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Attending Physician’s Statement - Disability Claim
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Note: PLEASE SIGN ON ALL PAGES AT BOTTOM.
H24): waaz o &l erem Fis wea @ |

DOCTOR’S DETAILS:

fofeaa fagae:

Name of the Attending Physician:
wdeEsa fbfere am:

Name of the Clinic / Hospital:
ol g/ /amersmee wm:

Address:
fo=er:

Contact No.: E-mail address:
TAISITATSE 794: e wEfe:

CLAIMANT/PATIENT’S DETAILS:
fafer w1 weEEs /e faemd:

Name of the Claimant:
fafa w1 eeTeEs @ A

Address:
m:

Age & Sex: Hospital/Indoor Patient Number:
T @ fom: TSI [ZTSTA (P06 wwa:

SPECIFY WHICH DISABILITY IS APPLICABLE:
TE S| TS (b SN FEEA:

O Loss of sight of one Eye O Loss on use of one Limb O Loss of sight of both the eyes
a (5T iR 5T e =G W g 78 2en qf6 o1 2 T qem
O Loss of Hearing O Loss of use of two limbs O Loss of one limb & loss of %%wt of one eye
sgeare] Ffam aen 76 S AR A8 TEh G = WE ReTl G 9B (1LY qiE
O Loss of speech and hearing O Loss of Speech
F9 qE AR CI Awe A A = qER TS| Ffaw qen
HISTORY
3fozm

Date of first Consultation:
e R TR e

Details of the Doctor who treated first:
 fofoeTs g ffewn srfaem b T

Date of appearance of first symptoms:
HIEE (@ S e o e

Has the patient ever had the same or similar condition in past: OYes ONo
@I & Tete FUs O3 $AE 91 98 ST e z =

(If “yes," state when and provide details. Kindly attach another sheet if required):
(3 e “oi” @ eTAm 9 Tl g3 o712 frann faamd Srewe @ | afe emem @ wfefas ot anet e S )

Customer Service Toll free: 1800-425-6969. OR Call on: +91-80-2650-2244 (8:00 am to 8:00 pm) OR
Write to us at indiaservice@pnbmetlife.co.in
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PRESENT CONDITION:
TETH

AL ladi

Subjective symptoms:
fagaere FaqefE:

Objective findings (include results of current X-rays, ECGs or any other special tests):
TRfEs S (refeeens o9 9%-1, 3w a1 s e ofam T wg):

DIAGNOSIS:
T faefa:

Please provide details:
ST FE o BrEHd FAEA:

TREATMENT:
fofeme:

Date of first visit:
eleaE Afawfta eifae:

OP Number/Hospital No/Indoor Patient No.:
af% THE/ TETEE NE/ B[R (AETH A

Date of last visit: Frequency of visits (Weekly/Monthly/Other):
T “ifEweita sifEe: TS WY TR (AICS (FeiEs/ Wi/ =)
Date of Last examination:

[aEEIEREICIEROIER

Is this Disability permanent:
@3 sEwel f o=

Is this Disability Reversible:
a3 sawe & oFan e Spre ane:

What was the cause of disability:
@2 SAweE IR & fe:

Is this disability result of Accident:
«E SEwe] fE @I gebaE FEd Tware:

PROGRESS:
wapsife:

O Recovered O Improved O Unimproved O Retrogressed
T 26T Tate mem @Al St 7 ze; e ze

MENTAL CONDITION:
TS g

Is the patient competent to endorse checks and direct the use of proceeds there of? O Yes O No
N & a2 e fare sEne amren A waefs fam fae fare e Eal Bl

DECLARATION:
T

These statements are true and complete to the best of my knowledge and belief.
G2 IFeH wraE wE @ e TS Adrerea wey gae T |

Name & Signature of the Physician: Date:
fofesiraa i @3 w==: sifas:

Qualifications:

ferarere ansme:
Reg. No.: (Seal)
RfEeeh= wwa: (Fremem)

Note : The present policy servicing form contains original content in English along with its vernacular translation. In the event of any disagreement arising between
the translated version and the original English version, the English version shall be considered as final and shall prevail.
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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
Write to us at indiaservice@pnbmetlife.co.in
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