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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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Disability Claim Form
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Important instructions:

LalWom M1BEGUOEBRUS:

To be completed by the claimant in BLOCK letters

0o 9M1BNM (UIBM] Do1a¥ UL @PBHHEEBE1 T3 al)@O™°lH:@1CH06N D)

Please answer all questions, use “Not Applicable” (N/A) as appropriate instead of leaving it blank. Countersign where amendments/alterations are
made in the form.

BRAIW] ag)ald GaldBlEERU3HN0 DOMPo M@, BHES6BRUB LVYMIAIW] ASIIM@IM) ald:0 GPMIEWILIMIW AlWo “eIWEQ.!” (N/A)
) (MN® 9alCWINTH)H CaNIND™ @3 AIQo NIMIDM@B /@ 1EYETE MSOM 1 EINEERE]G3 CAMLIa]) UDBN)H:.

Witness signature is mandatory. Witness should be a Gazetted Officer/Notary Public/Magistrate or Person of local standing. CLAIMANT SHOULD
SIGN ON ALL PAGES AT BOTTOM

MIBH WIS aa] M@enimuadem. MIBH] 60) NIVQ &30 1MV@/ GMISN alenile:/ AZIMIGIS) @A 13 (ICEURH2IW] amlaes
@R)U3 @RYWIE]HHEMo. af)Lld CalRIE8)0SWo @S1WIE3 Hgkwlo oML UYL eaflesenzmoen)

The filling of this claim form is not to be construed as an admission of liabilities of our Company. No agent has been or is authorized to admit any
liabilities on behalf of the Company.

09 680@Wlo Ga0dNo al3@1{lENIM@IAHBIMNE AMEBREINS HMUMIWIANS NIIWIMBHUE M@ 12mIW] al@leMIcHnaR@Iel BmIm e
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Please submit the form & the requirements at the nearest branch office or the address mentioned above.

a@Q0U3o @SOS 161G @6 LI 1T8 B)B-S1M3 alEIABWD)2 NNeIdMEDIEE BRI CandNNo, AF @YMUUIAILIMM CREUDS)o
mada{lean)d.

Early and complete submission of requirements would enable the company to process claims at the earliest.
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CLAIMANT DETAILS:
0R@lo HM@1BHNIMM UIBO @IS (UBIoUD6BBRUB:

Name of the Insured:
210UBOHY NTBBHOUS (LB QYOS Gal(d:

Address:

aflenmo:

Contact No.: E-mail address:
LMNIBHH MMUEA.: 0-00@1@3 Qelomo:

Bank Account Number of the Claimant*:

(favoring which the claim cheque is to be issued)

6o oML (UIHMNWYAS 6NIVEE: BRHOENS MMIB*:
(0o Balds) NTBHOUECSENE @YU |GRIHEY)

Name & Address of the Bank*:
61988 1M Gal@o NRIDMVNIY0*:

DETAILS OF THE DOCTOR/HOSPITAL TREATED THE INSURED FOR DISABLITY:
0600UH:2I3OmMTMIW] 21UMBE LU af)SIOm UISO] 21161010 CAMSIW CIBN)0S/@RYUATIMIWeS NUBGIoLDEERE:

Name of the Doctor:
BAUIBRMEOS Gal(d:
Name of the Hospital:
@U@ IOS Cal(:

Address:

aflenmo:

Contact No.: E-mail address:
rLONIBHH MMUEA.: 0-00@1@3 Qelomo:

SPECIFY WHICH DISABILITY IS APPLICABLE (List as per Policy Definitions):
AaB® 6NUHLIININ) NIIWESRIRE DN (UIBDMAIHNID: (G l081M1QN@ MABallal@mm@) ] alg)E@ow M@BHIE):

O Loss of sight of one Eye O  Loss on use of one Limb O  Loss of sight of both the eyes
630} HEN MO0 B MaYE]SOI 616N S 1GRINMS: 1210 0035 10100 B¢,
O  Loss of Hearing (NaY6)a S0 MaY6)] SO0
GAHUBN HAMIBHTI O  Loss of use of two limbs O Loss of one limb & loss of sight of one
O  Loss of speech and hearing 6N OO HBHILRAUE MYEISED eve
O Loss of Speech 06 HILNHE 162100 B3©)

MVoMIEEURAH @Yo BHU3NIT®Y0

SN0 HOLWIo MaYe)
MnYe)YS@3 MoMIOGEUBAH] MaYORSTD o0 £030 Mayere

Note: In case of disability due to Accident, kindly fill additional Doctor’s Certificate available for Accidental Disability
B RUIEE ! @OntrSo 2YRIDYSE AONLBLL(2YMDOSE NG @onidsS 6AUBL,(ODTD 2IE (DWW CRWIHNDT CWIHESST) Mdshileny B@wOR]

@[l
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DETAILS OF ACCIDENT:
@aldSo MocMajm 160 (flEIoLD6ERUB:

Cause of Accident:

@0aldhSo MoEN2@ MO0 E06MeEBRU3:
Date of Accident:

@0aldhSo MocNIa] @I :
Is FIR lodged: 0 Yes O No
af)ad 6af) @A Mada]laileyemo: o6ns fol=l]
If “yes” please attach the copy of Accident:
O6NE )83 BRNUIW] @ISO 1NO0 CGRAIMINS B©) ald:@a] Bao Gal@He)d::

HISTORY
2101 (™o

Date of appearance of first symptoms:
@RS COINRIGHMEBBRUE (AI@IBHOUS @M :

Have you ever had the similar condition in past: O Yes O No
M6BRUBHE TUAIMAIW @OAUIMIO MIOMIGYINPE; L))o ©6NEIW1SIEN0: 26N el
(If “yes,” state when and provide details):

M6BRUBHE TUAIMAIW @OAUIMIO MIOMIGYINPE; R0 ©6NEIW1SIEN0:

PRESENT CONDITION:
mleinfeesl @oaimo:

Present symptoms:
mleinerl GRINLIGHEMEBRUS:

Findings (include results of current X-rays, ECGs or any other special tests):
HOMBOMENHUE (NNl af)dh-COde)ns, 0.00).2)5H8)0S @660 ACQaME:IRN0 (G al@1GUIILMBRINS aNRIERUE DUBEYSIDOTD:):

TREATMENT:
aflds1or:

Date of first visit to Hospital/Doctor in this regard:
HONR0Q MIMLEYS @REIAIW] @YY@ CaldWD) / CAIBE0 BH6eNE B 1M :
OP Number/Hospital No/Indoor Patient No.:
&3.all. MMIB / @YULII® ] MMIAB / (a1ENUB a2l BRIV IMMIE:

Date of last visit: Frequency of visits (Weekly/Monthly/Other):
@0OUMIM MMAEUM O : MUMBELMEBE)AOS @YNULDO ] (@ NI/ (I 1AITo/ANSSN):
Date of Last examination:

@OUMIM al@1BUILM@IOS O 1@ :

PROGRESS:
al)BEIVM:

O Recovered O Improved O Unimproved O Retrogressed
[OISIHLYEN O02eOals) Onajealslel MMIBOOHHNIUE QORI

DECLARATION:
lalOROQUM:

| do hereby declare that all the above statements are true and complete. | understand that in furnishing claim form PNB MetLife has not admitted
liability or waived any of its rights. | 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 regarding my state of health which he/they may have acquired whether before or after the policy was
issued by PNB MetLife.

mg&@?om Lmrrgommo&ua af)aloo MO0 ay@eMARBIMM MO8 @ IMIM3 (aIMRINTHHIM). HZWo EaNdNo MM af) MO all ag)0d enil
aagaeelad MIOWIMEUE MEIADHNEHEWI @ONIRY OS aBOMEIEN0 BRNIGINVEBRUE OGABHIHNHEWI M2IYMMIOgM) amond ammyleIBa ).
aaze@ssﬂelgo @OMEUED () @REJE: 1T GRINDD N af)eX(M al@1ELIW 2] 2fldsEVBEM @623 (G‘@UDgnJL(Oﬂ W, af)Mes afl af)0d enfl A Neeelad
Galog1M] M@BBHHUSIM@ M DEMIO @R IMECUHBERI @ROIABHS @ROIING HY M@ ENHINRM afMOO @PAUMLA MioeNINWa) aBO®Es]alo
H00368B3E80 N1NI6BR B89 al}NODNAINWING 6MIN3 DM IMIMTE @ 1HIDELS)OTM,..

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.
Af)160/6MEBRB)AS/AMEBBRBINS GUIAIM12JE™I all af)B il HRGeential LIGIRICVM®I BYW nﬂ}@@%ﬂ&lgo QA0 1al@No MOM(AIWINNRAID NNIEBRU3
9alEWONHNIMI0 MoEEHHIMI0 Als1SIMI0 HEEH:AIQ0 H)alPIMIo HNIS HIGSYTMIMo 8 10-0) EMIB/EMEBBUB BHYSIOTT TVIAMo mm‘aoe:goegmo @nonNul
@010 1863BHQI0 ©)alQYM) (80D @wo&ggomm(ﬂmﬁ @0s6ER1WR1HMMEDI 20Q0eMME:1R0 RIE)2YCMI) OV HG@lo ErIIMM ©al@IM@IMOW]
MNMBayN@0@, 6o BeNIIENRINT a@32BM&08, ONIMRGEAMIE, MINIMII @REMINYICRAHMIBUE/ HaNENHMIGUE af)MINIWUEOOS 8

NoW-29Q NINWALSEMI @Da0121ERG AalPEMI aBBOS B 1LNMEMI @YW aBOME: 120 NUIHM ] / BIBNOOMBMNIAHNG / NN IMEBRUZLNES af) OO
(L GIBIODNM U8 BU86R]SI0 af)MIT BRM @3 B0 al@ 1A MESIOMEID BRELIN; T8 MISEMBS GNVNIMEBRUE MMTILHIM@ 1N

Signature/Left Thumb impression of claimant: Date:
6o oM 1LNM AL IWOS Ba] (@PALIS]EB HS®) MBSO BRSWIS0): OO
Name & Signature of Witness: Date:
MOEHIWIOS Gal@lo Bafo: OO
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Address of Witness:
MoBEHes ailelomuo:

Official Seal of the Witness:
MVOBHIWIES B3GR MU1@3:

@O IBUIEIGS nl@edanDdws] ilesleo ).

Note: Signature in Indian languages must have their English translation written beneath. Further the claimant signing in the Indian language should
give a declaration in the Indian language that he has understood the contents of the above form fully and properly as explained to him in the Indian
language by an English knowing person who shall also sign to the effect that he has fully explained the contents of the above form to claimant.

D) (B B2zl 63, fI1 @209 @IS @offlt IUBODMe ~f)S) I 0TE0MM.. SO0, E0) (0 EIHWIOD 63, /1501 @RI
2YBGINOT OO0 022108 DBSSEOTBUT i BaDaNDIVYo BOIWIRYe DM IRI68TWIR] D10 (6 EInHWITB 63@) (620 iMo DOBL6Mo,
6309 @offld @Ol (6] 08 E:4WN0F DTS AleE @)t I5) DY, COTTOIND G0N0 DSGSHOTINT GOEEEANo

Customer Service Toll free: 1800-425-6969. OR Call on: +91-80-2650-2244 (10:00 am to 7:00 pm) OR
Write to us at indiaservice@pnbmetlife.co.in
gu@@ooe@m)cs«umm(mﬂmg@@ ®S0U3 [afl : +91-80-2650-2244 (10:00 am to 7:00 pm ORanagi al e
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