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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

TOR,HEITT TOs° WAGES® B.,35° FoTRT®

To be completed by Principal Insured (For Self and Minor Life) & Secondary Insured (For Self)
ABS,, BND DEDTT PSrRIVBLIEBD (B, T2, By BT® DIR) TB), AFOBO WTBRTRE (AT,T)

Note: PLEASE SIGN ON ALL PAGES AT BOTTOM
BWN: TWONNENy WO, WWNTOR,, TSFPINRO,, FETIOB

General instructions:
TORIOR ARWINS0:
. 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.
Bony @ PPOTRTRD,,T0 ByB,Ron w0B,080m0n TS, 0350 TSe BIDBEODTI, WRBNRITWIN, By W0 FPREIF B, FeTwWoT DJVTRT0,, WHNTLIeso.
. Please read the policy document carefully to avail the benefits under the policy.
TDADHROND,,S ToPNTR)., BEEIBRBHL0 BO0DEIY TR THDSOHT, 0,;080008 WRBLD,.
. All corrections made in the claim form have to be duly countersigned in full.
B, 39° FOTRF RO, WIVRIT D,,, SRL,TRALTIG RORPEIFTTIN FI0LIT R, RI0BLIeB0.
. If the space provided is insufficient, please attach the annexures along with this form.

LBNISINTOE T/IN TOTNAB,T, TR, B3 FFOTRI® WRB0NS,,, BSVWOFNTRV, ONSA.

. Please submit the requisite documents along with the claim form for a faster processing.
BRLARONE Fenamon ATFLORLD NS;NT0W Dy, TODSNRTRR, Topy®® POTET® BRZ0HL,,, ZOLA.

. The company retains the right to call for further evidence needed to process the claim.
Bony0° RpeARE BRBLO FoBACIN B82,TO TWDBRTR0,, BeTT TeI0, BPoDTIZ,T.

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

PSR BO,ATO,, BTy TOR) W38y JERTWLTS TOR) BryaI° WONCBORT 0 ROBFFBere
. ( *) Mandatory fields
(*) 80a0% e,

1. Particulars of Life Assured:
QBTITT LTTTo:

Policy Number*:

T2 ToWTT*:

Name of the Life Assured*:

SUTNTITT THT*:

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

T2 DFTRT THTY (TITT 30,507 ST L FYoRO S FN):

Date of Birth: Sex: Male l:l Female |:|

TE,T DFR0T! don: YToR &Y

Address:

QEE

Tel/Mobile number: Email:

EO/BRe3,eF w0 QT

Do you want the payment to be made in favor of Principal Insured: Yes l:| No D
(Applicable if Life Assured is Secondary Insured)

TRTI0DTY,, 3000 DIV BTN BRTUEE: T .,

(D30T2T FFoWO ATTIATF STWT R WS 100TM0Z,T)

Claimant/ Principal Insured (As applicable) Bank account no.*:
W

B, T00LT/E0350 THTRTH (BT 203TT) W08 308 T0.*:

Name of the Bank, Address *:

D508° AT, LV *:

2. Particulars of Complaints and Symptom
DA &I, OFcend ATTN

I Name, address & contact details of Hospital admitted:

1. Reason for Hospitalization:

©,8) TR Fo00Mh:
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Ill.  Date of disease (first diagnosis/surgery): __ __ /__ _ /__ _ _ _ (DD/MM/YYYY)

TR0 DTCT ([ATOD BOIRAR AT/IWFO): [ [ (OF/S0on/IRF)
IV. Dateandtimeofadmission: __ _ /__ /__ _ _ _ (DD/MM/YYYY) _ _ :_ _ (in 24 Hrs format)
ORI Q0T WY, AR __ [ [ (OT/Sone[SHE) __ i (24 NoL TemnfwT)
V. Exact diagnosis /condition(s):

VI

VIl. Dateandtimeofdischarge: __ _ /___ /___ _ _ (DD/MM/YYYY) __ _ :__ _ (in 24 Hrs format)

QETUENETF QTO0T ST, BN [/ [ (DRoAR[ESHE) 1 (24 rotd emmrt)

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

VOTLOHT(7HY) B,

IX. Yes No
T N,
X. Date and time of AdmissionintoICU: ___ /_ _ /__ _ _ (DD/MM/YYYY) __ _ :_ _ (in 24 Hrsformat)
ICU 7§ 28R.35° SIRRT D08 30T ] (OB/SonefmRE) i (24 Mo )
Xl.  Date & time of Discharge fromICU: ____/___ /_______ (DD/MM/YYYY) __ _:___ (in 24 Hrs format)
ICU 023003 REFUEEs TR D08 SR BS0W:___ /[ (OBJon[SRE) __ (24 Mok smmre®)
3. Following reports and documents taken before and during treatment or operation are enclosed:
B33, OPT STt Tooow Doy, & FFORTY,,, PR TDSBNTR),, WY, WOANEY,, BEBOBRS,SICRIB0:
a) Copy of Admission Notes :l b) Copy of Discharge Summary :I
R, 3 Sweest, B& TEWOWEF a0 Ty®
d) Any others. PI tion:
c) Copy of Final Hospital Cash Paid Bill :l ) og;w;;;m e;z;g;: |Sn oy
U, By DO PyBOT T DO . es FNREA:
(All above documents needs to be attested by Hospital Authorities or Original needs to be produced at Branch for verification by BSM)
(000308 DO, TRDSNRTS R, TORLHEIST Aik0,y00 WEIRT; BPRTUEE BFTD TR B)eneae, B51! TOLewIMN 259,051 3O,,525e80)
4. Particulars of doctors consulted and hospital / medical centre wherein the Life Assured was admitted currently or for any other previous illness:
TyRE,meN BFTe BT SRFLIE TSN HFTITIT,, BB BREER &7,43)/RFST Aot ), Fo°AUY, VPRE ByTHs0 VWONR:
sr Name of the Doctors/Hospitals/ Date of first Registration no. of Doctors/ Date of Admission &
N : Medical Centres consultation Address Hospitals operation Date of Discharge
o
o5 3By Be0/SR BN/ By T3eBe0D BABO FBPS BP0 PAL o Beeor3ed RosSs. Tyse3 W3, To03TFWTFHD DRBFI0H D00
.%o Beor3ne B3 Omo03 B, TsBofSR B0 o003

5. DECLARATION AND AUTHORISATION:

PoeRB T, BPRT, A3
| do solemnly declare and confirm that the foregoing answers and statements are true and complete in all respects.
=] 0T YVT,ONT T, TEVENT WD, De30NVR., & S0 MORETTN Fweeded T2, T304,

| 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.

5 95w Swens Bowepnd., Qe 5330 TWOeG A 200 5,808 T8,0TTT° CFW BA,LE) SFPWe DRFST 5,85

Wi, NYATT wWO=s

'S T DRFST 8,357 WOST TOEFOWoW TWE TRIRYTF, ARCFRTORTIT, BRTIITRA, WeToNT

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.

AR =

T B WLROT TRRYTIE DT

°F Wi, 03RTTe

by

50TT, ¢ e

3RewaEnY

WYER BoWoDIT IR

| 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.

85 THHRVT T 30T WRFITNTR, TREL LTINS,

QOTI

. PNB 0t &3¢ 0Q03%

£30° 9P WO BRE, QQNIR 85 3637 €T, T oonedznes

FOTAN BT [T OITDTYTIE [T E0ITI, HOT &AL 30T, B.6530° T T000T0R0BN T, 30030 TONEIFUTITTHE 06800, TIEEORTo, WHTLY T2 W
“© .2 = = '

I/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.

22, ART,meN ¥RET, PNB @&® ¢ oIREYTIe Wed, [ HOF,, [ HORLA ST, FHR

TOWBRYLLY, JMRFONILY

F ST, SPVXNTREITT, Bewm

BT WD MR, [TRTIMRTTY WY, YVTE0 ACTNY. TR L0FW YUT,eTToN 0T, [ BFPWe ToITT

FESNYEY, wWNTO.
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Signature / Thumb impression of the Claimant:

TT,TIITT mo [ T,

Place: Date:
[aplel-H

Signature of the Witness/Declarant: Name of Witness/ Declarant:
op) HBEOTT THT:

Date:
[SIple

6. VERNACULAR DECLARATION: (To be given if claim form is signed in vernacular or if the Claimant has used thumb impression instead of 5|gnature )
T3, Rk PeR: (3. o
| 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.

o, TR LROND,, B TRAT, T G0 3.,y 3008 T&0T WHIVO T3, 8 MoTI8> TedT,, T &

TOTY TTOLLIROAN B8 T WT TIVR[CL  wROLNA FORNTTo, D= AVTZRN

%

3., WOLATLT.

()

. DT TB2TTOTAN T)E8,03 2NTD,0 20T T FIRATRT 782,

Signature of the Witness/Declarant: Name of Witness/ Declarant:

REBTOT0 THT:

Place: Date:
QT0T:
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