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Important instructions:

TyI0D BeBIneo:

. 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.
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. 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.
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. This form is to be filled in completely in BLOCK letters.
B3 TOTTF WY, ROTREFFIN TRGE,, wEoNYd., Socwedese.
. Please Counter-sign where amendments/alterations are made in the form.
FOTFFID,., UTITOR ST, TR [ TRTIFEINTT,, WIRTTITT TORR3,; TICTT-3,7° TPE.
. Witness signature of a Gazetted Officer/Notary Public/Magistrate or Person of local standing is mandatory.
g oSN RTHLITT 9OFTI0 [ IR0 TWLF° [ B39 j.:; ,CE° 55300 AP0 BHT,T 355,00 Bl 3T8,00mNT.
. Forms & all requirements to be submltted at the nearest branch office of PNB MetLife or the address mentioned above.
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Section A: DETAILS OF THE LIFE INSURED
QPN A DBWIWITS RITNL

Name: Age:

TRT: ORI,
Address (Current Residential Address):

299F (LRLE TORITHT DeR)

City Pin Code State

Bale] SRR Nolqwca) To%s

Contact Number: Landline Mobile

TOTFF T0STs: TR 0TS T Voo

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

QIEETE SUSRF Toe® D03l FowTE 60:
*Aadhaar No: X [xIxIxIxIxIx[x] T TT] *Only last 4 digits to be mentioned.
*eST00° H023;: PNOD 4 HOBNTT0, IR TR,
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CRITICAL ILLNESS ACKNOWLEDGEMENT SLIP
NoYET L9TOBRENST 408,,S Wetd
Policy number(s) , , , ,
DD Rl (MD)
Name of claimant
TBB,TITT JAT

Company Seal &
Stamp with
Date and time

Branch name & code ey
T30 BRDD B, B 008 T3y,
Date: Employee name & Code BohBeodn
Q03! DOTOT BRDO R, BReEE R04350°
Documents [ original Policy O claimant’s photo identity proof [0 Family physician
Submitted: Document TB0,T00T Fpetdae RHTST BT certificate
[~pEVaTy =N TR TR IR3I BOEIOW ByT35T B)RIEITS)
30,,2N:
[ Cancelled cheque / Copy of bank [0 Attending physician certificate
passbook BRRBRBYE, TR BT T)e00TIZ
B,L,RPPATS 5T [ Wo508° TR LWITS )@
[ PAN Card/ Form 60 of [] Medical Documents (if any) [ All past medical records
the nominee By B30 TSR (BRRTRTe for any treatment taken
ToR® TIBOF [ S0 ABL3) BlBodR0R C3Te WA
S3eS 60 B00T DD, BT330I
ToS

[J Complete medical records for diagnosis and treatment of the illness diagnosed i.e. all
test/investigation reports, discharge summary, indoor case paper
ITOBRETTS CRENALIFO T, BRETILIFOI TIVRE BRENT 238303 FOTREIF 24T3353¢0D DSNRT

0TV DR, TOEFP [ ST BTONL), BRI TN, BBV FeAT TWeBO®
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.
B3 R308,3 WBEEBORD,, B,00T 2368,B8000TH SPTBRLWOITTR. F.y@ T)8)03000R0, AFFOTOY TeowHR0 TNSNED, [Bided WY, BNSNTIT 03TYT3e
IBIZBINSR0,, FeshTW TByI0, FoTAID FOW,0R0B,H.
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Section B: MEDICAL HISTORY OF LIFE INSURED
Q5N B: HTIVTOTT 33,473530030 &i3,&S QTN

Name of Iliness/Disease/Injury Sustained:

TRODTIT BToBweny [ Swen [ Moot THT:

Symptoms:

TR ©Feaned:

Duration of symptoms: Date of Diagnosis:
TRMOZ MY &=Q)! TCRENAFONT HF0E:

When were these symptom:s first evident/occurred:

B3 CREMOE LNTL BRTO Wl 037N S0 Lo [ A0LRAR:

Date and Time of Admission Date and Time of Discharge
TR 803 Q0T TS, A0 ©3,3)0000 WRINTRROT QT00T 308, A00D

Name of hospital:

o 2 AN Il
EF,,8)030 AT

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

S5 0TS OITRETR,T0R T A, G0N0, 8 Reehl o0 O &2 O w0 (“&2a,” wotetd., LT
Nature of lliness and Habits Date of diagnosis of Iliness
STIVREMT A ORT 30T, WYIOANY FOONA0I BRENALIFONT 00T
[0 Hypertension [J Diabetes [0 Asthma [0 Heart O cancer

08 TLOALT oo PO R ®,TOD 553,05
[0 Tuberculosis (0] 1T SO

ffew) lere}
[0 Smoking O Alcohol O Tobacco [ Drugs

FRTTIT TTITTIT ZOWRBY Aews TPTIDALNY SBT3

If yes, Duration of Consumption

—0N oA 6 \e3RA=TN 09—
TOT WOTRTWD,.,, WHFTODR BWQ

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

BRUBT, T 5000, TREFA,A FICNE, T HF00T0, A, 000 BFRC, Ty T& SR, T, S, 0T F200C, Geg@oam, w08,

DFE DR, 8 FOCVNY TR, SRCETITT TRy O0FT 590N, FoONRII, A yF0Z) 4,300 D 8y Q005 Ted,y00 3,050 Se0eiZanm0, 0NRE%, ISF
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Information about the Critical lliness (Please tick the illness diagnosed)
roed F200B0 Wi, BI&S (ToDHL

eMgTm,, T TR)

[0 Heart attack [ cancer [0 CABG (Coronary Artery Bypass Surgery)
fssinfovepkentc] 5958 .,0° 2500 (3R0RT0 SiFD W Toa® TwrF0)
[ stroke [0 Apallic Syndrome [ Benign Brain Tumor
ARyt 90T 20THRLTT WA, 13,7 L2005300°
[ Blindness [ Brain Surgery O Coma
[N[entechietS] ST BH, WL, TRET?
[0 End Stage Liver Disease [ Heart Valve Surgery [0 Major Head Trauma
FRTON ToTT @TT TS 008 TRy 37,0888, ISR NoReT T
O Angioplasty [ Major Organ Transplant [ Paralysis
3022036, S0EWT® e0MIoN B T FTIO0N
O Aplastic Anemia [ cardiomyopathy [ Deafness
FIRFOIRINIBIRTS BYTOTI
[0 Parkinson’s Disease O Poliomyelitis [ SLE with Lupus Nephritis
T8I, S° SRt BReDoIRT ST OITE I BRI R0DN LFTLSTR
O Primary Pulmonary Hypertension [0 Muscular Dystrophy [0 Multiple Sclerosis
TOSHBRETT T, HIWT QT TILTRST, T DT, OT® BAR, WIS LOMoT 1Ed,;0379M0s Sween
[0 Motor Neuron Disease [0 Medullary Cystic Disease [0 Loss of Speech
TREEITT TTTRETTI T2ONS T DL0 2 T RACHT T[T AL, YT
[ Kidney Failure [ Alzheimer’s Disease [ Surgery to Aorta
TRT) LOTWE ByFYs S, T00° TN TOTHAOD TH,WIE
[0 Major Burns [ Terminal lliness [ Loss of Limbs
T Ak, TRORTR £3E0FTST Fa00S SoMPONNY SRy,
[ Loss of Independent Existence [ Chronic Lung Disease

TOOT TDLHTRETT Bt

Section C: PAYMENT — NEFT
Qyen C: TR — NEFT

Bank Account no:

o A=S D T A3t
W9g0T° 2098 ACI04:

Name of bank:

279508 THT3:
IFSC code:

R N Py
RDRUFTRFA TS

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. 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

257D FETS,,T° PP 0BT W,TSY, ST AREE®
B0e0mo00E 32800: 030RE® Fo. 701, 702 T, 703, L¥Ne DBR, WA, oN® THWo JWO® 26/27 20 2 B4, Wanehetd -560001. HTT D00, T, PTEE LPBB, THPFC Swecwed Fosds 117.
Cl No. U66010KA2001PLC028883, 3., t2e5° &y¢ Bozls 1-800-425- 6969 1t 83=3R, #w3°4,85: www.pnbmetlife.com, $e¢e*: indiaservic life.co.in &Gz 1 Se ., Saort 2Bewd,
83 5, -1, B88,P5% 590D, ST° NECT WRTFT® PoogWBT®, ASMOOT® (WB,sa), W00ty - 400062. Fpew®: +91-22-41790000, 7,5%: +91-22-41790203
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Section D: DECLARATION & AUTHORIZATION
QPR D: PreRsS 3), T Jerodd
| 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

T30 O3RRYTIE T4

e SRR T, ST
320200 OIRTYTIE 0N Lo WDIBREM;T, 00T 03 L, QERT BT, SHEWR ©7,Z,0080, TR0 Tyieesesor

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.
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, By « ¥
Signature/Left Thumb impression
Te[NT T3,y L3S MOTOB Qmoos

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)

1oET WTIBRENT BeryeT® STIBIOND,, PSF TIRIY,TOT Wyd,00 PoeRD. (2000 Few? NoPeS WTOBRENT Bpy™T® FORFF SR, WRFONOE WeBoSRDT
GRROND,, RPEF / B BRATLT)

| 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.

363300032007 MOLET RO RENGT Feny BT PORT FRTFRITFE DTOLME
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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

TTORE WY, FEITT LTOPTI2, TR FoTRaFmeN LWOFRNT 3033, 9., NS EIFTT HTWOL I, YVTE,BT T, BTN FOWCRATOZ LW T30,
TOTO WOTREFTIIN WHFmRRILORT 68
Date Place Signature of Declarant/ Witness Signature / Left thumb Impression Claimant/
[aaplel Fe PREETU/ EOD A Nominee
T [ T T, TES TRTOITY TFTTTTY [ TIWR
Name of Declarant/ Witness: Address of Declarant/ Witness:
PREFETO0TY/ FFOL TAT: PRETEBEITT/ A0 LYF!
Contact No. of Declarant/ Witness: Claimant relation with Declarant/ Witness:

FRCRFETITT T 03R0RN TF2,TTT FowWes:

Place:

Mandatory Documents to be submitted along with this form:
B I20R30320R RO, BWBIT 5Ex03 TDSMSH:

. Doctor’s Certificate (From the family physician or treating doctor) preferably in the standardized PNB MetLife format

o = 2.2 2 o S0y 2epas o3 = e = = . -
TG00, TyIEE, T T W0 GT SRRR0ND.., 8,030 Tyw QeTET

Z) (B0L300UT B, T00T L5 1838, QW &,T:003)

) Discharge Summary confirming the surgery undergone
WHMNTT sr@zsaém:ms:,\ T, @e8070m WEMNECH F20203
. All past medical records for any treatment taken
SRC8R0T CIRRTE W31 00T R, T,T3536030 TSI
. Cancelled cheque / Copy of bank passbook
. PAN Card/ Form 60 of the life assured

TR TITTF [ LEWRTNOD TS 60

T, RRLATT UWT® [ W39,05° 0%

) Current address proof

. Photo identity proof
FpeLine MOTIET FHTow

. Hospital Cash Benefit Claim Form to be attested by concerned doctor
E3,Z)00 INCO TRRERES 3637 FORIFF BT, ACWOFT,; ByT;00 ONE.Tedesd

. Authorization letter from the claimant in case the claim intimation is received through third party for claims received at the Branch/GPH

PN 2 A==

BOATT B..e300MEMN TRRTHE ;3,030 TOROT B, 385 TEOIILECRNTY,, A4e500TD.., TB,TWT0OT BRE T T,

Note: Please mask first 8 digits of Aadhaar number if Aadhaar Card is submitted as KYC proof with the request
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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. 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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