈLZÇ:_______________________ ପୟାନ  ନଂ./ ଫମ୍ ୍60: ____________________ *ଆଧାର ନଂ:     

*Only last 4 digits to be mentioned. 

* ରକବଳ ରଶଷ 4 ଅଙ୍କ ଉରେଖ କରାରି୍ଯବା ଆବଶୟକ। 

Section B: MEDICAL HISTORY OF LIFE INSURED  
¯ çµ æS B: SÉgel QÈLÈísÇ BaÈtÇs gÉiÇhÊv  

Name of Illness/Disease/Injury Sustained:   

AÓë×†ÿæ/{ÀÿæS/{ÜÿæB$#¯ÿæ AæWæ†ÿÀÿ oeÿæþ:  

Symptoms:   

D¨ÓSöSëxÿçLÿ:  

Duration of symptoms: __________________________ Date of Diagnosis:   

D¨ÓSöSëxÿçLÿÀÿ A¯ÿ™#: _____________________________`ÿçÜÿ§sLÿÀÿ~Àÿ †ÿæÀÿçQ:  

When were these symptoms first evident/occurred:   

¨÷$þ àÿä~ {Lÿ{¯ÿ {’ÿQæ {’ÿB$#àÿæ/Wsç$#àÿæ:  

Date and Time of Admission: ________________________ Date and Time of Discharge:   

’ÿæQàÿÀÿ †ÿæÀÿçQ F¯ÿó Óþß: ____________________________ oeÿçÍõ†ÿçÀÿ †ÿæÀÿçQ F¯ÿó Óþß:
 

Name of hospital:   

¯ÿ¿¯ÿÓæßÀÿ oeÿæþ:  

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

  

A†ÿê†ÿ{Àÿ Aæ¨~Zÿvÿæ{Àÿ FÜÿç¨Àÿç A¯ÿ×æ {’ÿQæ{’ÿB$#àÿæ Lÿç:  Üÿô  oeÿæ (¾’ÿç Üÿô, ¯ÿç¯ÿÀÿ~ê ¨÷’ÿæoeÿ LÿÀÿ;ëÿ)  

  

 

 

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

AsÊÄaÇ Hgõ AhèÇsl fêLÎaÈ 
Date of diagnosis of Illness 

AÓë×†ÿæ `ÿçÜÿ§sLÿÀÿ~Àÿ †ÿæÀÿçQ

 Hypertension 

Daÿ ÀÿNÿ`ÿæ¨ 

  Diabetes 

þ™ë{þÜÿ 

  Asthma 

É´æÓ {ÀÿæS 

  IHD 

AæBF`ÿúxÿç 

 Malignancy 

iÇmÈNêÇ©Û ç 
 

Other…………………………………… 

Aoeÿ¿æoeÿ¿………………………………… 

 

 Smoking 

™íþ¨æoeÿ LÿÀÿç¯ÿæ 

  Alcohol 

þ’ÿ¿¨æoeÿ 

  Tobacco 

†ÿþæQë {Ó¯ÿoeÿ 

  Drugs 

þæ’ÿLÿ ’÷ÿ¯ÿ¿ 
{Ó¯ÿoeÿ 

  

If yes, Duration of Consumption______________________________________ & Quantity Consumed_________________________________________ 

¾’ÿç Üÿô, {Lÿ{†ÿ ¯ÿÌö {Üÿàÿæ {Ó¯ÿoeÿ LÿÀÿëd;ÿ ç________________________________________ F¯ÿó {Ó¯ÿoeÿ LÿÀÿë$#¯ÿæ ¨Àÿçþæ~ _________________________________________ 

Information about the Critical Illness (Please tick the illness diagnosed) 
fsçÁÿ AÓë×†ÿæ ¯ÿçÌß{Àÿ Óí`ÿoeÿæ (’ÿßæLÿÀÿç `ÿçÜÿ§s {ÜÿæB$#¯ÿæ AÓë×†ÿæ{Àÿ sçLÿú `ÿçÜÿ§ ’ÿçA;ëÿ) 

List of Heart conditions covered under Heart Cover 

tÇVÔLhl AdüeÑl gÉiÇ sÊlxÈa tÎcüÑlÇNl aÇmÈLÇ 
List of Cancer conditions covered under Cancer Cover 

LèÇeslü Lhl AdïÑl gÉiÇ sÊlxÈa gÈhÈeï LLÔV ÑlÇNl aÇmÈLÇ 

Mild Stage 

Óæ™æÀÿ~ A¯ÿ×æ 

 Angioplasty (stenting for Coronary Arteries) 

AæqçH¨âæÎç (Lÿ{ÀÿæoeÿæÀÿê Aæ{söÀÿê ¨æBô {Î+çó) 

 Angioplasty and Stenting for Carotid Arteries 

AæqçH¨âæÎç F¯ÿó Lÿ¿æ{Àÿæsçxÿú Aæ{söÀÿêÀÿ {Î+çó 

 Endarterectomy 

FƒæAæ{sö{Àÿ{Luÿæþç 

 Renal Angioplasty 

{Àÿoeÿæàÿú AæqçH¨âæÎç 

 Percutaneous procedures for Repair or Replacement of Heart Valves 

tÇVÔhÇmüg fêaèÇÑlÇfZ gÇ ilÇiaÈ fÇBø fLÔèVÇeÈAsü f¢aÈ 

 Pericardectomy 

{¨ÀÿçLÿæ{xÿö{Luÿæþç 

 Minimally Invasive Surgery for Aortic Aneurysm 

AÇJVÈLü AÇeèlÈSÈiü fÇBø iÈeÈiÇmÈ BeühÇsÈgü sSÔlÉ 

 Infective Endocarditis 

AfêhÇgÉ HÑ˜ÇLXÔÇBVÈsü 

 Specified Early Stage Cancer or Carcinoma–in–situ 

G oeÿç•öæÀÿç†ÿ ¨÷æ$þçLÿ ¨¾ö¿æßÀÿ Lÿ¿æoeÿÓÀÿ Lÿçºæ LÿæÓ}{oeÿæþæ Boeÿú Óçsë 

Moderate Stage 

þšþ ¨¾ö¿æß 

 Initial implantation of Permanent Pacemaker of Heart or Insertion of 
Implantable Cardioverter defibrillator (ICD) 

Üÿæsö{Àÿ ¨þöæ{oeÿ+ {¨Óú{þLÿÀÿÀÿ ¨÷æÀÿ»çLÿ ¨÷†ÿç×æ¨oeÿ Lÿçºæ Boeÿ{¨âæ{+¯ÿëàÿú Lÿæxÿ}HμÿsöÀÿ  
xÿçüÿç¯ÿ÷ç{àÿsÀÿ (AæBÓçxÿç) Óó×æ¨oeÿ 

 Surgery to place ventricular assist devices or total artificial hearts 

Ñh€Èë•LÊmÇl AÇsÈsXÈhÇBsü ÄÇfe fÇBø LÈ²•Ç s°Ì•›Ô LÎaÈêi tÎaüfÈ˜ ÄÇfe fÇBø 

AÑÃÇfQÇl 

 

Following Cancer related Surgeries necessitated due to an eligible Carcinoma–
in–situ cancer claim* are covered: 

jÇtÇLÈ LÇsÕÑeÇiÇ Beü sÈVÊ LÇlZlÊ ÑtÇBbÇH LèÇesl Ñwiü *Ñl gÉiÇ sÊlxÈa eÈiÑ¥ ÑjÇNè 

ÑtÇBbÇH: 

 Mastectomy for Carcinoma-in-situ of the breast 

Öoeÿ{Àÿ LÿæÓ}{oeÿæþæ Boeÿú Óçsë ¨æBô þæ{Î{Luÿæþç 

 Orchidectomy for Carcinoma-in-situ of the tests 

¯ÿõÌ~{Àÿ LÿæÓ}{oeÿæþæ Boeÿú Óçsë ¨æBô ALÿ}{xÿ{Luÿæþç 

 Cystectomy for Carcinoma-in-situ of the Urinary Bladder/T1NoMo Urinary 
Bladder Cancer 

þë†ÿ÷æÉßÀÿ LÿæÓ}{oeÿæþæ Boeÿú Óçsë ¨æBô Óç{Î{Luÿæþç /T1NoMo þë†ÿ÷æÉß LÿLÿös 
 

 Total Abdominal Hysterectomy and Bilateral Salpingo- Oophorectomy for 
Carcinoma-in-situ of the Cervix / Carcinoma-in-situ of the Uterus / 
Carcinoma-in-situ of the Ovary  

ÑVÇVÇmü AÇgÑXÇiÈeÇmü tÈÑ»•ÑlÇÑùYÇiÈ Hgõ gÇBmèÇÑVlÇmü sÇmfÈÑŠ–Ç D ÑfôÇÑlÑLÜÇiÈ 

shÕLél LÇsÕ ÑeÇiÇ Beü sÈVÊ fÇBø / SlÇkË–l LÇsÕÑeÇiÇ Beü sÈVÊ / xÿçºæÉßÀÿ LÇsÕÑeÇiÇ 

Beü sÈVÊ 

*A CiS cancer claim must be payable for payment of this benefit 

*A CiS LèÇesl Ñwiü HtÈ mÇh ÑfÒW fÇBø ÑfÒWÑjÇNè ÑtgÇ AÇgqèL 

Severe Stage 

SëÀÿë†ÿÀÿ A¯ÿ×æ 

 Myocardial infarction (First Heart Attack – Of Specified Severity) 

þæ{ßæLÿæxÿ}Aæàÿú Boeÿüÿ÷æOÿoeÿú (¨÷$þ Üÿõ’ÿúWæ†ÿÿ- oeÿç•öæÀÿç†ÿÿ SëÀÿë†ÿÀÿ†ÿæÀÿ) 

 Cardiomyopathy 

Lÿæxÿ}Hþæ{ßæ¨æ$# 

 Major surgery of the Aorta 

{þfÀÿ ÓföÀÿê Aüÿú AæHsöæ 

 Open Chest CABG 

H¨oeÿú {`ÿÎú ÓçF¯ÿçfç 

 Open Heart Replacement or Repair of Heart Valves 

Jfeü tÇVÔ lÈÑfñsÑi€• LÈ²•Ç tÇVÔ hÇmüg lÈÑfk–Çl 

 Heart Transplant 

Üÿæsö s÷æoeÿÛ¨âæ+ú 

 Major Cancer diagnosis 

{þfÀÿ Lÿ¿æoeÿÓÀÿ `ÿçÜÿ§sLÿÀÿ~ 
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Section C: PAYMENT - NEFT

¯ çµ æS C: {¨ðvÿ-FoeÿúBFüÿúsç 

Bank Account no:   

¯ÿ¿æZÿ AæLÿæD+ oeÿºÀÿ:  

Name of bank:   

¯ÿ¿æZÿÀÿ oeÿæþ:  

IFSC code:   

AæBFüÿFÓç {Lÿæxÿú:  

Section D: DECLARATION & AUTHORIZATION 
¯ çµ æS D: {WæÌ~æoeÿæþæ F¯ÿó ¨÷æ™#LÿÀÿ~ 

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

iøÊ HacóÇlÇ ÑOÇrZÇ LlÊRÈ Ñj DfÑl cÈAÇjÇBbÊgÇ siiî gmîgè saè Hgõ s°Ì•›Ô Hgõ ÑiÇ fxlÊ ÑLÓZsÈ abè mÊuÇkÈ–a lMÇjÇH eÇtÈ÷| gÊTÈRÈ Ñj cÇgÈ fôiÔ cÇMm LmÇÑgÑn fÈHeügÈ ÑiVümÇBfôü ÑLÓZsÈ 

fêLÇÑl fmÈsÈ AdÉeÑl ÑLÓZsÈ DœlcÇkÈ–aó sóÉLÇl LlÈeÇtÇ¥È LÈ²•Ç HtÇl ÑLÓZsÈ AdóLÇl fêaèÇtÇl LlÈÑeBeÇtÇ¥È| iøÊ HacóÇlÇ XÇvl LÈ²•Ç XÇvlMÇeÇ Ñj LÈ ÑiÇl AsÊÄaÇ LÈ²•Ç ÑlÇN fÇBø ÑiÇl 

ÑcMÇqÊZÇ LlÈR¥È LÈ²•Ç flÉxÇ LlÈR¥È LÈ²•Ç QÈLÈísÇ LlÈR¥È ÑsiÇÑe ÑiÇl sóÇÄè AgÄÇ gÈrk–Ñl abè gÇ sÌQeÇ jÇtÇLÈ fÈHeügÈ ÑiVü mÇBfôü cóÇlÇ fmÈsÈ SÇlÈ LlÇjÇBbÊgÇ fÑl gÇ fÌgÔlÊ AÇgqèL 

ÑtÇBfÇÑl aÇtÇ fêLÇq LlÈgÇ fÇBø ÑlLXÔÑl sõmNï LlÈgÇ fÇBø AdÌLÇl fêcÇe LlÊRÇ| iøÊ / AÇÑ³ HacóÇlÇ AÇtÊlÈ idüj s´–aÈ fêcÇe LlÊRÊ Ñj fÈHeügÈ ÑiVü mÇBfôü eÈLVÑl Dfmgã LÈ²•Ç ÑiÇWÇlÊ 

/ AÇ³WÇlÊ sõNÎtÉa ÑLÓZsÈ güjvÈNa Hgõ sÑ²•ceqÉn sÌQeÇ (HtÈ gvgèÑl ltÈbÊgÇ LÈ²•Ç AeèbÇ tÇsm LlÇjÇBbÊgÇ) gègtÇl Hgõ flÈfêLÇq LlÈgÇLÊ AdÌLÎa LlÊRÊ, jÇtÇLÈ ÑLÓZsÈ gèvÈ / 

AeÊ¼Çe / fÈHeügÈ ÑiVü mÇBfôü stÈa LÇjÔèla LÈ²•Ç AeÊg©Èa LÈigÇ SXÈa ÑtÇBfÇÑl, aÇtÇl ÑLdÎBsÈ cmÈmü ÑtÇBfÇÑl, jÇtÇLÈ A¥hÔÊv LÑl fÊeö gÉiÇLÇlÉ, cÇgÈ AeÊs©ÇeLÇlÉ sõÄÇ, Ñh˜l 

Hgõ stÑjÇNÉ qÈµ/ sõO, AaÈlÈmÊ ÑsgÇ fêcÇe LlÈgÇ fÇBø Hgõ / LÈ²•Ç HtÈ cÇgÈ fêLÈêk–ÇLlZ hÑ¡qüjÑl ÑtÇBfÇÑl| 

Signature/Left Thumb impression ___________________________________________ Date      

Ó´æäÀÿ/ ̄ ÿæþ ÜÿÖ ̄ ÿõ•æèëÿÁÿç sç¨`ÿçÜÿ§:__________________________________________________ †ÿæÀÿçQ:____________________________________________________ 

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) 

ଏହ ିଗୁରୁତର ଅସୁସ୍ଥତା ଦାବ ିପତ୍ର ପୂରଣ କରୁଥିବା ବୟକି୍ତଙ୍କ ଦ୍ୱାରା ର୍ଦ୍ ାଷଣା । ( ଗୁରୁତର ଅସୁସ୍ଥତା ଦାବ ିପତ୍ର ଆର୍ଦ୍ବଦନ ପତ୍ର ଠାରୁ ଭିନ୍ନ ଏକ ଭାଷାର୍ଦ୍ର ପୂରଣ /ସ୍ୱାକ୍ଷର ର୍ଦ୍ହବା ର୍ଦ୍କ୍ଷତ୍ରର୍ଦ୍ର) 

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. 

ମ୍ ୁ ଏତଦ୍ୱାରା ର ାଷଣା କରୁଛ ିରର୍ଯ ମ୍ ୁ ଏେ ିଗୁରୁତର ଅସୁସ୍ଥତା ଦାବ ିପତ୍ରର ବଷିୟ ବସୁ୍ତ ତାଙ୍କ ଦ୍ୱାରା ବୁଝାର୍ଯାଉଥିବା ଏକ ଭାଷାରର ଦାବୀଦାରଙୁ୍କ ସମୂ୍ପର୍୍ଣ୍ ଭାବରର ବୟାଖୟା କରଛି ି। ତାୋ ତାଙ୍କ ଦ୍ୱାରା ସମୂ୍ପର୍୍ଣ୍ ଭାବରର ବୁଝାର୍ଯାଇଛ ିଏବଂ 
ଉତ୍ତରଗୁଡ଼କି ଦାବଦିାରଙ୍କ ଦ୍ୱାରା ପ୍ରଦାନ କରାର୍ଯାଇଥିବା ସୂଚନା ଅନୁର୍ଯାୟୀ ରରକର୍୍ କରାର୍ଯାଇଛ ିଏବଂ ଉତ୍ତରଗୁଡ଼କି ଉଚ୍ଚ ସ୍ୱରରର ପଢ଼ାର୍ଯାଇଛ ିଏବଂ ଦାବଦିାରଙ୍କ ଦ୍ୱାରା ସମୂ୍ପର୍୍ଣ୍ ଭାବରର ବୁଝାର୍ଯାଇଛ ିଏବଂ ପୁଷ୍ଟ ିକରାର୍ଯାଇଛ।ି 

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 

HtÈ fôiÔ Hgõ cÂÇgÈSl gÈrk–gÂË ÑiÇÑa s°Ì•›Ô hÇÑgl gÊTÇB cÈAÇjÇBRÈ Hgõ iøÊ HWÇÑl DÑmñM LlÇjÇBbÈgÇ gÈrk–gÂË Hgõ fêÂÇgÈa cÇgÈÑl HtÇl NÊlÊaó hmhÇgÑl gÊTÈRÈ   

       

Date 

ତାରଖି 
 Place 

ସ୍ଥାନ 
 Signature of Declarant 

ର ାଷଣାକାରୀଙ୍କ ସ୍ୱାକ୍ଷର 

 Signature / Left thumb Impression 

Claimant/ Nominee 

ସ୍ୱାକ୍ଷର / ବାମ୍ ବୃଦ୍ଧାଙୁ୍ଗଷି୍ଠ ଛାପ ର ାଷଣାକାରୀ/ ରନାମ୍ନି ି

Name of Witness: ___________________________________________ Signature of Witness: __________________________________________ 

ସାକ୍ଷୀଙ୍କ ନାମ: _________________________________________________ ସାକ୍ଷୀଙ୍କ ସ୍ୱାକ୍ଷର: ________________________________________________ 

Address of Witness: __________________________________________________________________________________________________________ 

ସାକ୍ଷୀଙ୍କ ଠକିଣା: _________________________________________________________________________________________________________________ 

Date: ____________________________________________________ Place: ______________________________________________________ 

ତାରିଖ: ____________________________________________________ ସ୍ଥାନ: _______________________________________________________ 

 

 

 

CRTICALL ILLNESS ACKNOWLEDGEMENT SLIP 

ଗୁରୁତର ଅସୁସ୍ଥତା ପ୍ରାପି୍ତସ୍ୱୀକାର ସ୍ପପି  
Policy number(s) ______________________,  ______________________, _____________________, _____________________, 

ପଲିସ ିନମ୍ବର(ଗୁଡ଼କି)  
Name of claimant  

ଦାବଦିାରଙ୍କ ନାମ୍  
Branch name & code   

ଶାଖା ନାମ୍ ଏବଂ ରକାଡ   
Date: ____________________________________________ Employee name & Code   

ତାରଖି: କମ୍୍ଚାରୀ ନାମ୍ ଏବଂ ରକାଡ   

Company Seal 
& Stamp with 
Date and time 

ତାରଖି ଏବଂ ସମ୍ୟ 
ସେ କମ୍ପାନୀ ସଲି  
ଏବଂ ଷ୍ଟାମ୍ପ 

 

Documents 
Submitted: 

ଦସ୍ତାବଜିଗୁଡ଼କି               
ଦାଖଲ କରାଗଲା: 

 Original Policy Document 

ମୂ୍ଳ ପଲିସ ିଦସ୍ତାବଜି        
 Photo identity & residence proof 

ଫରଟା ପରଚିୟ ଏବଂ ଆବାସ ପ୍ରମ୍ାଣ 
 Doctor’s Certificate - Critical Illness 

ଡାକ୍ତରଙ୍କ ପ୍ରମାଣ ପତ୍ର - ଗୁରୁତର ଅସୁସ୍ଥତା 
 Cancelled cheque / Copy of bank passbook 

ବାତଲି ରୋଇଥିବା ରଚକ  / ବୟାଙ୍କକ   ପାସ ବୁକ ର ନକଲ 
 All past medical records for any treatment taken 
{L ò~Óç S÷Ü ~ L À æ¾æB$#̄  æ ` çL çûæ æ̈Bô A† ê† À ÓþÖ x æN À ê {À L x ö 

 Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge 
summary, indoor case paper 
QÈtïV Hgõ QÈtïV ÑtÇBbÈgÇ ÑlÇNl QÈLÈísÇ eÈiÑ¥ s°Ì•›Ô XÇvlÉ ÑlLXÔ AbÔîýsiÂ flÉxÇ/ jÇˆ lÈÑfÇVÔ, XÈsüQÇSÔ sÇlÇõq, BeüÑXÇlüÑLsüÑffêý 

The acknowledgement slip should not be construed as acceptance of claim. The company reserves the right to call additional documents, information 
and any further requirements necessary in order to decide on processing of the claim. 

HtÈ sóÉLÎaÈ sÈñfü cÇgÈl NêtZ hÇgÑl gÈÑgQeÇ LlÇjÈgÇ DQÈaü eÊÑtø। cÇgÈ fêLÈêk–ÇLlZ DfÑl eÈ¾•œÈ ÑegÇLÊ AaÈlÈv XLÊèÑi€ý•, sÌQeÇ Hgõ AÇgqèL Aeè L calls ZsÈ AÇgqèLaÇ 

Lmü LlÈgÇLÊ L°•ÇeÉ HtÇl AdÈLÇl sõlxZ LÑl। 



PNB MetLife India Insurance Company Limited 

Registered office: UnitNo.701,702 &703,7th Floor, West Wing, Raheja Towers,26/27 MG Road, Bangalore -560001, Karnataka. IRDA of India Registration number117. 

CI No. U66010KA2001PLC028883, call us 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 

¨çFoeÿú¯ÿç {þsúàÿæBüÿú BƒçAæ BoeÿÓ¿ëÀÿæoeÿÛ Lÿ¸æoeÿç àÿçþç{sxÿú 

fŠÈ–LÎa LÇjÔèÇnk–: kË–eÈVü eõ. 701,702 Hgõ 703, 7i itmÇ, f¸È•i fÇqÔó, lÇÑtSÇ VÇpÇsÔ, 26/27 Hiü SÈ ÑlÇXü, gÇƒ–ÇÑmÇlü - 560001, L›ÔÇVL | hÇlaÉk– gÉiÇ eÈk–ÇiL Hgõ Deïk–e LœÔÎfx fŠÈ–LlZ sõMèÇ 117 | sÈAÇB eõ. 

U66010KA2001PLC028883, AÇiLÊ eÈöqÊnØ 1-800-425-6969Ñl Lmü Ll¥Ë, ÑpgsÇBVü: www.pnbmetlife.com, BÑimü: indiaservice@pnbmetlife.co.in LÈióÇ AÇiLÊ HtÈ WÈLZÇÑl ÑmM¥Ë 1i itmÇ, ÑVLÈïÑfòLé - 1, ÑVLÈïÑfòLé 

LÑ°ò•Lé, Afôü gÉl shlLlü fôòÇHJhlü, ÑNÇÑlNøÇ (f¸È•i), iÊióÇB - 400062 | ÑfôÇeü: +91-22-41790000, fôèÇLé: +91-22-41790203 
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Documents to be submitted along with this form:  

FÜÿç üÿþö ÓÜÿç†ÿ ’ÿæQàÿ LÿÀÿæ¾ç¯ÿæLÿë $#¯ÿæ ’ÿàÿçàÿúSëÝçLÿ: 

• Original policy document 

þíÁÿ ¨àÿçÓç ’ÿàÿçàÿ 

• Doctor’s Certificate - Critical Illness 

xÿæNÿÀÿZÿ Óæs}üÿç{Lÿsú- fsçÁÿ AÓë×†ÿæ 

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

{ÀÿæS `ÿçÜÿ§s H `ÿçÜÿ§s {ÜÿæB$#¯ÿæ AÓë×†ÿæÀÿ `ÿçLÿçûæÀÿ Ó¸í‚ÿö xÿæNÿÀÿê {ÀÿLÿxÿö ¾$æ ÓþÖ ¨Àÿêäæ/AoeÿëÓ¤ÿæoeÿ Àÿç{¨æsö, oeÿçÍõ†ÿç ÓæÀÿæóÉ, A;ÿ… {ÀÿæSê ¯ÿçμÿæS {LÿÓú {¨¨Àÿú 

• All past medical records for any treatment taken 

{Lÿò~Óç S÷Üÿ~ LÿÀÿæ¾æB$#¯ÿæ `ÿçLÿçûæ ¨æBô A†ÿê†ÿÀÿ ÓþÖ xÿæNÿÀÿê {ÀÿLÿxÿö 

• Cancelled cheque 

¯ÿæ†ÿçàÿ {ÜÿæB$#¯ÿæ {`ÿLÿú 

• Id & residence proof 

¨Àÿç`ÿß F¯ÿó ¯ÿæÓ×æoeÿ ¨÷þæ~ 
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