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Attending Physician’s Statement - Disability Claim

30T SRS TT HREDONT Tevs — RN & ,3°

Note: PLEASE SIGN ON ALL PAGES AT BOTTOM.
Zaud: doholy, 2y, Yunvos IVmNEY, Tk Sna

DOCTOR’S DETAILS:
3,38 dTo:

Name of the Attending Physician:
uifoton® LPRedoda IR ¢

Name of the Clinic / Hospital:
w%%/gqauf 2xoh

Address:

DE &

Contact No.: E-mail address:
motme, Jo. R-TeewT DR &

CLAIMANT/PATIENT’'S DETAILS:
g oo /daenod aSTrivh:

Name of the Claimant:
iﬁﬁ:cw 2"

Address:

DeE ¢

Age & Sex: Hospital/Indoor Patient Number:
Sehxy w3, don : :ﬁﬁjjmqu‘ah Sowos !

SPECIFY WHICH DISABILITY IS APPLICABLE:
3R wondsed ol MMHIE 08 BB

O Loss of sight of one Eye O Loss on use of one Limb O Loss of sight of both the eyes
U ifn_.ﬂ BDTITHNTIRPYT 2oth sa/fao: aa; QT #r“.... BOTATIP T
O Loss of Hearing O Loss of use of two limbs O Loss of one limb ¢ & loss of sight of one eye
L DvienlpleNbnifas] QTR /e TF, wuch g,/men dF, =3, o g5y HTENTEE
O Loss of speech and hearing O Loss of Speech
DRNST =D, sFT:NHFH T SR sdchdacadsyh:
HISTORY
wod

Date of first Consultation:
SagoR sy s oot

Details of the Doctor who treated first:
Sades wsd, dead =,5,0 Hdn:

Date of appearance of first symptoms:
SATUomO VER Bo@huon DT0E:

Has the patient ever had the same or similar condition in past: OYes ONo
81 &otd =gt T0X Bokay Srencln smyaag e = L)

(If “yes,” state when and provide details. Kindly attach another sheet if required):
(P’ oomod cinmen sowds, H=IRYscar 3eA. onmHmY wdaonh mdahd OrdL)

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:
Zxg, 4 3:

Subjective symptoms:
3P2F ogend:

Objective findings (include results of current X-rays, ECGs or any other special tests):

Tors, Foeonh (WECY, oF ~Cmidh, [ueL N wgme S0 afia € nvmy, JedTwmmd)

DIAGNOSIS:
Bodmrta e Tt

Please provide details:
Sonhowy d=TnYay ded

TREATMENT:
w3

Date of first visit:

Sate gl omoos ¢

OP Number/Hospital No/Indoor Patient No.:
OP zcwof/ex 3 owos/uedacn Jowos:

Date of last visit: Frequency of visits (Weekly/Monthly/Other):
03 0237 oLl DTood ¢ DYEE %fﬁ;% (=eodaah, /Sorierias, /=30) !

Date of Last examination:

on 3 gal= = @ oy = -~
=& 0T Qi Do

Is this Disability permanent:
s wondzed oy e

Is this Disability Reversible:

&1 wonnge meacdem3 Dol

What was the cause of disability:

=

& wonoded sodmeadeah?:

Is this disability result of Accident:
& donaded uwmrpdtor doggfddT:

PROGRESS:
=ns

O Recovered O Improved 0O Unimproved 0O Retrogressed
dezor und 03 Sieodd nZ SHrteody Zoirfed &

MENTAL CONDITION:
SwEAE 43

Is the patient competent to endorse checks and direct the use of cProceeds there of? 0 Yes 0 No
dween BERYE, Qo E INEW IDFrong dods ), vEOor FrTotna RS, AT IHT MIF,F Brcdmdod? = Qe

DECLARATION:
Fre=rs:

These statements are true and complete to the best of my knowledge and belief.

T o ae—tedats —thbl s
T Teedneh = 3 2eTedon .-.a..,mﬁ '»‘G35 =y

Name & Signature of the Physician: Date:

Sedoda RO THy, Tl Dot

Qualifications:

uhmﬁ:ds H

Reg. No.: (Seal)
G&J-_'»jdaf Fo.: (Bazoe)

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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Write to us at indiaservice@pnbmetlife.co.in
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