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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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HOSPITAL CASH BENEFIT CLAIM FORM

AT e AT ETaT R

To be completed by Principal Insured (For Self and Minor Life) & Secondary Insured (For Self)
Ter AT =fRe (79 S AraTtenT % Rrg) siv wior Siwrsa @R (e ) gra s S R

Note: PLEASE SIGN ON ALL PAGES AT BOTTOM

FUAT THT IST I AT THTELT FL
General instructions:
BIIRE O
. While answering questions 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.
a7 B F T T W91 F IR I gU R T F 99y § IS iR THFERY TI F Y, TMAIR B AT SfIF T4 F G SR AT AT FIAT ZRM
. Please read the policy document carefully to avail the benefits under the policy.
FAT it 3 siata AT AT F F g aiferRft < F e & g
. All corrections made in the claim form have to be duly countersigned in full.
Tt R & g g wft weiee i wResmaia gw it
. If the space provided is insufficient, please attach the annexures along with this form.
TR & TE TG AT &, TT FIAT T G F T FTATTH G FL
. Please submit the requisite documents along with the claim form for a faster processing.

FUT T FHTET % T <A B F G AT IEATAS ST FA

. The company retains the right to call for further evidence needed to process the claim.
FOY T T IR FATE FE F g AR AT Y 77 F87 7 ARFR )

. Submission of form duly acknowledged by us does not amount to admission of claim.

T BT I & & i 707 FEA it eipa 7 ok 713 Ft =g 78 81

. (*) Mandatory fields

(%) sfard fiegw

1. Particulars of Life Assured:

g =i #r feon

Policy Number*:
wiferf wear:
Name of the Life Assured*:
FrATRT =IftE A

Name of the Principal Insured (In case the Life Assured is a Minor life or Secondary life):

e TR =i &7 A (A% ST =ie ararteRT a7 i f):

Date of Birth: Sex: Male D Female D

ERIGIDE o qew =t

Address:

qdqr:

Tel/Mobile number: Email:

A /ATETE Ha: EHe:

Do you want the payment to be made in favor of Principal Insured: Yes D No D

(Applicable if Life Assured is Secondary Insured)
AT AT AT & 1 AT q&F ATHTHT SAE % A0 F BT ST 2t Tl
(afz darEa ==fvF o daEa =1fwE 2)

Claimant/ Principal Insured (As applicable) Bank account no.*:
TR/ SATH =Ah (S AN &1) FT &% grar .5

Name of the Bank, Address *:

& T AT, TAqT:
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2. Particulars of Complaints and Symptom

forerarat i wreront T fRErer

I Name, address & contact details of Hospital admitted:

AT TR0 ST ATer STl 7 AT, 9497 37 /9 o=

1. Reason for Hospitalization:

STETATer H Wt g1 7 HTLT:
lll.  Date of disease (first diagnosis/surgery): ____ /__ _ /___ ___ (DD/MM/YYYY)
TR (e TR-Femas) f Rt /0 /0 (RRmw/EeeE)
IV. Dateandtimeofadmission: __ _ /__ /___ _ _ (DD/MM/YYYY) _ _ :__ _ (in 24 Hrs format)
sdtgm A Rt gww: __/_ _ /_ _ _ _ (RfwmwEmEs) o (24 @ FeEawT H)
V. Exact diagnosis /condition(s):
T TRT-FaTe/sraee(h):
VI.  Investigations undergone:
R e e
VIl. Date and time of discharge: ____/___ /_______ (DD/MM/YYYY) __ _ :____ (in 24 Hrs format)
g em A R we: __/_ _/__ _  (RRmwEmEE) (24 ¥ FEET H)

VIII.  Details of occupation, address and tel. numbers of the employer(s):

TaETA fHawr, (s &1 aar o =0, J=92

IX.  ICU Benefit Availed: Yes :l No :l Recuperation Benefit availed: Yes :l No :l
ATSEH T AT fora : gt BEl FTEAATH FT A7 foram T gt BEL

X. Date and time of AdmissionintoICU: __ _ /_ _ /___ _ _ (DD/MM/YYYY)__ _ :_ _ (in 24 Hrsformat)
s A wm AR gaw: __/_ _/ _ (RRmwEmEs)__ . (24 FrF EETH)
Xl.  Date & time of DischargefromICU: __ _ /_ _ /_ _ _ _ (DD/MM/YYYY) __ _ :_ _ (in 24 Hrs format)
s g em R R gaw: __ /__ /_ __ _ (RRymwmEEmEE) (24 H F w@wT H)
3. Following reports and documents taken before and during treatment or operation are enclosed:

TATS § TE AT IHHh ST A7 75, T Rled i Teqmast 6 8

a) Copy of Admission Notes I:I b) Copy of Discharge Summary I:I
iRy e $i st g ¥ g A st
d) Any others. Please mention:

TE I FAT S B

c) Copy of Final Hospital Cash Paid Bill I:I
SifoHr sreqaTe e AT faw

(All above documents needs to be attested by Hospital Authorities or Original needs to be produced at Branch for verification by BSM)

(el TEaTaT STeTaTe % SrfAeTRET FIRT ST g St =R ar BSM gy Jeamae ¥ forg st wmas amrat # v Ry s =)

4. Particulars of doctors consulted and hospital / medical centre wherein the Life Assured was admitted currently or for any other previous illness:
Tel 39 AT Rt iR 39 sreqarer/ R $w #r R sgt S site w adar & a1 fft e Sord & g wdt G s
s Name of the Doctors/Hospitals/ Registration no. of Doctors/
r. " i - o
Medical Centres Date of first Address Hospitals Date of Admission & Date of Discharge

No ’ . . consultation . e operation aﬁ'

g, | TR st ey Ry ar R St e AT Ry | G Ao
A YT HEAT

5. DECLARATION AND AUTHORISATION:
oI ST SHTOfoT:

| do solemnly declare and confirm that the foregoing answers and statements are true and complete in all respects.
# W& AL T T SO0 ST I8 FAUFIA § 5 T@adi sav i a3 qgp o g+ weqe § @ E

| hereby authorize any medical practitioner or hospital or nursing home or medical clinic who or which has attended 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.

& uqagrr vF R ff Rl Gerew 7t sreaare a1 afdir g ar Ffraf w0, See G S Smr 3 3o F o arydra e & st ar e ar gerst G o, #71, PNB MetLife
e Tred FuAr frfies, a1 Su Gt srtes ar s, a1 B e e s i 3@ =t i e Rl § d6tEa Bl f a1 O St #1 gemET w2 #5 a@awmme
AT/ g ST SA/sE Aiforft ST FRA & wEer AT SEH A8 T g3 2Nl # UAegT I IR FauEd § g ywofiwer, ot F e o7 Gl ffes ar serare 1, sd/ee Gl ate &
Stt= AT Feror 7 9 aar s areft, fEft oft AT A s w7 gerar w5 & wiaEted e aren, B FwE, 39T 391 ad9 § a6 STERT F 9aeE 8|

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.

o afafir & vaagrer et o o Foet, aeart @red, R, v e, deame ar sfE 1 PNB MetLife SR sreaiw Fot forfaes a1 sae sfaa = & arferpa sfafafemt = avdramsa
ZfE F e # Frg W Rt a1 STy S A i At @/l g # vaEerr a8 9f? awanERdr § B et s # Gy @ & e sy i ¥ wareer (qefieft et av o F
o, TZH, T AHRAF AT qrfReF =g, srae, Jemg a1 3dre F daterd ft ofr Sy @1f2q), st a1 o A7 a1t F a8 § SR onfier 2t

s SR

| hereby declare that | am entitled to make the above authorizations. | also agree to render help to P N B 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.

& TqEETT A FwarEr § B F Sae afte 39 F forw A g1 F i s 3 T 1 oft e usta w9 F 7w PNB Metlife 3R sreanew et e A sew s s
srferpa wiafafert f wgrrar #21 F forg off Je9d § S 39 39 O FaTE F7A Sf7 a9 9T AR FATS T F O gr qHA T arer Ry off &1 F SAFET F ST A § FuAl 7 qgrar 77
TF

Customer Service Toll free: 1800-425-6969, OR Call on: +91 -80 -2650 -2244 (8:00 am to 8:00 PM) Version 2.2
Write to us at indiaservice@pnbmetlife.co.in HIDRU12.2

ITEF AT S 31 1800-425-6969 | AT AGT T HF FX: +91-80-2650-2244 (ST<T: 8:00 T I AT 8:00 T TF)

Eif indiaservice@pnbmetlife.co.in T AT L
Page20of3
gg3Fr1



mailto:indiaservice@pnbmetlife.co.in

1I/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.

F/Ew TTET TIUAET HedTe® H TE/FAN 5T THET J1 Fuaa] Feares F 9 sqorsd Gt off =rfterg i saamefier ST 1 STTRT F3, T¥ 3, T 3, S F09 367 THe FT
F fore o agaf 39 €, o fftea sftea v € (3 =0 axamas 7 [ & = s wra G @ 2 e o7 T A SeiEa w2 F SEeT F [AAAThate, arar st usiteat, et sie
I /AT G e Hearss & dag 771 dag a7 3699 2 Gt o srfrarsa/de F o 37 Farsdt axarast orfie &1 99 §, AR 3t aF S Tgi 81 I1 a1 § Jar0 g1 F & o

Signature / Thumb impression of the Claimant:

AR F ZEATEAT/SS FT ferm:

Place: Date:

T \EGIED

Signature of the Witness/Declarant: Name of Witness/ Declarant:
TATE/F T F T TATE/= T FT 7ATH:

Place: Date:

T IESIES

6. VERNACULAR DECLARATION: (To be given if claim form is signed in vernacular or if the Claimant has used thumb impression instead of signature.)
AT AT e ST (F F F o, i arEr B u A4y e § gEne? 6 T g ar afE sean T gEnew F a5 6 F e w5 saanr G 21)
| 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.

Y IR A, (ATOT) F T FTET FH A AT # e R € s ww gt e g G g vl w9 § 9w
TFTHR B AT TrAT B H AR TE TEFET F I e F Il B gy &n F e G 210§ TEE #1398 e A 2 o7 36 a8 IR o 2 B wE € o 9= T ave & "9ee ¥ A
I R[S T e wImar 2
Signature of the Witness/Declarant: Name of Witness/ Declarant:
TATE/F T F T TATE/= T FT ATH:
Address:
qqr:
Place: Date:
T IEGIET
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