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Critical lllness Claim Form

NRFoeAF ILFOTT AT 7T Bl

POLICY NUMBER / =TfeifT
91/

Important instructions:

s A

. 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.
TAAT TEREAF TRTATTFE 0 WA FF &0 @IF 9% 92 77 @, AHE I Awms @ w7 I FE GT@®I @E AT/ TETeIFE @
T AE @A WF F[FE FAT W SAqeNe AT

. 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.
HE awe FFSHT TLFOR[AF ANTINZFNE 9% FHD SILTOI F @A T AN@AE IATAF WA Foold NN fFA Fa@ FuFel F9@ | o=y Fay wifw
) T @I AR/ AYIEHOAF ARXTT S Al GIIF FIAE WA IFIEIE I @ 5 FadF @oamis vl qF@ qvl

. This form is to be filled in completely in BLOCK letters.
% HHf WA IT Wed IHE JAT FAG @I

. Please Counter-sign where amendments/alterations are made in the form.
HEl @A RO/ AFIST FAT I 77 FE N ITOHE T3F e |

. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
CEGS FAFSI/ @GN NI/ MRFCES A FNT FATET @A [ed ST AF AHOH[AF |

. Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
FHT(T AT AT TASAT FITGTT Faafy @R {6 AT A% 7 TA@ Twie B s fiw @)

Section A: DETAILS OF THE LIFE INSURED
farerst A: T afteT Yoo fagifae faaaa

Name: Age:
CIEH I
Address (Current Residential Address):

Bz (F$ma s FFren) -

City Pin Code State

2T P @re TS,

Contact Number: Landline Mobile

@M TIT: THISTRT GITAR,

E-mail Address: PAN No./ Form 60:

-3 FFran: S (PAN) T/% 60:

*Aadhaar No: | X | X | X | X I X | X I X | X I | | I | *Only last 4 digits to be mentioned.

*INETT N *SEY FAF TN @IT (7 4 & WA

Section B: MEDICAL HISTORY OF LIFE INSURED
fareTst B: FHT a%teTT RRfHssT STonfde fagae

Name of Illiness/Disease/Injury Sustained:
LTS A/ @IS/ AT B A

Symptoms:

T

Duration of symptoms: Date of Diagnosis:
THAT THIPI: @ fad@s T

When were these symptom:s first evident/occurred:
9% AHAYF TN FAT @A PrEfeer:

Date and Time of Admission Date and Time of Discharge
TATMOIE Bfed IfFY aF] FHF AT @F Wl MIIF SIRY aF] THT
Name of hospital:

TTACIEH A1

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

ot & wreite FAA8 wegH aws AT w@fke: O of O & (3@ "= e o@ Rem swaar F9)

o — O - = gl

CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP
o 3Ey 91 8Fes FFel iw@ AfFHwE FT

Policy number(s) , Company Seal &
afafirs agz/as Stamp with Date
Name of clai and time
@3N FEIO1F TN Sifay a7 W™
Branch name & code T @ N
TATT ATH 3 @S 3 =R
Date: Employee name & Code
STfFar: FHETAT 917 3 FTS
Documents O Original Policy Document O claimant's photo identity proof O Family physician certificate
Submitted: st Afrfr afy TIFIT USTH AT HISS s ffFsTews Termans
afirra sge: -
[ cancelled cheque / Copy of bank passbook O Attending physician certificate
FNACIATS CF/AVE NEFI F$wF fofFsTws aormasTa
O pan Card/ Form 60 of the nominee [ Mmedical Documents (if any) O an past medical records for any treatment taken
afstfers =37er (PAN) FT67 T3 60 GIfe@a SFEHT (I ATF) ATSIT (FTT3 CIFONT Ty ASTeF TI~T

AGFE ITES

O Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge summary, indoor case paper
@s fadg agz fBfessra svay w=yf @fowa @wéaft Jare 31 T@E AT 77 AW / $97 FONG, IE@IF IR, FTC©TT
[CRNGLIE)

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.

2% Figxfs e w1y e gza@rsger e ofy F31 s 971 W afFmeTewawEs firarg @3TTT v awrsAy wfsfas afy, saw ax
AWTHANT (T (FTT3 TRSFATST FF FITT S WA ST ANFTT MITHT FF |
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Nature of lliness and Habits Date of diagnosis of Illiness
ITTST 3 AN AFfe @ faof@E erfEy
[0 Hypertension [J Diabetes [0 Asthma [0 Heart [ cancer
RAFGATH TTATES REc T TR
O Tuberculosis Other..
[0 Smoking O Alcohol [ Tobacco [ Drugs
g SR S Bicent

If yes, Duration of Consumption

& Quantity Consumed

& SR 2&E,

Note: Kindly fill additional Doctor’s Certificate available for Paralysis, Parkinsons Disease, Stroke, Muscular Dystrophy, Major Head Trauma, and
Doctor’s Certificate for Neurological condition for Alzheimer’s Disease, Deafness, Multiple Sclerosis, Loss of Speech, Loss of Limbs, Motor Neuron
Disease, Blindness, Loss of Independent Existence
GETT: TGIT FE TIRTRO, AT [, I, AT [SCEIR, (OF @G FNF ST ST Al SIGIAT TN et 97 AHRAT [0S, INFC] TGTT CFET,
IRE I, A- T TSGR T, (o7 o7 3159, sy, Fda a3y W7 ¥o JFIe T a7 SIGIAF ToRews J77 PR/

Information about the Critical lliness (Please tick the illness diagnosed)
TATHF IFST TF® SN (7 7w Rflwgs owoprem 87 7 F)

[0 Heart attack O cancer [0 CABG (Coronary Artery Bypass Surgery)
6 MO @ Fafdfy (F@Efa ety AT EIfR)
[ stroke O Apallic Syndrome [ Benign Brain Tumor
cETF RIEIREECIE Frwas a7 avd 977 @39 Homa
[ Blindness [ Brain Surgery [ coma
EET AT ST @
[0 End Stage Liver Disease [ Heart Valve Surgery [0 Major Head Trauma
TrEfes TEE frem e AE ST WA M o TS
[0 Angioplasty [0 Major Organ Transplant O Paralysis
RIENERENRT Sfod o5 afe T THTETS
[0 Aplastic Anemia [0 cardiomyopathy [ Deafness
e afafimr FIRE SRS MY FIE (A AT TSI
[0 Parkinson’s Disease [ Poliomyelitis [ SLE with Lupus Nephritis
MAFITS @151 AT MIARES AT @SR TRACT aNaTR
O Primary Pulmonary Hypertension [0 Muscular Dystrophy [0 Multiple Sclerosis
AAS AN RGN RN Jfe e PSP
[0 Motor Neuron Disease [0 Medullary Cystic Disease [ Loss of Speech
[ Kidney Failure [ Alzheimer’s Disease [ Surgery to Aorta
fFof 9% @ WA SATRZAE @ g
0 Major Burns [ Terminal lliness [ Loss of Limbs
AEE @I YT WA HATEF TFOT EeRic
[ Loss of Independent Existence [ chronic Lung Disease
TEFTSTE FNEA FA@ ATHY A JIESE @S
Section C: PAYMENT — NEFT
faeTsT C: (B - NEFT
Bank Account no:
TRF AAFCT TID:
Name of bank:
FRE@T q1H:
IFSC code:
R 9% Ay N @TS:

Section D: DECLARATION & AUTHORIZATION
fSeTsT D: ®T T 3 AT

| 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.

AT AFTH @ FAR @, TA@T IFAT WG IET Ty 8 WA AR ©F AFR3 ANF WAR @@ONE O FA W | AN JRfk @ wHva alEE w@ Faafy
EERE WF H[FF FEE I TF MfePE T A If@ o7 @@ IR AfFons F@EA | A 93N Faafy oo s F9F aenE v AfT B FIE Awer A
TE AMF @ @S I LIS SN @ TIETR A FNASIT AN FF AAH FER, ANF BRI 3@ wra/ema Gt AwE ;I AFE @FETE AFE o
erT FATE orepfe fafk

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 service.

ST/ SAT IET TARS ST FAMR 3 Ao fafr @, PFaafy abaizs 9e maxge I Haa¥ @6 3% 97 FF6 NI IANE/AMET @ @A [fETS 8 RETANT
B (9% RIfem IEgE VFFT I AW @ O RIFT 6T AT @E@) IR IF AE @AM XTI AGGE NF© @, A3 WA AFA FA@ ARV IS
FEF W@ ST TITF FA© TH@ AR AHTNFE afotm, T @ w=ifFe owga@A w7, [Fwer axx fra J6fS/mom—raTx faafy abazs a7 Ty &R
1 Praafy @emis F9F TEde @ e/, a7 {Fs g3r7 Fam MFE|

Signature/Left Thumb impression Date

AHFL/IH AMGETT =T QGRS

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)

Iy ® JIIFTR TIET 77T @IV (T AW FRF (G AETET STRTT W TH6 9 FIT / IIHHO TN)

| 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.

A ANE @I FEMR @ AR FAENCAAT T[Tl W FoA FATTE WRTEAE OF / OF TAE @RIE ST WA Ay IRk afb ow 4 e@ waE qEef
@A fEm o MR 7@E ave oW JgAd; SARYH @36 I W@WR AR ST AR @R 6w AT WA e IERI

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

TYEREE TN AT FAG AME JACE A FA @ AR AR ANE ST TR A awiffe wifiF s=F a7 erea¥ A @ eEfk|

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 1* Floor,
Techniplex-1, Techniplex Ci Off Veer Savarkar Flyover, Goregaon (West), Mumbai - 400062, Phone: +91-22-41790000, Fax: +91-22-41790203
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Date Place Signature of Declarant/ Witness Signature / Left thumb Impression Claimant/

RIEST T ST AR/ @S Nominee
TR/ SSAEFAT AFF/JAE =T

Name of Declarant/ Witness: Address of Declarant/ Witness:

AFATFTR /SR AT AEAFTR/ T BT

Contact No. of Declarant/ Witness: Claimant relation with Declarant/ Witness:
EEFTE /TR QMAEE TIS: SIS/ @EFEE N R T

Date: Place:

[QIEEE K

Mandatory Documents to be submitted along with this form:
FrgreTEF afyafr A% I ANy & fite T :
. Doctor’s Certificate (From the family physician or treating doctor) preferably in the standardized PNB MetLife format
TEIET MbHEs (MEFARF Srem a1 RRFEIMFE Tows 3m @F), TISEFe PNB @ETI®mE HIAWMG I O X
. Discharge Summary confirming the surgery undergone
THEFE ACACE fAFcea ETer Ay
. All past medical records for any treatment taken
@ET e RRFESTE T welen I @EHTT @FET
. Cancelled cheque / Copy of bank passbook
FACTS EF/ @I MIRET F
. PAN Card/ Form 60 of the life assured
wE F6 / SFT fAfse wH 60
. Current address proof
IS SR e
. Photo identity proof
. sfea afFex 73
. Hospital Cash Benefit Claim Form to be attested by concerned doctor
ATMOTET FT @EAGG FRF FF REAT TOET 79 Toffie 390 W@
. Authorization letter from the claimant in case the claim intimation is received through third party for claims received at the Branch/GPH
MAT/GPH-9 MF FIOE @@ QoiF THA NN FIEF S A @, TAFEE IR Q@ AYTREE B
Note: Please mask first 8 digits of Aadhaar number if Aadhaar Card is submitted as KYC proof with the request
TA FAEA: TEEHT M@ KYC T RE@ MNT FI6 @A I, IIX F@, ANT FG6T 739 86 w7 o amyd
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