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Mk e asge beslhasin,

Claim form - PNB MetLife Mera Heart & Cancer Care

TTdT BiH — B3 AT A% AV B 3N DR DA

[PoUCYNUMBER /utfert e | | | | | | | | | | [ [ T |

Important instructions:
weyet fadem
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.
ST SIS @ WIS W gY AT UTF B ST B Bl Uil & T8 SHRNI B Bl QAT WIBRIh T AT ST | fHe voie /wegad dven 31 $u B iR |
I PR T B forg afrgpa T2 fopar mm 2
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.
AR AaR TSI B T T BH BT STeal S AL, ST W A7 AT R, & AMUS T BT AON W AT B H [ BT | TOS A AT ST ST BiH
STHT 6 3R /7 31T GRTdsit BT ST T8 B & HRUT T & FRRaR0T # Bl ff 4% & forg fRowier =&t g
This form is to be filled in completely in BLOCK letters.
39 B BT R RE F IS MRl F forar o 2|
Please Counter-sign where amendments/alterations are made in the form.
B # HEeE [/ uRedd @ eI W HUAT fiERdEr o |
Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
ISR SRBRT /e ufiads / ARG a1 eI Ug & e @7 Al TR A #
Forms & all requirements to be submitted at the nearest branch office of PNB MetLife or the address mentioned above.
T eH & (hcad I St ¥ A1 SWw ud WR B AR G asIadielt wr ST BN |

Section A: DETAILS OF THE LIFE INSURED
AT A: ifa @afe & faawor

Name: Age:

BIE IR

Address (Current Residential Address):

TAT (I ERE U):

City Pin Code State

AR T @re A

Contact Number: Landline / Mobile

[P FR® ST . / Aerge

E-mail Address: PAN No. / Form 60: *Aadhaar No: | X | X I X | X | X | X | X | X | | | | |
9 Tam: 99 HeR. / wH 60: *IAYR

*Only last 4 digits to be mentioned.
* Gad RIS 4 3id ot

Section B: MEDICAL HISTORY OF LIFE INSURED
garT B: difta @afe o1 fafecar sfoera

Name of Iliness/Disease/Injury Sustained:
Ty SANT / T/ =g B AT

Symptoms:

&I

Duration of symptoms: Date of Diagnosis:
e A oy Frer @1 fafer:

When were these symptoms first evident/occurred:
&3] eIV Ugell IR Be uebe gy / fawrd R
Date and Time of Admission Date and Time of Discharge
way @ A ik w7 gel a1 faf¥y ok w1y,

Name of hospital:

KASNIKECARSILH

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

T @t HH A ol # v & Rerfa 7€ 22 O = O =18 (@ g1 a1 AR uem o)
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If yes, Duration of Consumption

Nature of Iliness and Habits Date of diagnosis of Iliness
GERY & FAeTor 3R Fgfr e @t fafr
O Hypertension [ Diabetes O Asthma O HD O Mmalignancy
FEERDHEATT qYHE 3R BIRES rATEgl
Other
S 2 SO
[ Smoking [ Alcohol O Tobacco [ Drugs
T IR T, Sl

& Quantity Consumed

afg &, qad o safd

TG g BT AT

Information about the Critical lliness (Please tick the illness diagnosed)
TR I & IR ¥ IFS (@Guar e & 1 I8 W e o)

List of Heart conditions covered under Heart Cover

B FR B Javd Fax B T3 faad o) Refa a1 g

List of Cancer conditions covered under Cancer Cover

P FR B Jad IR B TS HW o Reafy a1 =

TLBATCHT =R0T

Mild Stage

[ Angioplasty (stenting for Coronary Arteries)
RIS (@R emfar & forg wfem)
O Angioplasty and Stenting for Carotid Arteries
aRIfes gl & v IR ik e
[ Endarterectomy
gereNaerHr
[ Renal Angioplasty
Xl U
[ Percutaneous procedures for Repair or Replacement of Heart Valves
BIC dTedl &1 HRE AT RO & {1y uamge s ufsharg
[ Pericardectomy
IRHRSTEH
[ Minimally Invasive Surgery for Aortic Aneurysm
T SANORBR & oy =T $7aRid Foiy
O Infective Endocarditis

WD TR

[ Specified Early Stage Cancer or Carcinoma—in—situ

fafiee goemc sraRe &1 deR a1 FIRAAA—g9—g

Moderate Stage
qeIH Rl

[ Initial implantation of Permanent Pacemaker of Heart or Insertion of
Implantable Cardioverter defibrillator (ICD)
BT B WM UGHGR Bl ARMP TARIYT AT TARIGY AT HIISATIR
Shfieier (S15E8) &7 e

[ Surgery to place ventricular assist devices or total artificial hearts

dfeager e fSarga a1 o $hEM Rl @ W & oy wor

Following Cancer related Surgeries necessitated due to an eligible Carcinoma—
in—situ cancer claim* are covered:
S W Gaferd ai & FRor fFeafafad om eRiaH-s-Rig R et e @
STeft 7
[0 Mastectomy for Carcinoma-in-situ of the breast
T BIRAA-g7—RIg T 987 Ieoa
O orchidectomy for Carcinoma-in-situ of the tests
BRI Rag Teron &1 siffrvael (isUfd Farem o wreufisan)
[0 cystectomy for Carcinoma-in-situ of the Urinary Bladder/T1INoMo Urinary
Bladder Cancer

T wiex/TINOMo T @ik de&v @  oiEm-gF-Rig @ frg
Rt

[0 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
m™w A F FRAF-—ST-AG/ T B SR/ e @
HIRFAA-—gF—0 & forw o SwR(e) deel mivaree (Reevacr) v fguefa
Jfed sifelmNae

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

*H A B A B oy NAETH FAR BT a1 <7 T ARG

Severe Stage

THR g

[ Myocardial infarction (First Heart Attack — Of Specified Severity)
ARSI afer iy (Tgem e &1 ARy fafafde mfian)
O cardiomyopathy
PIfSAATATIRSY
O Major surgery of the Aorta
HEF DI TS Ao
[ Open Chest CABG
3o e HTETS
[0 Open Heart Replacement or Repair of Heart Valves
3 B¢ Rergdie ar 8¢ dfed &1 RIR

[0 Heart Transplant
ST YARIIU

[0 Major Cancer diagnosis

T bR e
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Section C: PAYMENT — NEFT
ITATT A A — Ave

Bank Account no:

d% @rar HeEr

Name of bank:

d% @1 Am:
IFSC code:
AMEVHTIRIT BlS:

Section D: DECLARATION & AUTHORIZATION
AT ¥ =Een IR AIRER

| 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 lliness 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
MetlLife, including reinsurers, claim investigative agencies, vendors and industry association/federations, for the purpose of processing this claim and/or for
providing subsequent services.

H UAgRT =IO FRaT /AR & fF SR T Fo w € 3R qof & T w5 W R | g N gurn T w0 € A1 AGa) TE @ W g | g 59 91 B 99 © b qmar
BH 9T 9 = PNB ¥ @ig® + Uiforfl & ded fadl alicd & WeR =8 fear 8 a1 foft aier &1 aifdearr =8 fbar 81 § vagrr ffecas ar srudrer R &)1 foiy
AT AT dHRT B ST BT 8 AT SUAR fHAT 8 S W TR B AR AT G DI Tbe bR AT Rebfs Jert & o rfdrga @xar g 51 IS4+ PNB W @rsw @l diferdl 9 ugel
a1 g1 # gifrer far 81| Hegw vaggRT Qfdar wend € iR Adiegd ) ®Is ol 3R HagTeliel SHar S Giud Fedish gRT Gahford @ TTE &l A7 S9a U SUee @ (A8
9 FUF/AET § FfRd & A1 o THR W W B T 8) 5 QoA Aeae® @ 9w9g 91 890 g g B afw/amrea/dren e gadieal (RevERR), <@ Sifta
Toifyad, amaTdr iR &fenfie da/teve miie § @ 39 TF, 3MdeT W HRIAE] S- AR/AT rgadt Farg Iuder M & forg, R arar fueH & I dard Y e
2, Ry MU Sarsdl st W e 8 W €, BT ST AR yefed FxA & forg digd! Aeas® B mffied a1 g |

Signature/Left Thumb impression Date

BIMER /aT4 S T fAwm [ERIED

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)

TR fY rar o A=A gt @fe grRT wven | (@R TR S crar v ades v @ e wmer § we/ewaer far T ?)

| hereby declare that | have fully explained the contents of the Critical lliness 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.

# gaggRT AT Fear/axd & 5 7 TR S qrar B @ fwgeasg @ R § qraredl Bf I GHE H A arell T ¥ g oRe W wwen A ¥ S S6a g1 quiaar wHe
form R & 3R Irarhal g1 A1 TS IRl & IgaR IR RS fBU MY § 3R ITR UgdR YA MY S STardar g1 ) oRE w9e ¢ § ofiR gfe @ i 7

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
B SR TR B A g9 T ORE F WS o gat @ ok H Ief aftfa wrnft o qf ave 9 e forn € ok wRaifad wew & forg swet Aea

Date Place Signature of Declarant Signature / Left thumb Impression
ERIEd ESint YUl & ERIER Claimant/ Nominee

BEIER/ AN S T e ararmar/ i

Name of Witness: Signature of Witness:

TArE HT ATH: TAIE B FEER:

Address of Witness:

TaTE BT 9T
Date: Place:
feti®: I
=2 = 2>
CRTICALL ILLNESS ACKNOWLEDGEMENT SLIP

THR o sftRdAef o=t Company
Policy number(s) , , X 3 Seal &
e we(g) Stamp with
Name of claimant Date and
QraTehat w7 A time
Branch name & code a;qsﬁ_j;?a
YRIT BT A AR B LN
Date: Employee name & Code S A
ERIGE FHHAN HT 91 3R BrS
Documents [ Original Policy Document [ Photo identity & residence proof [J Doctor’s Certificate - Critical lliness
Submitted: e diferdy g WIS YEAT 3R U BT JATIT TlFex BT JAmTE— TR AR
AT [ Cancelled cheque / Copy of bank passbook [ All past medical records for any treatment taken

[0 Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all test/investigation reports, discharge
summary, indoor case paper
g T fR & g iR SuER & aRgel Rifher R srfa wdft wevnsita Raid, fewmst @ ), 96k 9 T
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.

78 AP =l T B WHR AT e A S | 1ar Sriard 1 Aok o @ forg 1 oifaRe S AR aravad el T JMfYeR B @ Uy [RIET B
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Documents to be submitted along with this form:
39 BiH @ 91T o 53 WF 9t S

Original policy document

Tl difery gt

Doctor’s Certificate - Critical lliness

SfFex BT YT 9F — TR JHART

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

Il & e ok ITER & fog ot fafeecar Rars o 5 ot weror / S R, fewarst R, S8R a9 qod
All past medical records for any treatment taken

et +ff SR & forg fioa Wi #fsda Refs

Cancelled cheque

T IS

Id & residence proof

AL 3R ferara v

PNB MetLife India Insurance Company Limited
Registered office: UnitN0.701,702 &703,7th Floor, West Wing, Raheja Towers,26/27 MG Road, Bangalore -560001, Karnataka. IRDA of India Registration number117.
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
Tofigd Frateaws gfe Fax 701, 702 iR 703, 7 4w, ave fifw, <gon erad, 26/27,% S Jrs, §ar 560001, @Htes | IRDA of India tsiiaxor wwm 117- Cl No- U66010KA2001PLC028883,

1-800-425-6969 W &4 Tre—W1 Bicl X, dewTse: www-pnbmetlife-com, $¥er: indiaservice@pnbmetlife-co-in W a1 & gell #fvier WX ford | |, Sorfiiadd —1, Sfameian divcraw, 3 IR AR Telaiay, TRITa

(af¥em), 59 - 400062- B: + 91— 22-41790000, Hr: + 91-22-41790203
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