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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 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
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Disability Claim Form

ofipSefo Sano DGDL

POLICY NUMBER / 0 D025

Important Instructions:
&‘1175353’-3 PV LN INTIVY

To be completed by the claimant in BLOCK letters
§oo BTG DY LTS’ QrQ Saird

Please answer all questions, use “Not Applicable” (N/A) as appropriate instead of leaving it blank.
SaDBD ey HE) oS s I, O 08 2c0en TS PRV “BRoSEd” (AD/D) &HAEFACSOE.

Counter-sign where amendments/alterations are made in the form.
DBA00S° BDD RICEIV/BPENVD )¢ Sodd Dodto Saird.

Witness signature is mandatory. Witness should be a Gazetted Officer/Notary Public/Magistrate or Person of local standing.
A4 Doddso SN0, Jd ot RBE D6 /Swb 08/ w&f@ﬁ 3/~ goas :bo;g DG o &ord.

CLAIMANT SHOULD SIGN ON ALL PAGES AT BOTTOM
Foxo SasoTd @) 520" §06s DodbSo Bosrd

The filling of this claim form is not to be construed as an admission of liabilities of our Company. No agent has been or is authorized to admit any liabilities on behalf of the Company.
© Sawo P rg Sabio HE S0 L, LGB 30030090 VOMEIBETER. IBokd o1 SO LGB BILBoBND WS o S,

Please submit the form & the requirements at the nearest branch office or the address mentioned above.
SAHED PR & BIVTVI DAVS' grod BHIS® For I HE) DorireS” BL0yosod.

Early and complete submission of requirements would enable the company to process claims at the earliest.
B0006550 06050 P BB VBB o FaS ITVod BB FRD VoIS Dew €9 6.

CLAIMANT DETAILS:
Soo B030°0 DdTren:

Name of the Insured:
Do B2 258 D:

Address:

QBT

Contact No.: E-mail address:
0RBoR) Vo.: R-0AS WE:

Bank Account Number of the Claimant*:
(favoring which the claim cheque is to be issued)
L) T BB0g); ejos T Do) *:

(@S d08roorT Sawoy B8 8 BoHSR)
Name & Address of the Bank*:
z.7°50§ DD & DT

DETAILS OF THE DOCTOR/HOSPITAL TREATED THE INSURED FOR DISABLITY:
oBeSSPOD ©0(HE Eo DArTrkIS Qs B0 Trgh dog), D

Name of the Doctor:
g D:

Name of the Hospital:

200G DA:

Address:

QBT

Contact No.: E-mail address:
DoAY No.: R-D00S OE:

SPECIFY WHICH DISABILITY IS APPLICABLE (List as per Policy Definitions):
O P 5008 Bedod (VD VWV P56 DT

a Loss of sight of one Eye a Loss on use of one Limb m] Loss of sight of both the eyes

28 820" ¢y ES’ydio 28 Sow ebairo S vt Boc> &¢S° @y Ee°yd00
a Loss of Hearing m ] Loss of use of two limbs o Loss of one limb & loss of sight of one eye

DS §S° 980 Bocw B &HABFHo 5665333630 28 Som g‘é‘bcmeq; 200000 28 $0) &R gé‘.)m;o
m ] Loss of speech and hearing m] Loss of Speech

Jrgretdo 000k DISE E'S*yHdeo Jrgreo S’ ydo

DETAILS OF ACCIDENT:
Lo dg); DJoren:

Cause of Accident:
VIS S°GER0:

Date of Accident:

Customer Service Toll free: 1800-425-6969. OR Call on: +91-80-2650-2244 (8:00 am to 8:00 pm) OR Version 2.2
Write to us at indiaservice@pnbmetlife.co.in {Qo‘{obdsa 2.2
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géy’cﬁo 36:

Is FIR lodged: O ves Ono
DO 0esb Tren BIvoe: [ZERY 37~V

If “yes” please attach the copy of Accident:
“e95)R0” 9B PAT0 DS 2eh BoSod:

HISTORY
)

Date of appearance of first symptoms:
DG VLT IDODD BE:

Have you ever had the similar condition in past: O ves Ono
(5650€5° REVD S® Qerod Vowode 00328 8as soddoe: 950 S

(If “yes,” state when and provide details):

(“e9s) 0" 900, DD HoBOKN DTN 290652503006 9SVERS ROEE e 2SIB00G):

PRESENT CONDITION:
06 063

Present symptoms:

VRS vgeren:

Findings (include results of current X-rays, ECGs or any other special tests):

SRFIEID QRS IEy-Ged, 822 Foe T WSS HBfE DOLeD):

TREATMENT:

Deoy

Date of first visit to Hospital/Doctor in this regard:
& DN’ VDG/TEE D W0BBIDD DS B6:

OP Number/Hospital No/Indoor Patient No.:
22 D0o225/e8200G Dodds @D EE B Jo2db:

(Date of last visit: Frequency of visits (Weekly/Monthly/Other):
(D38 Doty 86: D066y00 B PG @ATCo / DO T8/ @BCo);

Date of Last examination:
DHB HOL BE:

PROGRESS:
DTS

[m] Recovered [m] Improved a Unimproved [m] Retrogressed
STy o Sengomy o oSS 866 DBod

DECLARATION:
SyDsse:

| do hereby declare that all the above statements are true and complete. | understand that in furnishing claim form PNB MetLife has not admitted liability or waived any of its rights. | 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 regarding my state of health which he/they may have
acquired whether before or after the policy was issued by PNB MetlLife.

DO ) PELID DB BBOIO VOLIPEHD DL FOGIBUFVBNT ($DEOT") X0. owo G0 Treen BaeeS’ HIS D 2 I B VBT Tor  WPE LR HrD JaLTE.
DEDERD) RO T e00Y Tor 7 TS Tor BRRBD V8B TJ) TOJ 7 93865 2D 900D DArTGo S gFID VBJ/TW DAS D WE IS Fod QDD BSOS TobdD
BDODFAINLD I FOCIBIPVLIMT WA o BT .

1/We hereby further consent, and duly authorize, PNB MetLife to use, store, share, transfer and disclose any of the personal and sensitive information of mine/our collected or available with PNB
MetLife (whether contained in this document or obtained otherwise) which may include but not limited to my KYC documents to any individual / organization / 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.

/0000 2EB0DD Tor DID D WE T Y WorkernS &) & THES err) Tor FoswdTr) DB HaMG 0B KW BPD VIFTTR) EDAPASEIS, vy BoeEDS,
grrsﬁvsméo B3, 268 oS H0d0sL 2rgdo BaADEEIS DAD O o GO $ D20/B0B00 ROV VY BRT™) B0 SO DFTT VRS Go FRIT) 0. &8 FoVDVW 0 Badeio
&0 866y, FanD> FILRAGS DB, DFen H6aH 'aoc‘.i-e\g Y RADNOW/HETHOVE B IS D 206 FH & wRwoPoswdd Tor @RVBEGOEAS Tr D) POd DB B8 / VoY
7 20508 D¢ 20000 / Toe S0 L Bobowtio o SR BT OB SLE T SPD DTV DA GoGIWy,

Signature/Left Thumb impression of claimant: Date:
Sowo ROZVT°O VoS0, D FED DO BE: B36:
Name & Signature of Witness: Date:
A DS oBasw DodSo: 36:

Address of Witness:

F&. B DT

Official Seal of the Witness:

Fd Bg), OSG dew:

Note: Signature in Indian languages must have their English translation written beneath. Further the claimant signing in the Indian language should give a declaration in the Indian language that he
has understood the contents of the above form fully and properly as explained to him in the Indian language by an English knowing person who shall also sign to the effect that he has fully explained
the contents of the above form to claimant.
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Customer Service Toll free: 1800-425-6969. OR Call on: +91-80-2650-2244 (8:00 am to 8:00 pm) OR Version 2.2
Write to us at indiaservice@pnbmetlife.co.in Qo) 08 2.2
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