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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,
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HOSPITAL CASH BENEFIT CLAIM FORM

To be completed by Prmc:pal Insured (For Self and Minor Life) & Secondary Insured (For Self)
] 3R WIETACHFA &) @3 fasta T (Feerm )

Note: PLEASE SIGN ON ALL PAGES EO'ETOM
REA): Sz a0 fofh orem s e s
General instructions :
EISIECRCIC RGP
. While answering ciuestions in the claim form and providing any other information in respect of the claim, the Claimant must make a
full and frank disclosure of all material facts.
a3 @ fawefa erelea Tea oreur Wty Q3R W) AL @I SRl SRR 70, WA A9eE walsfEe araarreed 7 a3 eresifE w9 feg et o |
*  Please read the policy document carefully to avail the benefits under the policy.
<% e wrdere fafeq Afaurf i wwm R = afEm e T o |
. All corrections made in the claim form have to be duly countersigned in full.
4% @ TR Fwed 11 A sl T Glefm aress FESR Fesr @ o |
. If the space provided is insufficient, please attach the annexures along with this form.
R T (@ S Fie = e G 1 e T 2@ eam @ e T et 5% S99 |
. Please submit the requisite documents alon: wnh the claim form for a faster processing.
AESOd AL FEAE T G2 (@ FH09 ACH TG wfe AffFe el v |
. The company retains the right to call for fur‘ther evidence needed to process the claim.
O3 @ GEIE G S0 SR ST Z0E O SRR S 93 (@A SR g |

*  Submission of form duly acknowledged by us does not amount to admission of claim.
93 fvpdf e < T el AieRR Amfbe wd @ T @ @ 9 WRR A e a9 |

. ( *) Mandatory fields
(%) AgrSES (@@

. 1. Particulars of Life Assured:
7ig Giaa 91 49 TATE ©F e

Policy Number*:

=ifef Tk

Name of the Life Assured*:
a1 w91 TATE O A

Name of the Principal Insured(In case the Life Assured is a Minorlifeor Secondary life):
Y FAPTST T (TR G 91 w41 Zeace fof 7 seieans 79 91 et AL @)

Date of Birth: Sex: Male D Female I:l

o] Sife: forer: opma e

Address:

for:

Tel/Mobilenumber: Email:

TB e frarEe e T WiEfG:

Dc;%ou want the paym ent to be made in favor of Principal Insured: Yes Ij No |:|
& 5 @ a4 AT oTaB e 1 T2 =i Ll

(Applicable if Life Assured is Secondary Insured)

(eaear ©¥ag 344 s e crasiE FeTe )

Claimant/ Principal Insured (As applicable) Bank account no.*:
/ 4m IR (wema;)mwr@%m*:

Name of the Bank, Address *

qEer,

2. Particulars of Complaints and Symptom
=Sl AL @t wiael feane 9o

15 Name, address & contact details of Hospital admitted:
T TSI ST Zafere O T, <] @9 sG] T el
I Reason for Hospitalization:
TSN S TR FR:
Ml Date of disease (first diagnosis/surgery) : [ /___ _ _ (DD/MM/YYYY)
TSR SR (@19 A AR - -] -nnv (/7R
\R Date and time of admission: __ _ / I____ (DD.’MM/YYYY) __(in 24 Hrs format)
TSI ©fE TR SIAY G Tz -] ] - (o1 AA/TE) 2 — (28 T Fetiea e
V. Exact diagnoms /condition(s):
Ao G fefay/ e s=e(ef):
VI. Investigations undergone,
T A T e
VII. Date and time of discharge: __ _ /_ [ __ (DD/MIWYYYY) __(in 24 Hrs format)
TSR (ATF BTG AGEHE T & SIq: ] —oref —ooomee (/AT -t --- (38 9B A ﬁm)
VIIL. Details of occupation, address and tel.numbers of the employer(s)
oIS AN, T 5, TSI (A1Ters) TR e
IX. ICU Benefit Availed: Yes (] No [ Recuperation Benefit availed: Yes [] No []
-T® Arre At e @l Ll s Syfe afer o Bl =t
X. Date and time of Admission into ICU: ___ / / (DD/IMM/YYYY) __(in 24 Hrs format)
EFRE-TT S T I ' T ) —] ——nn (/) ——-: - (38 T FEoATA i)
XI. Date & time of Discharge fromICU: / i _ _ _ _ (DD/MM/YYYY)__ _ :_ _ (in 24 Hrs format)
WEHES (AT TG 2R SN € T —-of v —oo (PTG - ——- (38 TBE N o)
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HOSPITAL CASH BENEFIT CLAIM FORM
A5 Fyi* @fe @W T

3. Following reports and documents taken before and during treatment or operation are enclosed:
fafafre farsis, aae wfi-m @afa et «d a2 SARTER a1 ST 799 7] AT TIEfE Qi IF T4l TETE:

a) Copy of Admission Notes [ b) Copy of Discharge SummagL ]

e of Za19 fesran efsfafa 10 1 W v e o B A | e T | R T
c) Copy of Final Hospital Cash Paid Bill ] d) Any others. Please mention:

TEATSTE T (E TR Ter~ e efsfafs eI W4 g | SHeE S SrE FaEe:

(All above documents needs to be attested by Hospital Authorities or Original needs to be produced atBranch for verificationby BSM)
(Bom g AfYr@mefa geeres T¢-E 9T deie e TA I Roan F9s AsETwEs T =i FHEm 3= wfsf ¢rans @)
4. Particulars of doctors consulted and hospltal / medical centre wherein the Life Assuredwas admltted currently or for any other previous

illness:
e A A @ b @/ TeeremE ArafessE 3 e @ e v o G g3 @ st w waned @@ faem om feaa:

Sr. Name of the Date of first Address Registration no. Date of Date of
No Doctors/Hospitals/ consultation Tt of Doctors/ Admission& Discharge
=firs wiezy; | Medical Centres ejer *RTTa i Hospitals operation Gl SfhewE i

: fofreTa/ zmemem/ e ofree/ Tmemeiem BfE W2 ST B

[SasEiin] wferraEas 7

5. DECLARATION ANDAUTHORISATION:
TR G92 S

do solemnly declare and confirm that the foregoing answers and statements are true and complete in
aulﬁlrespects

ﬁmﬂmﬂﬁmﬁw@fmﬁawmﬁmmvmﬁﬁmm4
| hereby authorize any medical practltloner or hospital or nursing home or medical clinic who or which has atlended upon or examined or treated me/Life

Assured for any ailment or illness to divulge any knowledge or information regarding my/Life Assured's state of health which he/she/they may have

acquired before or after the issuance of the policy, to PNB MetLife India Life Insurance Co Ltd, any of its offices or a Court of law, or any grievance redressal
forum. | hereby confirm that this authorization is notwithstanding any law, custom or usage for the time being in force prohibiting any physician or

hospital from divulging any knowledge or information, acquired by him/ her/them in attending upon or examining a person on the ground of secrecy.

warEl i G| e i gresirerE =1 MRk e swrame ffte 1w = it SiE/Eee e @ sereem ww i @ AR w6 e awe smww/d ugeen wievwE e
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@I R A A T 2ews e A1 +im fof/erm eifvem amrs cotafersm | aearr wif [fve w9l @ 92 sgmmE @ 93, @ feor a geeeE @ afes et Tare
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Further, | hereby authorize any insurance company, government organization, employer, other organization, institution or person to release to PNB MetLife
India Insurance Company Ltd or its duly authorized representatives any record or knowledge about my/Life Assured. | hereby confirm that such

information shall without limitation include information about my/Life Assured's health (including any information relating to the use of drugs or Alcohol,
AIDS, or mental and physical history, condition, advice or treatment), earnings or other insurance benefits.

agIers, qEREl SN @ I @A, A 7, MrEnews, sy A, afedm @ @ e S e ane Faafa o e 3Eewm @ Fhse 9 ag semire
aﬁﬁfmw@mmﬁmmwwﬁmwwmuamuﬁﬁﬁwwﬁmaiwﬂwmﬁﬁﬁmmmwmawmﬁm@aﬂmww
(AT AETE G5 (G, WECHEE #F T, 9FCH A AACE A A Bfowm, Apda e w1, st a1 ffeen), Sowet 2w wegpr=g S ARYRE @7 TE ToETS |

| hereby declare that | am entitled to make the above authorizations. | also agree to render help to PNB MetLife India Life Insurance Co Ltd or
its duly authorized representatives to gather the said information or any information that may help the company to process this claim and to use the
information in whatever manner as may be deemed to be fit in furtherance of the claim.

qErEl S COE FER @ SAHeS S (A TA0E SINE SEFE ST | G2 G AT FHAE S8 AR A IS A I ST AT 23 1 SoAfFeT SAraf @i ey
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Signature / Thumb impression of the Claimant:

W wiees i e wEa/ B AR

Place: Date:

= wif:

Signature of the Witness/Declarant: Name of Witness/ Declarant:
AR/ I TR IR/ AR -

Place: Date:

[ wifaa:

6. VERNACULAR DECLARATION: (To be given if claim form is signed in vernacular or if the Claimant has used thumb impression instead of signature.)
| have explained the contents of this claim form to the Claimant in (language) and
ensured that the contents have been fully understood by him/her. | have accurately recorded the Claimant’s responses to the information sought in the
claim form. | have read out the responses to the Claimant and he/she has confirmed that they are correct and affixed his/her thumb impression after fully
understanding the same.

T AGRZE FHES Al (SR (ewl Twa v i e e fof Siwfee wEm A w0 A 1 wEEe e e wfE a9em see o () 9 @ n e o «
fdfoa TS fam (SraT) A 1=y FEfe «de ffve e @ o REgefs foft srydfere qraited | @2 @ wmaE fmed @ 5@ s amrs
blaTl Tl el Wi Gl Seiees St o1 rs Tea Aieum A HE Adeeid mefe ian wrE | il ¢iR Seas owan Teamrens ot sl g9z ciefE @ Ahe eiftaa fof

foroael fatares a4 g faaaef wfwsia @raie «t fofi ofa B i au faes |

Signature of the Witness/Declarant: Name of Witness/ Declarant:
m%d/ q T [ CAETIEE T
Address:

o

Place: Date:

- a2

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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